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No.:l 

An 88-year-old man is taken to A&E by his daughter as 
he had been feeling unwell that day with chest pains. An 
ECG reveals that he is suffering an inferior myocardial 
infarction. He has a heart rate of 33 bpm and blood 
pressure of 90/60 mmHg. He is given 600mcg of atropine 
to no effect, this is repeated up to 3mg. You commence 
an infusion of TPA but his rate is not immediately 
improving. 

Which of the following treatments would be most 
suitable to use for his arrhythmia? 



No.:l 
Temporary pacing 

Temporary pacing is the management of choice here, 
previously isoprenaline would have been an option, 
but it is no longer available. His low rate may 
actually worsen his myocardial ischaemia because of 
poor perfusion. Glucagon is used to reverse 
bradycardia caused by beta-blockade. Adrenaline 
should ideally be avoided as this may precipitate 
further ischaemia in this situation. 



. 



• 



Adrenaline 
Glucagon 
Temporary pacing 
Dopamine 
Dobutamine 



No.:2 

A 55-year-old politician with no previous medical history 
is admitted to A&E. He has been feeling unwell since 
Saturday morning and an ECG taken on admission to the 
Emergency Department at lam on the Monday morning 
shows atrial fibrillation at rate of 1 30 bpm with BP 
150/80 mmHg. He is Echoed (trans-thoracic) and there is 
no evidence of the left atrial thrombus, no abnormal 
ventricular wall movement and his ejection fraction is 
normal. 

What would be the most appropriate initial treatment 
for this patient? 

Antic oagulate with iv heparin and carry out DC 
cardioversion 

Arrange a TOE next morning and if negative give 
300 mg flecainide 

Antic oagulate with warfarin and give 300 mg 
amiodarone 



No.:2 

Anticoagulate with LMWH and give 300 mg flecainide 

Such patients should be initially managed with low 
molecular weight heparin (LMWH) and chemical 
cardioversion, eg oral flecainide. If this is 
unsuccessful, or the patient become hypotensive, 
complains of chest pain or has signs of heart failure, 
you should then proceed to DC cardioversion. Whilst 
studies have investigated the risks of emboli after 
electrical cardioversion, the risk after chemical 
cardioversion is less clear and the length of time 
required for anticoagulation has not been adequately 
tested in clinical trials. 



Start 300 mg amiodarone with no anticoagulation 



• 



Anticoagulate with LMWH and give 300 mg 
flecainide 
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A 32-year-old physiotherapist presents with a 2-week 
history of increasing shortness of breath and leg swelling. 
Previously well, she gave birth 8 weeks ago by planned 
Caesarean section and is breast-feeding. Over the last 4 
weeks she became progressively breathless, developed a 
dry cough and swollen ankles. She smoked in her teenage 
years. On examination, she is comfortable at rest, afebrile 
with a pulse of 108 bpm and irregularly irregular. Her BP 
is 85/53 mmHg and her respirations at rest are 16 
breaths/min, which increased to 24 on light exercise. 
Jugular venous pressure is elevated at 5 cm and she has 
pitting oedema of both lower limbs to mid-shin. A 
pansystolic murmur, loudest at the apex, and a third heart 
sound can be heard. Percussion note is dull at the right 
base and she has decreased air entry at the right base. 
Coarse crackles are present at the left base. Her liver is 
mildly tender and enlarged 3 cm below the right costal 
margin. CXR shows a pleural effusion at the right base, a 
blunted left costophrenic angle, alveolar shadowing at 
both bases and large pulmonary vessels. Atrial fibrillation 
with occasional ectopic beat is evident on ECG. 



Results of blood tests show: 



No.:3 

Peripartum cardiomyopathy 

Peripartum cardiomyopathy causes left ventricular 
dysfunction and heart failure during the last month 
of pregnancy (antepartum) or within the first 6 
months postpartum. It is commonest in Africa where 
there is a prevalence of up to 1%. The cause is 
unknown. Biopsy is not helpful. Prognosis is 
reasonable with recovery of ventricular function in 
50% of patients. Mortality rates range from 7-56% 
and are directly related to recovery of ejection 
fraction. 

Mana gement is supportive with digoxin, diuretics 
and vasodilators. ACE inhibitors are not used during 
pregnancy as they can affect fetal renal function. 
There is an increased incidence of thrombosis and it 
is common to anticoagulate patients. The risk of 
recurrence in further pregnancies is about 40%. If 
the ejection fraction does not recover and the patient 
remains symptomatic, a heart transplant is usually 
considered. 



ANG 






Na 


1 32 rnmol/1 


K 


3.8 mmol/1 


urea 


4.5 mmol/1 


creatine 


84 umol/1 


bilirubin 


20 umol/1 


albumin 


36g/l 


ALT 


106 U/l 


ALP 


121 U/l 


CRP 


34 mg/1 


TSH 


1.23 mUl 


free T 4 


18.2nmol/l 


WCC 


12.5 1071 


Hb 


1 1 .2 g/dl 


MCV 


84.3 fl 


pits 


246 1071 



What is the most likely diagnosis? 

Atypical pneumonia 
Pulmonary embolus 
Peripartum cardiomyopathy 
Subacute bacterial endocarditis 
Primary pulmonary hypertension 






F 
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A 60-year-old man on long-term haemodialysis presents 
with chest pain and a troponin of 1 .2. There is T-wave 
inversion in the lateral leads which was not present on a 
12-lead ECG from 2 months earlier. He does not have 
pulmonary oedema. The pain is only partially relieved by 
a small dose of IV diamorphine. 
Which would be the most appropriate acute 
cardiovascular management for this man? 



Aspirin and iv nitrates 

Aspirin, iv nitrates and abciximab 



Clopidogrel, aspirin, iv nitrates, iv furosemide and sc 
LMW heparin 1 mg/kg bd 






Clopidogrel, aspirin, iv nitrates and fondaparinux 



No.:4 

Clopidogrel, aspirin, iv nitrates and fondaparinux 

This man is on long-term haemodialysis, and his new 
ECG changes raise the possibility of an NSTEMI. 
The longer patients are on dialysis the less likely they 
will be passing urine. Furosemide would not off-load 
the patient unless he was passing urine. In any 
respect, he is not in failure. Nitrates are useful for 
pain in this case but do not impact on overall 
prognosis. NICE guidelines with respect to the 
management of acute coronary syndromes have 
included use of fondaparinux as opposed to heparin. 
Whilst fondaparinux accumulates in patients with 
moderate to severe renal impairment, it is eliminated 
by dialysis, as such it would be a possible choice 
here. 



Reassure that patient that the raised troponin level is 
due to his renal failure 



No.:5 

A 78-year-old man has just driven his wife to the hospital 
for a blood test when he suddenly collapses to the 
ground. There was no chest pain. On questioning, he 
gives a history of previous collapses in the last 5 years 
with no predisposing factors. He is on no medication. An 
ECG performed in A&E shows RBBB (right bundle 
branch block) with left posterior fascicular block. The PR 
interval is 205 ms. You are asked to see him. 
What is the best management plan? 

Monitor for 24 hours and then discharge from follow 
up if this is unremarkable 

Arrange elective permanent pacemaker (PPM) and 
not drive until men 



No.:5 

Arrange elective permanent pacemaker (PPM) and not 
drive until then 

Given his ECG is suggestive of possible episodes of 
complete heart block because of the RBBB and left 
posterior fascicular block, and prolonged PR 
interval, it is likely that his episode of collapse 
represents a period of complete heart block. He 
could therefore be listed for permanent pacemaker 
and told not to drive until the procedure is done. 






If his BM is normal, reassure and discharge home 
Treat as NSTEMI 
Refer to the neurologists 
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A 55-year-old accountant with a history of hypertension 
and duodenal ulceration presents with tearing 
interscapular back pain and a new early diastolic murmur. 
Aortic dissection involving the aortic root disrupting the 
aortic valve is confirmed on CT scan. The patient 
undergoes urgent operative intervention with replacement 
of the aortic root with a Dacron graft and replacement of 
the valve with a carbomedics prosthesis. After excellent 
postoperative recovery the patient returns for a follow-up 
appointment complaining of increasing lethargy, 
exertional dyspnoea and palpitations. His medication 
includes warfarin, methyldopa, nifedipine and ranitidine. 
Physical examination reveals a small haematoma related 
to his sternal scar, sinus tachycardia, an ejection systolic 
murmur and pale mucous membranes. 
Investigations showed: 



No.:6 

Valve haemolysis 

Fragmentation of erythrocytes on a prosthetic valve 
is an unusual complication of valve replacement but 
doesnt necessarily imply haemodynamic dysfunction 
of the valve. It tends to manifest as low-grade iron 
deficiency anaemia but occasionally causes a 
clinically important anaemia. A negative faecal 
occult blood test makes A and C less likely. A 
negative Coombs test excludes autoimmune 
haemolysis related to methyldopa treatment. The 
increased fibrin degradation products also fit with 
the possibility of valve haemolysis 



wcc 


12 x 10 y /l 


Hb 


5.7 g/dl 


MCV 


69 fl 


Pits 


486 x 1071 


ESR 


27 mm/h 


INR 


3.7 


Direct Coombs test 


-ve 


Faecal occult blood 


-ve 


Serum transferri -receptor assay 


Increased 


Fibrin degradation products 


Increased 



AKG 



What is the most likely diagnosis? 

Peptic ulceration 

♦ 



♦ 



Autoimmune haemolysis 
Over-anticoagulation 
Prosthetic valve dysfunction 
Valve haemolysis 






F 
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You are the SHO in the cardiology clinic and wish to 
start Mr D, who has recently been diagnosed with 
hypertension, on an agent in addition to his ACE 
inhibitor. He is a type-2 diabetic who is currently diet- 
controlled. His BP is 1 55/90 mmHg. 
Which of the following is the most appropriate next 
agent? 



• 



* 



♦ 



Diltiazem 
Valsartan 
Atenolol 
Amlodipine 
Indap amide 



No.:7 

Amlodipine 

Beta-blockers and thiazides are not recommended as 
first or second line agents due to data around their 
adverse event profile with respect to the impact they 
have on blood glucose control. As such amlodipine is 
the next logical choice as diltiazem is cardio selective 
and may precipitate bradycardia. Valsartan is 
combined with ACE inhibition in the management of 
symptomatic heart failure, it may cause 
hyperkalaemia in combination with ACE inhibition, 
as such it's not the optimal second line agent here. 



No.:8 

A 78-year-old woman has been admitted four times this 
year with pulmonary oedema. She has an ejection 
systolic murmur (ESM) on examination with a slow 
rising pulse. She is breathless at minimal exertion. She 
underwent CABG 20 years ago. A recent angiogram 
revealed 50% stenosis in the circumflex, the right 
coronary artery is occluded but the graft to the RCA is 
patent. An echocardiogram shows good L V function with 
AVA 0.42 cm 2 and a gradient across the valve of 72 
mmHg. 
What is the best management option for this patient? 



♦ 



'• 



Further grafting of her coronaries arteries 

Stenting of her RCA 

Stenting of her circumflex as she has severe disease 



Treatment of her pulmonary oedema, and 
optimisation of her medication and a review in 3 months 

Referral for aortic valve replacement 



No.:8 

Referral for aortic valve replacement 

This woman has symptomatic severe aortic stenosis 
(AS). The risks of both conservative and surgical 
management are high. With such severe AS, the risk 
associated with conservative management 
approaches 40-50% combined with a poor quality of 
life, and hence on balance, the surgical option of 
aortic valve replacement represents the best option. 
A redo thoracotomy with valve replacement carries a 
risk of up to 10%. The surgeon will decide whether 
to graft the circumflex at the time of surgery. 
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Female sex 

Other risk factors include: bradycardia, 
hypokalaemia, congestive heart failure, digitalis 
therapy, subclinical long-QT syndrome, baseline QT 
prolongation, severe hypomagnesaemia, severe 
alkalosis and recent conversion from atrial 
fibrillation. Female sex is a powerful predictor of the 
risk of torsade de pointes in patients with congenital 
and acquired long-QT syndromes. How or whether 
variability in the expression of genes that determine 
normal cardiac electrophysiology explain the sex- 
dependent risk of torsade de pointes is not yet clear. 






F 
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An 80-year-old, known hypertensive is admitted to 
hospital with congestive heart failure. Physical 
examination reveals a blood pressure of 175/95 mmHg, a 
raised JVP, peripheral oedema and bilateral pulmonary 
crepitations. A chest X-ray shows pulmonary oedema and 
slight cardiomegaly. Echocardiography results reveal a 
normal left ventricular cavity, left atrial enlargement and 
a left ventricular ejection fraction of 65%. The left 
ventricular Doppler filling pattern is abnormal and a 
diagnosis of diastolic heart failure is made. 
What is the most appropriate step in the initial 
management of this patient? 



• 
♦ 



He should be started on diuretics 
He will need cardiac catheterisation 
Digitalis should be started 
Intravenous fluids should be given 
Insertion of a central venous line 






No.:10 

He should be started on diuretics 

Cross-section and population-based studies indicate 
that at least one-third of all patients with congestive 
heart failure (CHF) have a normal or near-normal 
ejection fraction. The mortality rate among patients 
with diastolic heart failure (5-8%) is lower than 
patients with systolic heart failure (10-15%). There 
is little published data concerning the incidence of 
heart failure among patients with diastolic 
dysfunction as demonstrated by Doppler 
echocardiography. Echocardiography plays a critical 
diagnostic role in patients with heart failure, in part 
because the physical examination, ECG and chest X- 
ray do not provide information that distinguishes 
diastolic from systolic heart failure. 

Major objectives in management are: to reverse the 
consequences of diastolic dysfunction and to 
eliminate or reduce the factors responsible for the 
diastolic dysfunction. Initial treatment is aimed at 
reducing pulmonary venous pressure and 
congestion, and such treatment usually requires 
therapy with diuretics. Certain angiotensin receptor 
blockers like losartan, and telmisartan, irbesartan 
and candesartan possess additional properties, which 
are independent of ACE inhibition. These include 
antiplatelet aggregating, hypouricemic, antidiabetic 
and atrial antifib dilatory effects, which may have a 
particularly benefical role in this clinical setting. A 
growing body of evidence shows that angiotensin 
receptor blockers are an important contribution to 
the pharmaceutical management of patients with 
heart failure. Candesartan has a moderate impact in 
preventing admissions for CHF among patients who 
have heart failure and a left ventricular ejection 
fraction (LVEF) higher than 40% (as shown in the 
CHARM study; see also review referenced below). 

A review of the current evidence for the use of 
angiotensin-receptor blockers in chronic heart 
failure. Erhardt LR . Int J Clin Pract. 2005 
May;59(5):571-8. 
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A 5 5 -year-old man had an infero lateral myocardial 
infarction a year ago. Since then he had been fine and 
was discharged from your care until a month ago when 
he started suffering from chest pains again. The chest 
pains continued to worsen despite increasing his anti- 
angina medication. Last week he had a coronary 
angioplasty with stenting of his right coronary artery. He 
has come to see you in the cardiology clinic complaining 
of some moderate chest pain on exertion. 
Which one of the following medications has been 
shown conclusively to improve prognosis 
postmyocardial infarction? 

(5* 



Calcium antagonists 

Flecainide 

Nitrates 

Clopidogrel 

Nicorandil 



No.:ll 

Clopidogrel 

The Second International Study of Infarct Survival 
(ISIS-2) showed that aspirin and streptokinase, or 
both, improved survival outcomes in patients with 
myocardial infarction. The First International Study 
of Infarct Survival (ISIS-1) revealed an improved 
survival in a randomised trial of intravenous atenolol 
among 16,027 cases of suspected acute myocardial 
infarction The CAPRIE trial was a randomised, 
blinded trial of clopidogrel versus aspirin in patients 
at risk of ischaemic events. The Scandinavian 
Simvastatin Survival Study (4S) was a randomised 
trial of cholesterol lowering in 4444 patients with 
coronary artery disease. Some other drugs that do 
not improve prognosis include magnesium and 
antiarrhythmics like propafenone or flecainide. 



No.:12 






A 72-year-old man is admitted with worsening 
congestive heart failure over the past 4 weeks. He is 
known to have dilated cardiomyopathy, which has been 
stabilised on drugs. His medication include digoxin 0.125 
mg od, carvedilol 6.25 mg od, diuretics frusemide 40 mg 
od and losartan 50 mg od. On examination his blood 
pressure is 105/60 mmHg and his pulse rate is 102 bpm, 
regular. His JVP is raised and he has peripheral oedema. 
His respiratory rate is 25 breaths/min and he has bilateral 
crepitations. 
How would you best manage this patient? 






p-blockers should be permanently stopped 
Increase the dose of digoxin 



Add spironolactone (25 mg od) to his medication 
and temporarily discontinue his beta-blocker 



No.: 12 

Add spironolactone (25 mg od) to his medication and 
temporarily discontinue his beta-blocker 

The RALES trial showed that spironolactone (25 mg 
od) reduced mortality by 30% when added to 
conventional therapy. COPERNICUS (Carvedilol 
Prospective Randomised Cumulative Survival Trial) 
showed that carvedilol did improve survival and was 
well tolerated in patients with severe heart failure. 
Results of the DIG trial (Digitalis Investigation 
Group) showed no difference in survival between the 
treatment arm and placebo, but it did reveal an 
increased hospitalisation and mortality rate on the 
withdrawal of digoxin. The SOLVD trial (Studies Of 
Left Ventricular Dysfunction) showed that enalapril 
improved survival in patients with heart failure. 



• 



Stop digoxin 

Reduce the dose of losartan to 25 mg od 
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A 55-year-old man has been referred to the medical clinic 
by his GP. In his letter the GP says he is unsure whether 
the patient is really hypertensive because his blood 
pressure at his surgery is usually just borderline (ranges 
between 145 and 155/80 and 95 mmHg). He has a past 
medical history of benign prostatic hypertrophy but no 
history of any cardiovascular disorders. On examination 
his blood pressure is 130/85 mmHg and pulse 70 bpm 
and regular, his BM is 34. 

What would be the most appropriate step in the 
management of this patient? 
(? 






Start the patient on an a-adrenergic blocker 

Start patient on a p-blocker 

Do nothing and just reassure the patient 



Put the patient on an ambulatory 24-hour blood 
pressure monitor 

Arrange for the patient to continue having his blood 
pressure checked every so often at the GP surgery 



No.:13 

Put the patient on an ambulatory 24 -hour blood pressure 
monitor 

In such patients where the diagnosis is unclear, an 
ambulatory 24-hour blood pressure monitor may be 
helpful. 



• 
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An 82-year-old woman is being reviewed in the 
cardiology clinic. She has some residual weakness in her 
left hand from a thromboembolic stroke she sustained 3 
months earlier. Unfortunately she is very independent 
and refused admission to the hospital then, having 
discharged herself from hospital after a head CT. There 
are no symptoms of breathlessness, orthopnoea or PND 
and she has a good exercise tolerance. Her past medical 
history includes porcine aortic valve replacement 4 years 
earlier, hypertension and congestive heart failure. Her 
medication includes aspirin (started by her GP after a 
TIA affecting her right side 3 years ago), a J-blocker, an 
ACE inhibitor and a statin. Her ECG shows sinus 
rhythm. 

What would be the next step in her management? 
(? 



Commence warfarin 

Start dipyridamole 

Change aspirin to clopidogrel 

Increase the dose of aspirin to 300 mg od 

CT head 






No.: 14 



Change aspirin to clopidogrel 

NICE guidance has recently changed: 

NICE guidance currently states; 

Clopidogrel and modified-release dipyridamole in 
the prevention of occlusive vascular events 



(December 2010) 



The guidance applies to patients who have had an 
occlusive vascular event, or who have established 
peripheral arterial disease. The guidance does not 
apply to patients who have had, or are at risk of, 
stroke associated with atrial fibrillation, or who need 
prophylaxis for occlusive events following coronary 
revascularisation or carotid artery procedures. 

Clopidogrel monotherapy is recommended as an 
option to prevent occlusive vascular events in 
patients who have had: 

► an ischaemic stroke, or who have peripheral 
arterial disease or multivascular disease, or 

► a myocardial infarction, only if aspirin is contra- 
indicated or not tolerated. 

Modified-release dipyridamole, in combination with 
aspirin, is recommended as an option to prevent 
occlusive vascular events in patients who have had: 

► a transient ischaemic attack, or 

► an ischaemic stroke, only if clopidogrel is contra- 
indicated or not tolerated. 

Modified-release dipyridamole monotherapy is 
recommended as an option to prevent occlusive 
vascular events in patients who have had: 

► an ischaemic stroke, only if aspirin and 
clopidogrel are contra-indicated or not tolerated, or 

► a transient ischaemic attack, only if aspirin is 
contra-indicated or not tolerated. 

Given she appears relatively fit, she should also be 
considered for further TIA investigation, including 
carotid dopplers and a 24hr tape. 
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You are called by an obstetrician for evaluation of a 39- 
year-old Thai female in her 39th week of gestation. She 
is planned to undergo Caesarean section because of fetal 
distress. On examination she appears an averagely built 
lady with body mass index of 27, heart rate of 95 
beats/min, blood pressure (BP) 132/78 mmHg and 
respiratory rate of 1 8/min. She has no jugular venous 
distension; her apex beat is in 5th intercostals space, 
midclavicular line, has a mid-systolic click and a late 
systolic murmur at apex radiating towards axilla. The rest 
of her physical examination is unremarkable except for 
gravid uterus. 

She has no past medical history of note except for a 
history of skin wheals and pruritis following ingestion of 
amoxicillin. The symptoms resolved after treatment with 
chlorpheniramine maleate. 

Which of the following is the best regimen for 
endocarditis prophylaxis in this patient? 

Ampicillin 2 g intravenous (iv) 30 min before 
operation 

Vancomycin 1 g iv 60 min before operation 

Clindamycin 600 mg iv 30 min before operation 



No.:15 

No prophylaxis required 

NICE generally no longer recommends routine 
prophylaxis for valve lesions due to lack of evidence 
of benefit. 



♦ 



Erythromycin 500 mg iv 30 min before procedure 
No prophylaxis required 






F 
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A 2 5 -year-old male presents with history of ingestion of 
unknown quantity of digoxin. His pulse rate is 95/min 
and blood pressure 105/65 mmHg. 



Tis investigations reveal: 


Serum potassium 


5.2mmol/l 


Serum sodium 


139mmol/l 


Serum chloride 


99 mmol/1 


Serum bicarbonate 


22 mmol/1 


Serum Creatinine 


99 Iumol/1 


Serum digoxin 


8.5 nmol/1 



No.:16 

iv Lidocaine 

This patient has ventricular tachycardia (VT) 
secondary to digoxin toxicity and is unstable 
haemo dynamically. In the setting of digoxin toxicity 
DC cardioversion is not used unless all other 
measures have been exhausted because it is usually 
unsuccessful. The most useful drugs in this setting 
are lidocaine and phenytoin. Amiodarone and 
procainamide may increase digoxin levels and should 
be avoided. 



lectro cardiogram (ECG) Sinus rhythm rate of 95/min 
and multiple premature ventricular beats 

The patient is administered charcoal and digoxin-specific 
Fab fragment. After 10 min the ECG monitor shows 
ventricular tachycardia (VT). The patient is dizzy and 
sweaty and his blood pressure drops to 85/55 mmHg. 

What is the most appropriate further treatment for 
this patient? 

Synchronised direct current (DC) cardioversion 

Asynchronised DC cardioversion 



♦ 



Intravenous (iv) procainamide 
iv Amiodarone 
iv Lidocaine 






F 
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A 48-year-old female with a mitral valve prosthesis for 
the last 5 years presents with severe shortness of breath. 
The shortness of breath started a few days ago but has 
rapidly worsened for past 2 h. The patient had not taken 
her warfarin for past 5 days. On examination the patient 
is sitting up in the bed, pulse rate is 1 10/min, blood 
pressure 78/55 mmHg; jugular venous pulsations are seen 
up to the angle of the jaw, heart sounds are muffled and 
inspiratory crackles can be heard all over the chest. An 
urgent transthoracic echocardiography is ordered; though 
the visualisation is poor, it suggests a thrombus attached 
to the mitral prosthesis. 

What is the next management step for this patient? 

Intravenous alteplase 



• 



Intravenous heparin infusion 
Immediate valve replacement 
Transoesophageal echocardiography (TEE) 
Check her international normalised ratio (INR) 



an: ft 



No.:17 

Intravenous alteplase 

This patient has prosthetic valve thrombosis (PVT) 
resulting in shock This complication occurs in 0.03 
to 5.5% annually with equal frequency in 
bioprosthesis and mechanical valves. It is more 
common in mitral prosthesis and with 
subtherapeutic anticoagulation. The best diagnostic 
modality is transoesophageal echocardiography; 
however transthoracic echocardiography is the 
initial choice in sick patients, and if adequate 
visualisation is not obtained TEE can be done. 
Thrombolytic therapy should be given for patients in 
pulmonary oedema or hypotension. In stable 
patients, surgery is a better option for left-sided 
PVT, while right-sided PVT should be treated with 
thrombolytic agents. Serial echocardiography should 
be performed, and if the response is inadequate 
repeat thrombolytic therapy can be given. 



FI 
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A 56-year-old Indian male presents with history of 
shortness of breath on exertion of three months' duration. 
For the last month he has been unable to walk one block 
without getting short of breath. He has also noticed 
swelling of his feet. On physical examination he has 
jugular venous distension, low volume pulse of 95/min, 
blood pressure 95/60 mmHg, a harsh ejection systolic 
murmur at the aortic area, left- sided third heart sound 
(S3) gallop and inspiratory crackles at both lung bases. 
He has been diabetic and hyperlipidaemic for the past 6 
years and his medications include aspirin 100 mg a day, 
fosinopril 20 mg a day and metformin 850 mg three times 
a day. 

An echocardiogram is ordered that reveals severe left 
ventricular (L V) dysfunction with ejection fraction (EF) 
of 28%, a calcified aortic valve with a calculated aortic 
valve area of 0.6 cm 2 and transaortic gradient of 30 
mmHg. 

What is the next best step in this patient's 
management? 

Aortic valve replacement (AVR) 



♦ 



• 



Aortic balloon valvotomy 
Discontinue fosinopril 






Repeat echocardiography with dobutamine infusion 



Add beta-blockers and diuretics with follow-up 
echocardiography in six months 



No.:18 

Repeat echocardiography with dobutamine infusion 

This patient has severe left ventricular (LV) 
dysfunction, and calculated valve area in such 
patients can be falsely low because low cardiac 
output reduces the valve opening forces. It is 
important to distinguish patients with true severe 
aortic stenosis (AS) with secondary LV dysfunction 
from those who have a falsely low calculated aortic 
valve area because of low cardiac output. An 
important method of distinguishing between the two 
conditions is to assess the haemodynamics after 
increasing the cardiac output by dobutamine 
infusion during echocardiography or cardiac 
catheterisation. Patients with truly severe AS 
manifest an increase in transaortic pressure gradient 
while the valve surface area remains the same during 
dobutamine infusion; while those with falsely low 
calculated valve area manifest an increase in 
calculated valve surface area. Dobutamine 
echocardiography is also important to assess LV 
contractile reserve. Patients who have 20% or more 
increase in stroke volume after dobutamine infusion 
have a much better prognosis after surgery 
compared to those who do not have LV contractile 
reserve. 
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A 33-year-old female presents with a history of 
progressive dyspnoea of two weeks' duration sometimes 
associated with palpitations. She has also noticed 
increased swelling of her feet and abdomen and 
decreased effort tolerance. She denies any chest pain, 
fever, rhinorrhoea, sore throat or rash. She is pregnant in 
her 36th week of gestation and has no past medical 
history of note, does not take alcohol or any other drugs. 
Examination of the cardiovascular system during prenatal 
visits has been normal. Electrocardiogram (ECG) and 
chest X-ray performed a year ago during a pre- 
employment check up were normal. Physical 
examination reveals pulse rate of 98/min, respiratory rate 
22/min, blood pressure 1 1 0/60 mmHg, jugular venous 
distension, a summation gallop and bilateral inspiratory 
crackles up to one-third of the chest posteriorly. ECG 
shows sinus tachycardia and echocardiography reveals 
diffuse left ventricular (LV) hypokinesia with an ejection 
fraction of 25%. 

The patient is started on digoxin 0.125 mg per day, 
furosemide 60 mg twice daily and hydralazine 25 mg 
twice daily. 

Which of the following medications should be added 
to the above regimen? 



♦ 



Heparin 

Carvedilol 

Enalapril 

Nitroglycerine 

Methylprednisolone 



No.:19 
Heparin 

This patient has presented with heart failure in 36th 
week of pregnancy. She had no prior evidence of 
heart disease or any identifiable cause of heart 
failure. This satisfies the clinical criteria for 
diagnosis of peripartum cardiomyopathy (PPCM). 
Therapy of PPCM involves sodium restriction, 
diuretics to optimise the volume status, digoxin and 
afterlo ad-reducing agents. As angiotensin-converting 
enzyme inhibitors (option C) are contraindicated 
during pregnancy, hydralazine is the agent of choice. 

Patients with PPCM are at risk of thromboembolism 
due to both hypercoagulable state of pregnancy and 
stasis of blood in the left ventricle. Therefore, 
anticoagulation with heparin or warfarin is 
recommended, although of course warfarin is 
contraindicated in late pregnancy, therfore heparin 
is preferred. 

Nitrates (option D) are generally not recommended 
during pregnancy. 

Beta-blockers (option B) should be added once the 
patient's volume status is optimised. 

Empirical use of immunosuppressive therapy (option 
E) has not been found to be beneficial. 
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A 62-year-old accountant presents with history of pain in 
both calves. The pain starts after walking three blocks, is 
described as cramping and is relieved by rest. He has 
been a known hypertensive for the last 10 years, on 
atenolol 50 mg a day. He has a 40-pack year history of 
smoking but stopped 2 years ago. A treadmill exercise 
test done two years ago was normal. He does not have 
any other past medical history of note. 
On physical examination he has body mass index of 26, 
blood pressure of 125/75 mmHg, heart rate 75 beats/min, 
bilateral femoral bruits and absent dorsalis pedis pulses. 
Examination of the heart and respiratory system is 
normal. 

Lipid profile results show: 



Total cholesterol 


5.6 mmol/1 


Low-density lipoprotein 
(LDL) 


cholesterol 3.5 
mmol/1 


High- density lipoprotein 
(HDL) 


cholesterol 1 .2 
mmol/1 


Triglycerides 


2.8 mmol/1 



No.:20 

Start a statin with a target LDL of less than 2.0 mmol/1 

Patients with peripheral arterial disease have an 
increased risk of adverse cardiovascular event and 
frequently have coexistent coronary and 
cerebrovascular atherosclerosis; therefore it is 
considered a coronary artery disease equivalent. For 
this reason an appropriate statin should be 
commenced. Currently the recommended target is 
LDL less than 2.0 mmol/1, hence the correct answer. 

Beta-blockers do not significantly impair the walking 
capacity in most patients and considering their 
favorable affect on coronary artery disease, need not 
be stopped. Cardio selective beta blockers such as 
bisoprolol may have a better side-effect profile. 



The patient is advised to continue atenolol 50 mg a day, 
and is also started on aspirin 100 mg a day, cilostazol 100 
mg twice a day, low fat diet and a supervised exercise 
training programme. On follow-up visit three months 
later his symptoms have improved and he is now able to 
walk five blocks without symptoms. 
A repeat lipid profile shows: 



Total cholesterol 



LDL cholesterol 



HDL cholesterol 



Triglycerides 



5.0 mmol/1 



3.2 mmol/1 



1.3 mmol/1 



2.4 mmol/1 



Which of the following is the next best step in this 
patient's management? 

Start a statin with a target LDL of less than 2.0 
mmol/1 






Stop atenolol 



Start angiotensin-converting enzyme inhibitor to 
keep blood pressure below 120/70 mmHg 



Start nitroglycerine 



Start a statin with a target LDL of less than 2.9 
mmol/1 



F 
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A 5 5 -year-old female presents with history of tiredness 
and decreased effort tolerance of three months duration. 
She has 5 years history of hypertension controlled on 
indapamide slow release 1 .5 mg a day. She is a lifelong 
non-smoker and has no family history of premature 
coronary artery disease. Her lipid profile checked six 
months earlier was normal. She has no other past medical 
history of note. Physical examination reveals an irregular 
pulse at rate of 95/min, blood pressure 135/80 mmHg, no 
jugular venous distension, apex beat in the 5th intercostal 
space, normal heart sounds without any murmur. 
Investigations reveal: 



Haemoglobin 



Serum potassium 



Serum sodium 



Serum creatinine 



Thyroid- stimulating 
hormone (TSH) 



Free thyroxine (T4) 



Electrocardiogram 
(ECG) 



Echoc rdiography 



14 g/dl 



4.4 rnmol/L 



138mmol/l 



85 lnmol/1 



1.3 IU/1 (0.4-5) 



13pmol/l (10-22) 



Atrial fibrillation with 
ventricular rate of 108/min 



Left ventricular (LV) ejection 
fraction 58%, left atrial 
diameter 4.6 cm, concentric 
L V hypertrophy and trivial 
mitral regurgitation 



No.:21 

Warfarin 

Recent NICE guidance suggests that this rhythm 
control should be attempted for this patient As such 
because we have no idea how long she has remained 
in AF for, the first step should be adequate anti- 
coagulation with warfarin therapy, she has already 
been started on prophylactic dose low molecular 
weight heparin. 

It would also seem sensible to load her with 
amiodarone prior to attempted electrical 
cardioversion to increase the chances of success. She 
can then be admitted for planned electrical 
cardioversion in 4-6 weeks. Should the procedure 
fail, warfarin may be continued as her increased left 
atrial size and mitral regurgitation may put her into 
the medium risk group for emboli. 






She is started on low molecular weight heparin. 
Which of the following treatments would you institute 
next? 



♦ 



♦ 



Aspirin 

Aspirin and dipyramidole 

Dipyridamole MR 

Clopidogrel 

Warfarin 






F 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.:22 

A 24-year-old woman presents with exertional 
breathlessness. Echocardiography reveals a congential 
bicuspid aortic valve. She wishes to start a family. 
What would be the most appropriate treatment for 
her valve problem? 






Tell her to avoid pregnancy 
Consider her for valvuloplasty 



Refer for a metal valve replacement before 
pregnancy 

Refer for a porcine valve replacement before 
pregnancy 



♦ 



Delay valve replacement until after pregnancy 



No.:22 

Refer for a porcine valve replacement before pregnancy 

Pregnancy will greatly increase the required cardiac 
output and lead to a rapid worsening of symptoms. 
Congenital aortic stenosis is the major cause in 
patients presenting with symptoms under the age of 
30 years. Valvotomy is reserved for patients 
unsuitable for surgery; metal valve replacements 
require warfarinisation and as such would be 
unsuitable in this patient as warfarin is teratogenic 
in pregnancy. This leaves a porcine valve 
replacement before pregnancy as the best option. 
Untreated aortic stenosis has an average five-year 
survival rate of only 40%. 



No.:23 

A 54-year-old company director presents to the 
emergency department with an episode of retrosternal 
chest pain lasting 1 5 minutes while playing squash. There 
has been one similar episode 6 months ago when he was 
walking the dog on a cold morning. He stopped smoking 
3 years ago but has no other specific past medical history. 
Review 12 hours after presentation shows: 



ECG 



creatine kinase 



Troponin 



T wave inversion v4 - v6 



420 u/1 



<0.05 



Which of the following diagnoses fit best with this 
clinical picture? 



• 



Non-cardiac chest pain 

N-STEMI 

STEMI 

Stable angina 

Unstable angina 



No.:23 

Stable angina 

Although the creatine kinase is raised in this case, 
CK is not specific for cardiac muscle damage, and 
may be raised alter a particularly vigorous episode 
of sport. Troponin, on the other hand, is specific for 
cardiac muscle. Levels above 0.05 are indicative of 
varying degrees of myocardial necrosis and should 
drive further investigations/more aggressive 
management. In the context of a troponin here which 
is less than 0.05, it is likely that the 
electrocardiogram changes are reflective of stable 
angina, it is the troponin which stratifies him in the 
lower risk group. 
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A 48-year-old builder was admitted with chest pain 
which came on after carrying a pile of bricks. 48 hours 
later he is pain free. His electrocardiogram shows T wave 
inversion in leads V2 to V6. Troponin T was 0.07 
(normal < 0.03) 

Which of the following represents the best 
management for this patient? 

(* 

arrange coronary angiogram 



arrange inpatient excess stress test 



No.:24 

arrange coronary angiogram 

This patient has an abnormal troponin T, which at 
above 0.05 now puts him into the range considered to 
be a myocardial infarction. Ideally, he should be 
subject to definitive coronary artery evaluation and 
the best way to do this is via coronary angiography. 
In view of the abnormal troponin T, inpatient 
exercise testing should be avoided, this has been 
endorsed by recent NICE guidance. 



♦ 



start to mobilise and if he is pain free he can be 
discharged 

discharge now and see him in clinic 4-6 weeks' time 

arrange outpatient treadmill test (stress test) in 4-6 
weeks' time and discharge him now 



No.:25 

A 35-year-old man is being treated for end-stage 
cardiomyopathy following viral infection. His current 
medication includes aspirin, bisoprolol, ramipril and 
furosemide. There is still evidence of cardiac failure. 
Echocardiography 3 months earlier revealed an ejection 
fraction of only 3 1 %. 

Which of the following medications has the best 
evidence with respect to a survival benefit? 






Spironolactone 

Digoxin 

Bendrofluazide 

Warfarin 

Bumetanide 



No.:25 
Spironolactone 

The RALES study demonstrated the benefit of 
adding spironolactone to existing therapy in patients 
with severe clinical heart failure and ejection 
fraction below 35%, where study subjects were 
already taking angiotensin-converting enzyme 
(ACE) inhibitors and loop diuretics. The study 
showed a relative risk of 0.7 for all cause mortality in 
the group taking spironolactone. The study used low- 
dose spironolactone at a dose of 25 mg per day. 
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A 55-year-old heavy smoker presented to the Emergency 
Department with severe anterior chest pain. An 
electrocardiogram (ECG) on admission revealed no ST 
segment changes and he was started on aspirin and low 
molecular weight heparin pending troponin results. Six 
hours later he develops more severe pain and has ST 2.5 
mm elevation in leads V3 to V6. 
What is the management of choice? 



Start him on p-blockade 



♦ 



Arrange urgent (immediate)angiography +/- 
angioplasty and stenting 






Start a lib Ilia receptor antagonist 
Start streptokinase 
Start tenecteplase 



No.:26 

Arrange urgent (immediate)angiography +/- angioplasty 
and stenting 

Primary angioplasty where available is the treatment 
of choice in this case. A number of studies have 
demonstrated its superiority over thrombolysis. If 
the chest pain was associated with ST depression, 
then a lib Ilia antagonist would be the correct 
answer. If angioplasty is not available, then 
tenecteplase would be the best choice for 
thrombolysis. Tissue plasminogen activator (TPA) 
has been shown to achieve better vessel patency than 
streptokinase in anterior myocardial infarction. 



No.:27 

You review a 78-year-old woman who has collapsed 
while at morning service in church. This has been her 
third episode of collapse in recent months. On admission 
to the Emergency Department she is hypotensive at 
105/70 and has a pulse rate of 38. Electrocardiogram 
(ECG) reveals atrial fibrillation with a ventricular rate of 
40 beats per minute. There is a past medical history of 
hypertension and chronic obstructive airways disease. 
Medication includes seretide inhaler and ramipril for 
blood pressure. Review of previous casualty cards reveals 
one other documented bradycardic collapse and an 
admission with fast atrial fibrillation at a ventricular rate 
of 135. 

Which of the following represents the most 
appropriate long-term therapy for this lady? 

Verapamil 

Sotalol 

Amiodarone 

Permanent pacemaker 

<? TV ■ 

Digoxm 



No.:27 

Permanent pacemaker 

It is likely that this lady has sick sinus syndrome, as 
the cause of her atrial arrythmia and episodes of 
bradycardia and tachycardia. Anti-arrhythmics are 
likely to exacerbate any bradycardia and the 
treatment of choice for this woman would be a 
permanent pacemaker. Dual chamber pacemakers 
are usually used, as single chamber pacing may be 
associated with the development of 'pacemaker 
syndrome'. 
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A 68-year-old lady who has had more than three readings 
of blood pressure (BP) 175/65 mmHg during the past 
month. She is obese with a body mass index of 34. On 
further questioning she admits to shortness of breath on 
minimal exercise, and occasionally she wakes in the 
night very short of breath and has to open the windows. 
Which of the following would be the most appropriate 
initial therapy in this patient? 

<? 



Ramipril 

Atenolol 

Bendrofluazide 

Doxazosin 

Bisoprolol 



No.:28 
Ramipril 

The ASCOT study recently reported that use of p- 
blocker and thiazide increased the risk of new onset 
type 2 diabetes. In this obese woman who has 
shortness of breath that may be indicative of left 
ventricular dysfunction, ramipril would therefore be 
the best choice. 

Despite the fact that that NICE guidelines 
recommend calcium channel blocker in the over 55 
age group, her obesity and heart failure would drive 
you towards ramipril. Meta-analyses have suggested 
that ARBs or ACE is are associated with the lowest 
risk of incident diabetes. A calcium channel blocker 
would have no impact on her left ventricular 
function and bendrofluazide does not have data 
which demonstrates an outcome benefit with respect 
to cardiovascular disease when compared to ACE 
inhibition. 



No.:29 



ANG 



A 42-year-old man presents with an episode of chest pain 
following a vigorous game of squash. On admission to 
the Emergency Department he admits to a previous 
episode after jogging a few weeks earlier. He smokes five 
cigarettes per day and drinks 25 units of alcohol per 
week. His father died suddenly at the age of 42, his 
brother died at the age of 2 1 . On examination there is a 
systolic murmur loudest at the left sternal border and a 
fourth heart sound. Electrocardiogram (ECG) reveals left 
ventricular hypertrophy. Echocardiography reveals a 
thickness ratio, (septum to left ventricular wall) of 1 .5 : 1 . 
What diagnosis fits best with this clinical picture? 



♦ 



♦ 



♦ 



Alcoholic cardiomyopathy 

Aortic stenosis 

Hypertrophic obstructive cardiomyopathy (HOCM) 

Coronary artery disease 

Restrictive cardiomyopathy 



No.:29 

\\\ M 

Hypertrophic obstructive cardiomyopathy (HOCM) 

Familial HOCM occurs as an autosomal dominant 
condition with variable penetrance. Symptoms may 
include dyspnoea, syncope, angina or palpitations. 
Unfortunately the condition is also associated with 
increased risk of lethal arrhythmias and sudden 
death. Chest X-ray examination may reveal normal 
or increased heart size. Electrocardiogram (ECG) 
shows left ventricular hypertrophy and there are 
often Q waves in anterolateral and inferior leads. 
Echocardiography reveals increased septal versus 
left ventricular wall diameter (diameter ratio of >1.3 
: 1). Surgical resection of myocardial tissue is an 
option where the outflow gradient is increased. 
Amiodarone is useful for arrhythmia prophylaxis; 
implantable cardioverter/defibrillator may be an 
option in patients with recurrent ventricular 
tachycardia. 
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A 42-year-old man who was previously fit and well 
developed short-lived pleuritic sounding chest pain while 
playing squash one evening. The following morning he 
attends the Emergency Department at the insistence of 
his wife. Investigation shows a normal electrocardiogram 
(ECG), creatine kinase (CK) and troponin T. Chest X-ray 
is unremarkable. 
What diagnosis fits best with this clinical picture? 

a 



Non-cardiac chest pain 
Unstable angina 
Stable angina 
STEMI 
N-STEMI 



No.:30 

Non-cardiac chest pain 

Normal ECG, CK and troponin T makes a diagnosis 
of cardiac chest pain very unlikely. Recent studies 
have demonstrated that troponin T assay at the 12 
hour stage is the most effective for cardiovascular 
risk stratification. If troponin T is normal (<0.03) at 
12 hours it indicates very low forward 
cardiovascular risk Mild elevation in the presence of 
ECG changes is supportive of a diagnosis of unstable 
angina and elevation of troponin T above a level of 
0.1 indicates a confirmed myocardial infarction. 



No.:31 

A 54-year-old man, who has received TPA for an anterior 
myocardial infarction (MI), develops sudden dyspnoea 
and left ventricular failure 5 days later. On examination 
systolic murmur is heard loudest at the left sternal edge. 
Echocardiography with colour flow Doppler reveals a left 
to right shunt. 
What is the diagnosis? 



• 



• 



Ventricular septal defect (VSD) 
Mitral regurgitation 
Atrial septal defect 
Aortic regurgitation 
Aortic dissection 



No.:31 

Ventricular septal defect (VSD) 

VSD is classically seen 5-10 days after MI. Patients 
present with rapid deterioration, pulmonary oedema 
and hypotension. There is a harsh pan-systolic 
murmur loudest at the left sternal edge. Diagnosis is 
usually made with the aid of colour flow Doppler. 
Inotropes are used to manage severe hypotension; 
cautious vasodilator therapy may be employed if the 
systolic blood pressure is above 100 mmHg. If 
patients remain unstable, intra-aortic balloon pump 
may be considered. Surgical or specialist 
cardiological opinion should be requested with 
reference to formal surgical closure or catheter 
placement of an umbrella device. 
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A 53-year-old salesman who was previously fit and well 
developed prolonged and convincing chest pain playing 
squash. He is seen in A&E about 6 hours later. 
Investigation showed T wave inversion in the inferior 
leads, CK -500, troponin T level is 0.16, (normal <0. 11). 
Which of the following represents the most likely 
diagnosis? 
<? 



• 



♦ 



♦ 



Non-cardiac CP 
Unstable angina 
Stable angina 
STEMI 
NSTEMI 



No.:32 

NSTEMI 

In view of the inferior electrocardiogram (ECG) 
changes and the troponin level above 0.11 at the 6- 
hour stage, it is likely this man has suffered an 
NSTEMI. He should be managed with bed rest, 
continuous ECG monitoring and pain relief as 
necessary. In addition he should be commenced on 
aspirin and heparin with the addition of lib Ilia 
receptor antagonist therapy. He would be a 
candidate for in-patient angiography as he is at high 
risk of future cardiovascular events. 



No.:33 

You are working as an expedition doctor on a climbing 
trip to the Andes. A 38-year-old man is brought down 
rapidly from the mountain to base camp. On arrival at the 
medical tent he is on 40% oxygen but has obvious 
pulmonary oedema and is distressed, his saturations are 
still only 90%. 

Which of the following agents represents the next 
most appropriate intervention for this man? 






Furosemide iv 

Hydrocortisone iv 

Nifedipine 

Acetazolamide 

High concentration 2 



No.:33 

High concentration 2 

This man has acute mountain sickness, one 
manifestation of which is acute pulmonary oedema. 
Nifedipine reduces pulmonary hypertension and is 
the treatment of choice for pulmonary oedema in 
cases where high-flow oxygen is not available. In this 
case however, it is, so oxygen would be initiated first, 
particularly in view of persistent hypoxia on 40% 2 . 
Acetazolamide may be of some value in prophylaxis 
in preventing acute mountain sickness, but the best 
prevention is slow acclimatisation. Patients may also 
present with high altitude cerebral oedema, the 
treatment for which is dexamethasone. Where 
available, portable pressure bags are a useful 
adjunct to therapy. 
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A 65-year-old lady presents with a history of collapse, 
the latest of which has occurred at the supermarket. There 
is a history of paroxysmal atrial fibrillation and she takes 
sotalol for this. She is in sinus rhythm on admission to 
the Emergency Department. Echocardiography reveals an 
ejection fraction of 30%. Out patient 24-hour tape later 
reveals two episodes of complete heart block during 
sleep, one with a pause lasting for 5 s. 
Which of the following represents the most 
appropriate management for this patient? 






Stop sotalol 

Stop sotalol and commence digoxin therapy 

Arrange for insertion of single chamber pacemaker 

Arrange for dual chamber pacing 

Commence midodrine therapy 



No.:34 

Arrange for dual chamber pacing 

This woman has a history of paroxysmal atrial 
fibrillation and now has a documented pause and 
complete heart block on her electrocardiogram 
(ECG), additionally the ejection fraction points 
towards impairment of LV function. Management of 
choice in this case is dual chamber pacing, this is 
endorsed by NICE guidelines on pacing for 
bradycardias issued in late 2004. She should 
continue her sotalol to prevent further episodes of 
atrial fibrillation. The most likely cause is sick sinus 
syndrome, due to idiopathic fibrosis of the sinus 
node. 



No.:35 

A 23-year-old man is admitted as an emergency from a 

nightclub. He presents with new onset atrial fibrillation 

with a ventricular rate of 130. His systolic blood pressure 

is only 95 and he is electrically cardioverted. His sinus 

rhythm electrocardiogram (ECG) shows a PR interval of 

100 ms and a slurred onset of the QRS complex (delta 

wave). 

What is the long-term treatment of choice in this 

patient? 

f? 

• 



Digoxin 

Amiodarone 

Sotalol 



Radio frequency ablation of the accessory pathway 

Cardioversion for symptomatic arrhythmias in the 
future 



No.:35 

Radio frequency ablation of the accessory pathway 

This patient has Wolff-Parkinson-White syndrome 
associated with an accessory conduction pathway 
leading to earlier than normal ventricular 
depolarisation, predisposing the patient to 
tachyarrhythmias. The majority of patients present 
with reciprocating tachycardias at 150-250 beats per 
minute, 15% present with atrial fibrillation and 
around 5% with atrial flutter. In a patient of this 
age, referral to a cardiovascular electrophysiologist 
for consideration of radio frequency ablation would 
be the treatment of choice. 
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A 28-year-old man presents for follow up after two 
episodes of collapse. The Cardiology Clinic arranged a 
24-hour tape which reveals one episode of nocturnal 
paroxysmal atrial fibrillation with a maximal ventricular 
rate of 145/min. PR interval is 140 ms and the QT 
interval is normal. Echocardiography is unremarkable. 
Thyroid function testing is unremarkable. 
Which of the following treatments is most appropriate 
in this case? 

\i 

Bisoprolol 

Disapyramide 
Amiodarone 

• TV ■ 

Digoxm 

•Ml 

Diltiazem 



No.:36 

Bisoprolol 

Bisoprolol is recommended as initial prophylaxis 
against further episodes of paroxysmal atrial 
fibrillation by both NICE and the European Society 
of Cardiology. Many patients do not however want 
to commit to long term therapy, and for this reason, 
electrophysiological studies, coupled with possible 
ablation is an increasingly popular option. 



No.:37 

A 69-year-old woman is assessed in the Emergency 
Department after an episode of retrosternal chest pain 
while mopping her floors, the pain lasted for 30 minutes. 
She has a past history of rheumatic fever and 
hypertension but nil else of note. On examination she is 
obese with a BMI of 34, blood pressure is 147/82 mmHg, 
controlled with ramipril and bendroflumethiazide. 
Electrocardiogram (ECG) reveals broad P waves but nil 
else of note and chest X-ray (CXR) reveals evidence of 
old tuberculosis. 
What is the management of choice in this patient? 



♦ 



Admit for 6-hour troponin T test 

Admit for 12 -hour troponin T test 

Discharge 

Commence iv heparin 

Commence iv IIB III A antagonist therapy 



No.:37 

Admit for 12-hour troponin T test 

This patient has at least two risk factors for cardiac 
chest pain, obesity and hypertension. As such she 
should be screened for cardiac chest pain. Six-hour 
troponin T test may still miss some cases of unstable 
angina with troponin rise, as such 12 -hour testing is 
recommended. Unless the electrocardiogram (ECG) 
changed significantly, IV heparin or IIB IIIA 
receptor antagonist therapy would not be indicated. 
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You are asked to urgently review a 56-year-old man who 
has 'gone off on the cardiology ward. He is 4 days post- 
myocardial infarction. His blood pressure is 100/50, 
similar in both arms and his pulse is 100. On examination 
he has a systolic murmur loudest at the apex and there is 
evidence of left ventricular failure. 
What diagnosis fits best with this clinical picture? 

Ventricular septal defect 

Mitral regurgitation 

Aortic dissection 

Aortic regurgitation 

Atrial septal defect 



No.:38 

Mitral regurgitation 

Acute mitral regurgitation may occur post 
myocardial infarction (MI) due to ruptured chordae 
tendonae. Patients present with hypotension, 
tachycardia and left ventricular failure and with a 
systolic murmur. If blood pressure allows, patients 
benefit from volume reduction using diuretics and 
initiation of angiotensin-converting enzyme (ACE) 
inhibitor therapy. Surgical repair in post-MI 
patients carries high operative risk 



♦ 
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You review a 48-year-old African-Caribbean man with 
hypertension. He has visited the clinic on three occasions 
and his blood pressure has averaged 155/85 mmHg. 
Despite lifestyle measures, he remains hypertensive. 
Which of the following agents would be the most 
appropriate initial therapy for him? 



Amlodipine 

Ramipril 

Losartan 

Atenolol 

Metoprolol 
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Amlodipine 

Recently updated guidelines on blood pressure tend 
to recommend starting therapy with either an ACE 
inhibitor or calcium antagonist, with calcium 
antagonists probably more effective as initial 
therapy in afro -Caribbean patients due to racial 
differences in renin levels. An ACE inhibitor or 
diuretic may then be added to the calcium 
antagonist. Beta-blockers have fallen out of favour a 
little, and the beta-blocker diuretic combo is not 
recommended due to an association with incident 
diabetes in BP lowering meta-analyses. 
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You review a 61 -year-old man with type-2 diabetes 
mellitus who has recently moved to the area. He is 
known with hypertension and currently takes ramipril 10 
mg and amlodipine 10 mg. His blood pressure is 155/80 
mmHg in the clinic and he has documented 
microalbuminuria . 

Which of the following would be an appropriate blood 
pressure target for this patient? 

a 



145/85 mmHg 
135/75 mmHg 
140/90 mmHg 
135/85 mmHg 
150/80 mmHg 
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135/75 mmHg 

Although the recent GMS (General Medical 
Services) points target for patients with diabetes 
mellitus has been set at 145/85 mmHg, a lower target 
is recommended in patients with diabetes mellitus 
who have a history of renal or cardiovascular disease 
of 135/75 mmHg (NICE guidelines). Regular review 
is also supported, with re-enforcement of lifestyle 
advice, including weight reduction, being seen as a 
key feature of good care. Statins are also 
recommended for most patients with Type 2 diabetes 
above 40 years of age according to JBS guidelines. 
The only group they are not recommended for is 
those patients who have no significant increase in 
cardiovascular risk. 






F 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.:41 

A 28-year-old man attends casualty after collapsing at the 
local swimming pool. He reports the last thing he 
remembers is getting out of the pool. A lifeguard said he 
felt 'a very rapid pulse' immediately after the event. On 
examination in emergency he is beginning to rouse, he is 
in sinus rhythm, and QTc (corrected QT interval) on the 
electrocardiogram is around 0.5 s. On further 
questioning, it appears he was brought up by his aunt and 
uncle, as his father died suddenly when the patient was a 
small child. 
What is the most likely cause of his collapse? 






A JLN1 mutation 
A JLN2 mutation 
AnLQTl mutation 
An LQT2 mutation 
An LQT3 mutation 
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AnLQTl mutation 

Six mutations (LQT1-6) have been identified in 
association with the Romano-Ward syndrome. 
LQT1 and LQT2 mutations make up around 87% of 
cases of Romano-Ward syndrome and are associated 
with cardiac potassium-channel gene mutations. JLN 
mutations (Jervell-Lange-Nielsen syndrome) tend to 
be associated with deafness. Although sudden death 
usually occurs in symptomatic patients, it happens 
with the first episode of syncope in about 30% of the 
patients. This occurrence emphasizes the importance 
of diagnosing LQTS in the presymptomatic period. 
Depending on the type of mutation present, sudden 
cardiac death may happen during exercise, 
emotional stress, at rest, or at sleep. LQT4 is 
associated with paroxysmal atrial fibrillation. 
Studies have shown an improved response to 
pharmacologic treatment with a lowered rate of 
sudden cardiac death in LQT1 and LQT2 compared 
with LQT3. Triggering events are somewhat different 
by genotype. Patients with LQT1 usually have 
cardiac events preceded by exercise or swimming. 
Sudden exposure of the patient's face to cold water is 
thought to elicit a vagotonic reflex. Patients with 
LQT2 may have arrhythmic events after an 
emotional event, exercise, or exposure to auditory 
stimuli (eg, door bells, telephone ring). Patients with 
LQT3 usually have events during night sleep. 
Diagnosis is based upon the QTc (corrected QT 
interval), although this may be within the normal 
range at rest; hence, Holter monitoring is 
recommended. Genetic testing for known mutations 
in DNA samples from patients is becoming accessible 
in specialized centers. Identification of an LQTS 
genetic mutation confirms the diagnosis. However, a 
negative result on genetic testing is of limited 
diagnostic value because only approximately 50% of 
patients with LQTS have known mutations. The 
remaining half of patients with LQTS may have 
mutations of yet unknown genes. Therefore, genetic 
testing has high specificity but a low sensitivity. Beta- 
blockade is seen as the treatment of choice for most 
cases of long QT syndrome, which is thought to work 
through reducing adrenergic demand. Implantable 
defibrillators are also used in the management of 
these patients. 
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A 70-year-old man presents to the A&E department 
having been urgently referred by his GP with a history of 
transient weakness of the right arm and leg. This had an 
onset shortly after waking the previous day and had 
resolved by night-time. He admits to having had a similar 
episode a couple of weeks earlier but for which he had 
sought no medical opinion. He is a known hypertensive 
on medication, but his blood pressure has been well 
controlled. He is a non-smoker. On the basis of the 
examination and routine investigations, the duty surgical 
registrar arranges an urgent carotid Doppler ultrasound 
scan. The result says, "good proximal flow in both 
common carotids, 85% stenosis right internal carotid 
artery, 90% stenosis left internal carotid artery. 
Which of the following is likely to fit best as the most 
likely vascular lesion in this patient? 

Left common carotid stenosis 






Left internal carotid stenosis 
Right common carotid stenosis 
Left vertebral artery stenosis 
Right vertebral artery stenosis 



ANG 
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Left internal carotid stenosis 

A transient ischaemic attack (TIA) results from a 
brief interruption of blood flow to the brain with the 
symptoms produced from this blockage having an 
effect that lasts less than 24 hours. A TIA is a 
warning sign of a future stroke. Internal carotid 
stenosis occlusion syndrome manifests with transient 
hemiplegia, persistent hemiparesis and a unilateral 
loss of vision with involvement of the ophthalmic 
artery. The risk factors for carotid artery disease are 
similar to those for coronary artery disease. Medical 
treatment is appropriate for mild to moderate 
carotid stenosis and is aimed at risk factor 
modification. The treatment for a symptomatic 
significant carotid stenosis is surgical. 
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A 29-year-old man of no fixed abode is brought to the 
casualty department with 4-week history of haemoptysis, 
cough and shortness of breath. He denies any other 
medical problems but he is a known smoker of a pack a 
day and it is evident that he likes his alcohol but he does 
not admit to how much he drinks. He is sketchy about 
other details of his life but does admit to living on the 
streets since his late teens. The positive findings on 
clinical examination include tachycardia and tachypnoea, 
an increased JVP, ascites, hepatomegaly, peripheral 
oedema and decreased heart sounds. The ECG obtained 
from the patient is of low voltage and shows QRS 
complexes of alternating amplitude. 
In this patient, which of the following diagnosis would 
be the LEAST likely cause of this ECG appearance? 



♦ 



Infective endocarditis 

Mesothelioma 

Tuberculosis 

HIV 

Carcinoma of the lung 
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Mesothelioma 

The ECG appearances are compatible with a 
pericardial effusion and the answer to this question 
lies in the causes of a pericardial effusion. Causes of 
a pericardial effusion include neoplastic, infectious 
(including tuberculosis and HIV), valvular disease 
(as may result from infective endocarditis), trauma, 
uraemia and myxoedema. Classical findings on an 
ECG include low voltage, sinus tachycardia and 
electrical alternans. However, for non-invasive 
diagnosis, an echocardiogram is the criterion 
standard. Mesothelioma is a tumour of mesothelial 
cells that may be found in the pleura, pericardium 
and peritoneum. Asbestos exposure is the most 
significant risk factor. Malignant mesothelioma has a 
peak incidence 35-45 years after asbestos exposure. 



A\'fi 
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One week after a 71 -year-old female patient presented 
with an acute myocardial infarction requiring 
thrombolysis, a routine ECG is performed. The patient 
complains of no significant problems, but on questioning 
of the nurses, it is reported that she has been troubled by 
dizziness and almost passed out in the hospital bathroom. 
The clinical examination findings are in concordance 
with the ECG findings, which shows a Mobitz type II 
block and an old anterior myocardial infarction. 
What would be the best management strategy in this 
patient? 

a 

♦ 



Adrenaline (epinephrine) 
Atropine 

Temporary pacing 
Permanent pacing 
Amiodarone 
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Permanent pacing 

Second degree heart block results from a defect in 
the conduction system of the heart whereby some P 
waves fail to conduct to the ventricle and generate a 
QRS complex. There are two types of secondary 
heart block: Mobitz type I (Wenckebach 
phenomenon), which is characterised by progressive 
prolongation of the PR interval until a P wave fails 
to conduct to the ventricle, and Mobitz type II, which 
is characterised by an intermittent failure of the P 
wave to stimulate a QRS complex at regular 
intervals ,the PR interval is constant. Atropine may 
be used in selected cases of transient AV block 
(bradycardia with symptoms as per the acute life 
support guidelines*), but in general permanent 
cardiac pacing has replaced medical interventions 
where the patient is symptomatic with their AV 
block. 

* http://www.resus.org.uk/pages/als.htm 
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A 45-year-old smoker, presents to the emergency 
department, following a prolonged episode of chest 
discomfort lasting 3 h. His initial electrocardiogram 
(ECG) shows ST elevation in the chest wall leads. 
Thrombolysis therapy with tissue plasminogen activator 
is given on the advice of the cardiology team. The patient 
is admitted onto a coronary care bed and is discharged 
after an uneventful 5 day period. He represents after one 
month complaining of palpitations and dizziness. The 
ECG shows a broad complex tachycardia. 

Blood tests show: 



Haemoglobin (Hb) 


14.2 g/dl 


White cell count (WCC) 


7.8 x 1071 


Platelets 


310 x 1071 


Na + 


140 mmol/1 


K + 


3.7mmol/l 


Urea 


6.0 mmol/1 


Creatinine 


95 umol/1 


Ca 2+ 


2.21 mmol/1 


Mg 2+ 


0.88 mmol/1 
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Automated implantable cardiac defibrillator 

The development of ventricular 

tachycardia/fibrillation (VT/VF) in the first day 
following an acute myocardial infarction (MI) is 
thought to be of no prognostic significance if dealt 
with promptly. However the late development of 
VT/VF in the context of a full thickness myocardial 
scar, as evidenced by the Q waves on the 
electrocardiogram (ECG), carries a very poor 
prognosis. Implantable defibrillators have been 
shown to offer improved survival over anti- 
arrhythmic therapy. Amiodarone would be an 
appropriate choice in patients unsuitable for 
defibrillator insertion. 



A central line is inserted and the patient is loaded with 
amiodarone. His ECG reverts to sinus rhythm with 
anterior Q waves. An echocardiogram shows antero- 
septal hypokinesis with moderate left ventricular 
impairment. 

Which one of the following is the long term treatment 

of choice? 

t? 






'• 



Amiodarone 200 mg tds 

Amiodarone 200 mg od 

Sotalol 80 mg bd 

Automated implantable cardiac defibrillator 

Mexiletine 
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A 68-year-old man with a history of ankylosing 
spondylitis is referred to the cardiology department 
following the discovery of a diastolic murmur by the 
general practitioner (GP). He does not describe any chest 
pain or breathlessness but he has experienced some 
palpitations over the last six months. 
His blood pressure is 175/95 mmHg with a heart rate of 
100 beats/min at rest. Clinical examination reveals a 
collapsing pulse, cardiac apex displaced to the anterior 
axillary line and a diastolic murmur. The chest is clear on 
auscultation and there is no peripheral oedema. 
Electrocardiogram (ECG) shows sinus rhythm with 
ventricular ectopics and left ventricular hypertrophy. 
Chest X-ray shows cardiomegaly with clear lung fields. 
An echocardiogram confirms the presence of aortic 
regurgitation with a dilated left ventricle (diastolic 
diameter > 70mm) and an ejection fraction of 50%. 
A 24-h ECG shows sinus rhythm with frequent 
ventricular ectopics that correspond to the patient's 
experienced palpitations. 

Which of the following is the management of choice in 

this case? 

8 

Ramipril 

Bisoprolol 
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Referral to the cardiothoracic team for valve 
replacement 

Angiotensin-converting enzyme (ACE) inhibitors are 
part of the treatment regime in aortic regurgitation. 
However this patient, although relatively 
asymptomatic, needs to be considered for valve 
replacement given the echocardiographic findings of 
a dilated left ventricle. In the case of regurgitant 
murmurs, patients tend to be relatively 
asymptomatic till later on in the course of the 
disease, so regular echocardiographic follow-up is 
required to pick up individuals with early features of 
left ventricular failure that would benefit from valve 
replacement. 






Antibiotic prophylaxis advice 
Annual echocardiographic follow-up 



Referral to the cardiothoracic team for valve 
replacement 
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A 75 -year-old lady presents to the emergency department 
complaining of chest pain. Her initial electrocardiogram 
(ECG) shows ST elevation in leads II, III and aVF. 
Thrombolytic therapy is initiated and the patient is 
admitted to the coronary care unit. One hour later the 
ECG shows a bradycardia of 50 beats/min with second- 
degree, (Mobitz type 1 ) -atrioventricular block and 
isoelectric ST segments. The patient is asymptomatic 
with a blood pressure of 105/62 mmHg. 

What is the most appropriate course of action? 






• 



Continuous monitoring 
Rescue angioplasty 
Intravenous atropine 
Temporary intravenous pacing 
External pacing 
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Continuous monitoring 

Atrioventricular (AV) block is commonly associated 
with inferior myocardial infarctions as the blood 
supply to the AV node arises from the right coronary 
artery, which is the culprit vessel in most cases of 
inferior Mis. It is thought to be of no prognostic 
significance in this case and usually resolves in the 
first 24 h. As the patient is haemo dynamically stable 
and asymptomatic, she should continue to be 
monitored in the coronary care unit, but no 
immediate measures are required at this stage. In 
contrast AV blocks in the context of anterior Mis 
convey a poor prognosis as they signify an extensive 
event. 



No.:48 



A KG 



A 30-year-old lady who is 16 weeks pregnant presents to 
her general practitioner (GP) complaining of palpitations. 
A resting electrocardiogram (ECG) is reported as partial 
right bundle branch block (RBBB) with right axis 
deviation. Clinical examination reveals a heaving 
precordium with splitting of the heart sound and no 
added murmurs. 

What is the most likely diagnosis? 



• 



Mitral valve prolapse 

Pulmonary hypertension 

Ostium secundum atrial septal defect (ASD) 

Ventricular septal defect 

Ostium Primum ASD 
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Ostium secundum atrial septal defect (ASD) 

Atrial Septal Defects make up 30% of congenital 
heart disease detected in the adult population. The 
female: male ratio is 2:1 and 75% of them are ostia 
secunda. They commonly present during pregnancy 
with either breathlessness or palpitations. There 
usually is no audible murmur with ASDs. The 
combination of right bundle branch block (RBBB) 
and right axis deviation on theelectrocardiogram 
(ECG) makes an ostium secundum ASD more likely. 
These patients should have urgent 

echo cardio graphic assessment to assess the state of 
the right heart and be followed up very closely as the 
prognosis is very poor if they develop Eisenmerger's 
syndrome; early surgical intervention after the birth 
of the child is a consideration. 
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A 30-year-old man is found to be hypertensive with a 
blood pressure of 165/95 mmHg during a routine work 
medical. On further examination by his general 
practitioner (GP) he is found to have a systolic murmur 
on auscultation. He is therefore referred for an 
echocardiogram that shows a hypertrophic left ventricle 
with a bicuspid aortic valve that is seen to open well with 
no significant pressure gradient across the valve. 

Which of the following investigations is most likely to 
provide the clearest anatomical description of the 
underlying diagnosis? 

24 -h urinary Cortisol 

Urinary catecholamines 

Renal ultrasound with Doppler 

Magnetic resonance imaging (MRI) of the thorax 

Plasma renin 
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Magnetic resonance imaging (MRI) of the thorax 

The finding of hypertension and a systolic murmur 
in an otherwise asymptomatic young patient should 
always raise the possibility of aortic coarctation as 
the underlying diagnosis. This can be associated with 
a bicuspid aortic valve and should always be looked 
for in the presence of such a finding. A computerised 
tomography (CT) aortogram or an MRI of the chest 
can define the exact site of the lesion. The prognosis 
of the condition is better the earlier a repair 
procedure is undertaken. There is a 75% mortality 
by the age of 50 years if uncorrected. 



No.:50 



ANG 



A 28-year-old woman is referred to the cardiology clinic 
with exertional breathlessness which is becoming 
progressively worse over the past year. There is no 
history of wheezing and she has had no benefit from a 
trial of salbutamol inhalers. On close questioning she 
describes intermittent episodes of chest pain on exertion. 
She has become very concerned as she almost fainted on 
a couple of occasions in the last month. 
On examination she has a blood pressure of 135/85 
mmHg with a heart rate of 90 beats/min. Her BMt is 22. 
The jugular venous pressure is raised with giant v waves 
and there is a left parasternal heave. 
The electrocardiogram (ECG) shows sinus rhythm with 
right axis deviation. 

Which of the following is the most likely diagnosis? 



• 



• 



Chronic pulmonary thromboembolism 
Primary pulmonary hypertension (PPH) 
Ischaemic heart disease 
Pulmonary eosinophilia 
Hypertrophic cardiomyopathy 
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Primary pulmonary hypertension (PPH) 

Primary pulmonary hypertension should be 
entertained as a possibility in young women with 
worsening breathlessness. The presence of exertional 
chest pain (right ventricular angina), Raynaud's 
phenomenon in combination with the clinical and 
electrocardiogram (ECG) features of right 
ventricular hypertrophy point towards PPH. 
Chronic thromboembolic disease and respiratory 
disease should be excluded before the diagnosis can 
be made. The patient should be advised against 
pregnancy. Treatment of PPH consists of oxygen, 
anticoagulation, high-dose calcium channel blockers 
in patients responsive to acute vasodilator testing 
and intravenous/nebulised prostacyclin to non- 
responders. A combined lung-heart transplant is the 
last resort for those who fail to respond to any other 
treatment. Anticoagulation, prostacyclin and 
transplant all confer a survival benefit. 
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A 71 -year-old man is referred to the rapid access clinic 
with exertional breathlessness over the last 2 months. A 
chest X-ray ordered by the general practitioner (GP) 3 
weeks ago has been reported as consistent with a small 
degree of left ventricular failure. The GP has started the 
patient on furosemide 40 mg od with complete resolution 
of symptoms. 

On examination the patient looks well with a blood 
pressure of 135/85 mmHg and a heart rate of 65 
beats/min. There is a loud ejection systolic murmur on 
auscultation of his heart that radiates to the carotids. The 
chest is clear on auscultation. 

On close questioning he denies any presyncopal episodes 
or any angina. There is no history of rheumatic fever in 
childhood and no recent history of pyrexial illnesses or 
dental procedures. 

The patient undergoes an echocardiogram that is reported 
as showing critical aortic stenosis with a valve area of 0.5 
cm 2 and a pressure gradient of 120 mmHg. The left 
ventricle shows concentric hypertrophy, with mild 
impairment of function. 
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Admission to hospital for inpatient coronary angiogram 
and cardiothoracic opinion 

This case represents a common dilemma faced in 
outpatient clinics when the clinical state of the 
patient is not as bad as the objective tests would 
suggest However this patient has objective evidence 
of critical aortic stenosis (AS) and is at considerable 
risk of sudden death even if symptom free at present. 
He should be admitted in a closely monitored bed 
and referred urgently for valve replacement. 
Angiotensin-converting enzyme (ACE) inhibitor 
therapy is contraindicated in severe AS. 



ANG 



What is the most appropriate next step in the 
management? 

Initiation of angiotensin-converting enzyme (ACE) 
inhibitor therapy in addition to the regular furosemide 

Prophylactic antibiotic advice and arrangement for 
regular follow-up with repeat echocardiograms 

♦ 



Outpatient cardiothoracic referral 
Urgent outpatient coronary angiogram 



Admission to hospital for inpatient coronary 
angiogram and cardiothoracic opinion 
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A 27-year-old lady who has recently arrived to the UK 

from India is referred to the cardiology department 

because of intermittent palpitations associated with 

dizziness. She describes the palpitations as fast and 

irregular with sudden onset and termination. She 

remembers a prolonged illness as a child but is unsure as 

to the nature of this. 

On examination she appears comfortable but 

underweight. Her pulse is 80 beats/min regular, the 

jugular venous pressure is not raised and there is no 

peripheral oedema. There is a rumbling diastolic murmur 

over the apex on auscultation of the heart and the chest is 

clear. 

An echocardiogram performed confirms the presence of 

rheumatic mitral stenosis. The patient is referred for a 

cardiothoracic opinion. 

Two weeks later, she attends the emergency department, 

feeling extremely unwell. On arrival she is found to be in 

fast atrial fibrillation with a rate of 130 beats/min a blood 

pressure of 90/60 mmHg and oxygen saturations of 92% 

on air. She is placed in the resuscitation area for closer 

monitoring. 

Which of the following would be the best 

pharmacological intervention? 



ANG 






• 



Intravenous flecainide 

Oral digoxin 

Intravenous amiodarone through a central line 

Intravenous esmolol 

Intravenous digoxin 
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Intravenous esmolol 

Patients with documented mitral stenosis tolerate 
fast atrial fibrillation very poorly. After initial 
resuscitation with oxygen it is important to achieve 
rate control as quickly as possible. This is most 
quickly achieved with the use of a short-acting beta- 
blocker such as esmolol through a continuous 
infusion that can be turned off in case of unwanted 
side-effects. This might seem counter-intuitive in a 
hypotensive patient, but the hypotension is rate 
dependent as the ventricle has no time to fill. Digoxin 
takes a few hours to act whether given orally or 
intravenously. Amiodarone also takes a few hours to 
act and a central line insertion in a hypoxic patient is 
not without its risks. Flecainide is contraindicated in 
patients with structural cardiac abnormalities. DC 
cardioversion should be considered if the patient 
does not respond quickly. 
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A 68-year-old lady is referred to the cardiology 
department with intermittent palpitations. She describes 
episodes of 'feeling flushed' associated with a fluttering 
feeling in the chest. She denies any chest pain or 
breathlessness. There are no risk factors for ischaemic 
heart disease or any history or rheumatic fever. She is 
also suffering from paroxysms of diarrhoea. 
On examination she appears well in herself. There are 
prominent 'v' waves noted on inspection of the jugular 
venous pulse. A pansystolic murmur is audible at the left 
sternal edge. The chest is clear on auscultation. A 
pulsatile liver is felt 2 cm below the costal margin on 
palpation of the abdomen. 

Which of the following investigations is most likely to 
yield the underlying diagnosis? 

24 -h urine collection for 5 -hydroxy indoleacetic acid 
(5 -HI AA) 



♦ 



* 



♦ 



Echocardiogram 

24 -h electrocardiogram (ECG) 

Chest X-ray 

Abdominal ultrasound 



ANG 
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24-h urine collection for 5 -hydroxy indoleacetic acid (5- 
HIAA) 

Although all of the investigations suggested are of 
certain value in this case, the description of episodic 
flushing in association with the clinical signs of 
tricuspid regurgitation (giant V waves, pulsatile 
hepatomegaly, pansystolic murmur) should raise the 
possibility of underlying carcinoid syndrome. The 
presence of other symptoms of carcinoid syndrome 
such as episodic wheezing and diarrhoea should be 
explored. Carcinoid syndrome is a rare cause of 
tricuspid valve disease. High levels of 5-HIAA in the 
urine would point towards carcinoid syndrome as 
the underlying diagnosis. 
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An 88-year-old man is referred to the rapid access clinic 

by his general practitioner (GP) with a history of chest 

pain on exertion. This has been present on walking up 

hills over the last year. There have never been any 

symptoms at rest. There is a past medical history of mild 

hypertension and of a recent transient ischaemic attack. 

The patient is currently on aspirin 15 mg od, simvastatin 

20 mg od and perindopril 2 mg od. 

On examination he appears well in himself. His blood 

pressure is recorded as 135/95 mmHg and heart rate is 75 

beats/min. His heart sounds are normal and his chest is 

clear on auscultation. 

The resting electrocardiogram (ECG) shows normal sinus 

rhythm with left ventricular hypertrophy. 

The patient undergoes an exercise tolerance test. He 

achieves 90% of the predicted maximum heart rate at 

7:00 minutes of exercise. The ECG record shows some 

ST depressions in the lateral leads at the end of exercise 

associated with slight chest discomfort. These resolve 

quickly into recovery. 

Which would be the most appropriate next step in this 

patient's management? 

Referral for outpatient coronary angiogram 

Addition of bisoprolol 

Referral for stress echocardiography 
*— « \ ,^^^\ ^^^ 

Addition of nicorandil 

Referral for thalium perfusion scan 
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Addition of bisoprolol 

This patient has a clinical diagnosis of stable angina 
which is supported by his exercise test. However his 
exercise test shows acceptable exercise tolerance. In 
the absence of symptoms at rest, pharmacological 
intervention should be the first-line management. 
The addition of a beta-blocker in the first instance 
would provide an anti-anginal effect with some 
better blood pressure control. Coronary 
angiography is usually reserved for patients who 
remain symptomatic in spite of medical therapy as it 
carries significant risks in this age group and there is 
limited prognostic benefit. 
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A 1 9-year-old man presents to the emergency department 
of a small district general hosptial in the early hours of 
the morning complaining of severe epigastric and 
retrosternal pain. He gives a history of a pyrexial illness 
over the preceding few days which he thought was 'the 
flu'. He has not been able to sleep as he finds lying down 
extremely uncomfortable. 

On examination he is pyrexial at 38°C, with a blood 
pressure of 1 35/85 mmHg and a heart rate of 120 
beats/min. Saturations are 100% on room air. 
There is a friction rub heard over the precordium and the 
chest is clear on auscultation. 

His blood tests show: 



Haemoglobin (Hb) 


13.1 g/dl 


White cell count (WCC) 


15.6 x 1071 


Platelets 


253 x io7l 


Na + 


138mmol/l 


K + 


4.7 mmol/1 


Urea 


4.0 mmol/1 


Creatinine 


79 umol/1 


Erythrocyte sedimentation rate 
(ESR) 


60 mm/h 


Creatine kinase 


250 U/l (25-195 
U/l) 
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Ibuprofen 800 mg 

This patient presents with classical symptom and 
signs of pericarditis. Diagnosis is based on the triad 
of chest pain worse on lying down, pericardial 
friction rub and classical electrocardiogram (ECG) 
changes. A raised white cell count (WCC) and 
erythrocyte sedimentation rate (ESR) as well as a 
mild rise in creatine kinase (CK) are to be expected. 
Echocardiogram is of little value in the diagnosis of 
pericarditis. It can be used if a pericardial effusion 
or aortic dissection is suspected. Treatment of 
pericarditis is with high-dose non-steroidal anti- 
inflammatory drugs (NSAIDs) in the first instance. 



His electrocardiogram (ECG) shows widespread ST 
elevation. 

Which of the following would be the most appropriate 
next step in this patient's care? 

Ibuprofen 800 mg 

Thrombolytic therapy with tissue plasminogen 
activator 

■ ■ 

Blood cultures and intravenous blind antibiotic 
treatment pending results 

Urgent referral to the on-call cardiologist for 
echocardiogram 

Urgent computerised tomography (CT) pulmonary 
angiogram 
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A 73-year-old male presents to the emergency 
department complaining of central chest and back pain. 
This has started suddenly 2 h ago and is getting 
progressively worse. There is a past medical history of 
hypertension for which he is on bendrofluazide and 
perindopril. He denies any history of angina in the past. 
On examination his blood pressure is 1 10/30 mmHg and 
his heart rate is 120 beats/min. There is a diastolic 
murmur on auscultation of his heart and reduced air entry 
in the bases of his lungs bilaterally. He appears not to be 
moving the left side of his body. 
An electrocardiogram (ECG) performed in the 
resuscitation area show ST elevations in leads IIJII and 
aVF. 

A chest X-ray shows an enlarged heart with a small left- 
sided pleural effusion. 

Which of the following would be the most appropriate 
next step in the management? 

Initiation of thrombolytic therapy with streptokinase 

Fluid resuscitation and admission to the coronary 
care unit 

jf >m ■ 

Urgent computerised tomography of the chest with 
contrast 
/"* • \ 5^ 

Bedside echocardiogram and urgent cardiothoracic 

review 

/*** ^C 

Urgent cardiology referral for primary 

revascularisation 
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Bedside echocardiogram and urgent cardiothoracic 
review 

This is a case of aortic dissection as evidenced by the 
central chest pain radiating to the back, the clinical 
signs of aortic regurgitation, the inferior 
electrocardiogram (ECG) changes (involvement of 
the right coronary artery) and the pleural effusion 
(blood in the pleural space). The absence of a 
widened mediastinum on chest X-ray does not rule 
out dissection. The diagnosis can be further 
suggested by the finding of aortic regurgitation and 
pericardial effusion, or even a dissection flap, in the 
echocardiogram. This can be done by the bedside 
while steps are taken to prepare the patient for 
theatre, and as such is much safer than a 
computerised tomography with contrast in the first 
instance. 
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A 6 3 -year-old known diabetic presents to the emergency 
department with sudden onset of severe breathlessness. 
He says he was feeling completely normal during his 
evening meal but he suddenly broke out in a cold sweat 
and felt that he had great problems in catching his breath. 
He denies any history of pain or previous episodes of 
breathlessness. He is on metformin and gliclazide for his 
diabetes as well as perindopril for mild hypertension. 
On arrival in the resuscitation area he is profoundly 
diaphoretic and looks unwell. His blood pressure is 
145/95 mmHg and his heart rate is 120 beats/min. His 
oxygen saturations are 86% on room air and improve to 
95% on inspired oxygen via a reservoir bag. Auscultation 
of his heart reveals a third heart sound and there are 
widespread wheezes and crackles on auscultation of his 
chest. 

A bedside glucose strip, shows a blood glucose 
concentration of 13.6 mmol/1. 

His electrocardiogram (ECG) shows ST elevation of 3 
mm in leads V 3 -V 6 . 

What is the most appropriate course of action with 
respect to his long term outcome? 

Furosemide 80 mg intravenous (iv) and continuous 
glyceryl trinitrate iv infusion 
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Aspirin 300 mg stat and referral for PCI 

The electrocardiogram (ECG) confirms the diagnosis 
of an acute anterior myocardial infarction leading to 
left ventricular failure. It is not too uncommon for 
type II diabetics to present with so called silent 
infarcts. The sudden onset of left ventricular failure 
in a patient with no background of congestive 
cardiac failure should always raise the possibility of 
an acute ischaemic event. The ECG meets the 
criteria for a probable myocardial infarction, and he 
should be taken to the catheter lab as soon as 
possible. 



• 



• 



• 



Aspirin 300 mg stat and referral for PCI 
Furosemide 80 mg iv and insulin iv sliding scale 
Salbutamol nebuliser and iv hydrocortisone 



Non- invasive ventilation using a continuous positive 
airway pressure mask 
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A 26-year-old known asthmatic presents to the 

emergency department complaining of a fluttering in his 

chest. This started suddenly following the use of his 

salbutamol inhaler. He says that he usually feels his heart 

racing after using salbutamol but this usually settles after 

a couple of minutes. On this occasion the palpitations 

have lasted for 20 min and he is starting to feel 

uncomfortable. 

On arrival his heart rate is 1 90 beats/min and his blood 

pressure is 125/75 mmHg. Auscultation of his heart 

reveals no murmurs and his chest is clear. 

His electrocardiogram (ECG) shows a narrow complex 

regular tachycardia without any obvious P waves. 

Vagal manoeuvres are unsuccessful. 

A venous blood sample is taken and run through the 

blood gas machine. This shows: 
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Intravenous (iv) flecainide 

This patient has a supraventricular tachycardia 
(SVT). Adenosine is contraindicated in asthmatic 
patients as is beta-blockade with labetolol. The safest 
alternatives would be IV verapamil or iv flecainide 
in this patient. This should be done in a closely 
monitored environment. A rhythm strip should be 
recorded continuously during the administration of 
any drug when dealing with SVTs to capture the 
termination of the arrhythmia. A post- termination 
electrocardiogram (ECG) should be examined 
closely for evidence of p re-excitation. 



pH 



Na" 



K + 



7.39 



137 mmol/1 



4.2 mmol/1 



Which of the following would be the pharmacological 
agent of choice? 






Intravenous (iv) flecainide 
iv Digoxin 
iv Adenosine 
iv Labetalol 
iv sotalol 



ANQ 






F 




ANGELS TEAM H* ' 






PasTest 2012. . . MRCP 2. . . Cardiology 



No.:59 

A 73 -year-old lady with known congestive cardiac failure 
is seen in the cardiology outpatients for a review. She has 
been quite stable for the last two years with an exercise 
tolerance of around 100 yards on the flat. Her current 
regime includes furosemide 40 mg od, ramipril 10 mg od, 
bisoprolol 2.5 mg od, spironolactone 25 mg od and 
simvastatin 40 mg od. However she complains of dizzy 
spells on standing upright in the morning. On a couple of 
occasions she felt she had to sit down quickly or she 
would have fallen to the floor. 

On examination in the clinic her blood pressure is 98/68 
mmHg and heart rate 75 beats/min. Her heart sounds are 
normal and there are very few crackles on auscultation of 
her chest. There is mild bipedal oedema. 

Which of the following would be the most appropriate 
next step? 



* 



Reducing the ramipril to 5 mg od 
Stopping the bisoprolol 



Reassurance and 24-h blood pressure and 
electrocardiogram (ECG) monitoring 

Stopping the spironolactone 
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Reducing the ramipril to 5 mg od 

This patient is on a good regime for her congestive 
cardiac failure, but unfortunately she has become 
hypotensive as a result. In the first instance reducing 
the angiotensin-converting enzyme inhibitor dose 
might help with the hypotension. Ideally the patient 
should remain on all ramipril, bisoprolol and 
spironolactone as they all offer prognostic benefit. 
Stopping the furosemide would not be advisable as 
the patient is likely to develop a recurrence of 
symptoms of fluid overload. 



♦ 



Stopping the furosemide 
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A 5 5 -year-old man presents to the emergency department 
with a severe headache. He gives a history of frequent 
headaches over the last year. There is no history of 
fevers, neck stiffness, or nausea but he does complain of 
some vague visual disturbances. There is no history of 
sick contacts. He has no past medical history of note. He 
is a smoker of 1 5 a day and he drinks about 30 units of 
alcohol a week. 

On examination he is found to be hypertensive with a 
blood pressure of 1 95/105 mmHg and a heart rate of 96 
beats/min Auscultation of his heart reveals normal heart 
sounds and the chest is clear. Abdominal palpation 
reveals no palpable masses or organomegaly. A bruit is 
heard over the left renal artery. There are flame-shaped 
haemorrhages and cotton-wool spots seen on fundoscopy. 
His electrocardiogram (ECG) shows sinus rhythm with 
left ventricular hypertrophy. 
A urine dipstick is positive for blood and protein. 

Which of the following would be the most appropriate 
management? 

Admission to hospital for blood pressure monitoring 
at least overnight and control 

Oral nifedipine 10 mg, followed by 2 hours of 
observation then discharge 

Sublingual nifedipine 10 mg and discharge when the 
blood pressure settles 

Simple analgesia for the headache, oral nifedipine 10 
mg and discharge home with general practitioner (GP) 
review 

Simple analgesia for the headache and initiation of 
antihypertensive therapy with perindopril 
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Admission to hospital for blood pressure monitoring at 
least overnight and control 

This patient has accelerated hypertension as 
evidenced by the mndoscopic findings of Grade III 
retinopathy. The finding of a renal bruit raises the 
possibility of renal artery stenosis as an underlying 
cause. Patients with accelerated hypertension should 
be admitted to hospital for initiation of 
antihypertensive medication and regular blood 
pressure monitoring. Initial treatment can be with 
ORAL nifedipine or atenolol, escalating to 
intravenous therapy with nitrates if there is no effect. 
Sublingual nifedipine should be avoided as it might 
lead to a sudden drop in blood pressure, which could 
interfere with the auto regulatory mechanism of 
cerebral perfusion leading to an ischaemic stroke. 



EL 
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A 68-year-old, known hypertensive presents to the 
emergency department with a two-day history of severe 
breathlessness. He says that this has started suddenly and 
is getting progressively worse. He describes a slight 
cough with no sputum production. He denies any fevers 
or chest pains. There is no known history of heart failure 
or ischaemic heart disease. 

On examination he appears grossly overweight with a 
blood pressure of 150/95 mmHg and a heart rate of 1 00 
beats/min. His respiratory rate is 30/min and his 
saturations on air are 90%. His jugular venous pressure is 
raised at 4 cm. There are no added sounds on auscultation 
of his heart and his chest is clear. 

His electrocardiogram (ECG) shows right bundle branch 
block. His chest X-ray shows an enlarged cardiac shadow 
but clear lungfields. 
A bedside qualitative troponin assay is positive. 

Which is the most likely diagnosis in this case? 

Atypical pneumonia 






♦ 



Myocardial infarction 
Pulmonary embolism 
Primary pulmonary hypertension 
Left ventricular failure 



No.:61 

Pulmonary embolism 

Not all pulmonary embolisms present with pleuritic 
chest pains. In this case there are signs of right 
ventricular strain as evidenced by the raised jugular 
venous pressure and the right bundle branch block 
on the electrocardiogram (ECG). The patient is 
hypoxic, and there is no evidence to suggest either 
pneumonia, or an episode of left ventricular failure. 
The raised troponin in this case is due to the right 
ventricular strain. Diagnosis should be confirmed 
with either a computerised tomgraphy pulmonary 
angiogram or a ventilation-perfusion scan. 



ANG 
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A 68-year-old Caucasian lady with known type 2 
diabetes is found to have a blood pressure of 142/92 
mmHg and 145/90 mmHg on a couple of visits to her 
general practitioner's (GP's) surgery. Her diabetes is well 
controlled on a combination of diet and metformin. There 
is no history of ischaemic heart disease, although she 
does have microalbuminuria. There is no evidence of 
hypertensive retinopathy on fundoscopy. Her 
electrocardiogram (ECG) shows normal sinus rhythm. 

Which of the following would be the most appropriate 
next step in this patient's management? 

Initiation of treatment with amlodipine 

Initiation of treatment with bendrofluazide 

Monthly review of blood pressure 

Arrangement for 24 -h blood pressure monitoring 

Initiation of treatment with perindopril 
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Initiation of treatment with perindopril 

Guidelines on secondary prevention of 
cardiovascular disease suggest that Type 2 dibetes 
should be considered a secondary prevention 
surrogate. As such, treatment of blood pressure 
should be initiated after two measurements of blood 
pressure higher than the target for diabetics (135/75 
mmhg). Angiotensin-converting enzyme (ACE) 
inhibitors are recommended as first-line treatment 
as they can prevent the development of 
microalbuminuria. However there is some evidence 
to suggest that certain patient subgroups, in 
particular African-Carribean patients, do not 
respond very well to ACE inhibitors. 
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A 3 5 -year-old man who has recently returned from a 

holiday abroad presents to the emergency department 

with a history of general malaise, weight loss and 

arthralgia. He also describes episodes of waking up at 

night feeling really hot. On close questioning he 

mentions visiting a tattooing parlour and having an 

erythematous skin rash around the tattoo site. 

On examination, he is found to be pyrexial at 38. V°C and 

tachycardic at 120 beats/min. On inspection there are 

petechial haemorrhages in his conjuctival and buccal 

membranes. Auscultation of his heart reveals no murmurs 

and his chest is clear. 

electrocardiogram (ECG) shows a sinus tachycardia with 

a PR interval of 220 ms. 

Urinary dipstick is positive for blood. 

Blood tests show: 
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Infective endocarditis 

Infective endocarditis should be considered as a 
diagnosis in patients with chronic fever, weight loss 
and malaise even in the absence of murmurs. 
Conjunctival petechial haemorrhages are far more 
common than the classical skin signs of splinter 
haemorrhages, Osier's nodes and Janeway lesions. 
The presence of a first degree atrioventricular block 
suggesting the involvement of conducting tissue and 
dipstick haematuria which suggests renal embolic 
phenomena should also point towards subacute 
bacterial endocarditis. The history of skin infection 
suggests a Staphylococcus species as the probable 
culprit organism. 



Haemoglobin (Hb) 


14.1 g/dl 


White cell count (WCC) 


15.6 1071 


Platelets 


153 10 9 /1 


Na + 


136 mmol/1 


K + 


4.8 mmol/1 


Urea 


5.0 mmol/1 


Cre tinine 


83 umol/1 


C -reactive protein 


135mg/dL 



ANG 



Which of the following is the most likely diagnosis? 

Pyelonephritis 
Infective endocarditis 
Viral haemorrhagic fever 
Malaria 
Rheumatic fever 
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A 2 5 -year-old woman is referred to the cardiology 
department with a history of palpitations. She describes 
these as of sudden onset and termination associated with 
a feeling of lightheadedness. They have occurred on a 
couple of occasions while she was running on the 
treadmill in the gym and she felt she had to stop. She 
smokes 10 cigarettes a day and denies any heavy alcohol 
use. There is no past medical history and she is on no 
regular medication. 

On examination there is a systolic murmur at the left 
lower sternal edge and a prominent apical impulse. 
The electrocardiogram (ECG) shows deep T wave 
inversions in leads V 3 -V 5 . 

Which test is most likely to reveal the underlying 
diagnosis? 

Echocardiogram 

^ 24-hECG 






Exercise ECG 

MtBI scan 

Thyroid function tests 
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Echocardiogram 

The history of palpitations precipitated by exercise 
and associated with p re-syncope is very sinister. The 
presence of a systolic murmur and T wave inversions 
in the anterior leads makes hypertrophic obstructive 
cardiomypathy the most likely diagnosis in this age 
group. An urgent echocardiogram should be 
performed to look for evidence of septal hypertrophy 
and left ventricular outflow obstruction. 
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A 39-year-old lady is referred to the cardiology 
department by her general practitioner (GP) because of 
the finding of a diastolic murmur on auscultation. She 
denies any history of rheumatic fever as a child. She has 
lost about 8 kg in weight over the last 6 months and she 
has had a couple of episodes when she fainted suddenly. 
On examination there is finger clubbing but no splinter 
haemorrhages or any petechial haemorrhages. There is a 
diastolic murmur on auscultation of the heart which 
varies greatly with her sitting forward and is associated 
with a friction rub. Her chest is clear on auscultation. 

Blood tests performed by the GP show: 



No.:65 

Atrial myxoma 

Although rare (2 per 100 000 with a female to male 
ratio of 2:1) the diagnosis of atrial myxoma should 
be entertained in a person who presents with finger 
clubbing, normocytic anaemia, a positional murmur 
and intracardiac calcification in the chest X-ray. The 
history of fainting spells suggests transient left 
ventricular inflow obstruction. The patient should 
undergo urgent echocardiography and be referred 
for surgery if the diagnosis of myxoma is confirmed, 
as complete removal is curative. 



Haemoglobin (Hb) 


10.1 g/dl 


White cell count (WCC) 


12.6 x 1071 


Platelets 


353 x io 9 /l 


Mean corpuscular volume (MC V) 


85 fl 


Erythrocyte sedimentation rate (ESR) 


47mm/h 


Na + 


136 mmol/1 


K + 


4.8 mmol/1 


Urea 


5.0 mmol/1 


Creatinine 


99 uttiol/1 



A chest X-ray is reported as showing 'intracardiac 
calcification'. 

Which of the following diagnoses could account for all 
these findings? 






Tuberculosis 
Subacute Infective Endocarditis. 
Rheumatic mitral valve disease. 
Systemic lupus erythematosus (SLE) 
Atrial myxoma 
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A 67-year-old man presents with exertional 
breathlessness and intermittent palpitations. On 
examination his pulse is found to be irregularly irregular 
at a rate of 120 beats/min. The apex is displaced to the 
anterior axillary line. Auscultation of his heart reveals a 
systolic click associated with a late systolic murmur. 
There are mild bibasal crackles on auscultation of his 
chest. 

His electrocardiogram (ECG) confirms atrial fibrillation 
with left ventricular hypertrophy. 

An echocardiogram confirms the presence of mitral valve 
prolapse with moderate mitral regurgitation and left 
ventricular impairment with an ejection fraction of 50%. 
Which of the following is the management of choice 
for reducing his chances of long-term complications? 
(? 

♦ 



Digoxin plus aspirin 

Digoxin with formal anticoagulation with warfarin 



Anticoagulation with warfarin plus bisoprolol for 
rate control 

Any of the above plus annual echocardiographic 
follow-up 

TOE (Transoesophageal Echocardiogram) with a 
view to surgical repair/replacement of the mitral valve 
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TOE (Transoesophageal Echocardiogram) with a view 
to surgical repair/replacement of the mitral valve 

Patients under 75 with mitral valve prolapse (MVP) 
who are in atrial fibrillation or those who have 
echocardiographic evidence of left ventricular 
impairment should be referred for surgical 
assessment as early as possible. A TOE 
(Transoesophageal Echocardiogram) can 

demonstrate whether the valve is amenable to repair 
or needs replacement. This is often performed intra- 
operatively. Progressive mitral regurgitation is the 
most serious complication occurring in about 15% of 
patients over a 15-year period. Acute hemiplegia, 
transient ischaemic attacks, cerebellar infarcts, 
amaurosis fiigax and retinal arterioral occlusions all 
occur more frequently in MVP patients, suggesting 
that cerebral emboli are actually quite common in 
this condition. 
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A 1 9-year-old girl presents to the emergency department 
complaining of palpitations that have started suddenly 
and have lasted for 20 min. She is now starting to 
complain of some chest discomfort and dizziness. On 
arrival she is found to have a heart rate of 1 80 beats/min 
and a blood pressure of 95/60 mmHg. The initial 
electrocardiogram (ECG) confirms the diagnosis of a 
Supra Ventricular Tachycardia (SVT). This is terminated 
using 6 mg of adenosine intravenous. The subsequent 
electrocardiogram (ECG) shows sinus rhythm with a PR 
interval of 0.08s and delta waves. 
Which of the following is the treatment of choice? 



Amiodarone 

Referral for RadioFrequency ablation 

Flecainide 

Bisoprolol 

Mexiletine 
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Referral for RadioFrequency ablation 

The electrocardiogram (ECG) after the termination 
of the SVT is characteristic of Wolff-Parkinson- 
White syndrome (WPW). These patients are at high 
risk of developing life-threatening arrhythmias and 
should be considered for EPS (Electrophysiological 
studies) and RF ablation as early as possible. 
The prevalence of WPW is around 1/1000 with a 
male to female ratio of 2:1. The presence of an 
accessory connection between the atria and the 
ventricles by-passing the atrioventricular node leads 
to the typical ECG appearance of a short PR interval 
and a delta-wave on the QRS (p re-excitation ECG). 
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A 4 5 -year-old lorry driver presents to the emergency 
department with central crushing chest pain. His initial 
electrocardiogram (ECG) shows ST elevations in leads 
V 2 -V 5 . The patient is thrombolysed and admitted to the 
coronary care unit. Following an uneventful 5-day period 
he is discharged home on aspirin 15 mg, atenolol 50 mg, 
ramipril 2.5 mg and atorvastatin 10 mg. He would like to 
know when he can go back to work. There is no residual 
chest pain. 

Which of the following statements is correct? 

He has to stop driving, inform the Driver and 
Vehicle Licensing Agency (DVLA) and return for an 
exercise tolerance test in 6 weeks on the current regime 

He has to stop driving, inform the DVLA and return 
for an exercise tolerance test in 6 weeks after he has 

stopped his atenolol for 48 h 

^-» ^ _ _ 

He has to stop driving, inform the DVLA and return 
for an exercise tolerance test in 6 weeks after he has 
stopped all his medications for 48 h 

He has to stop driving, inform the DVLA and return 
for a modified exercise tolerance test in 6 weeks after he 
has stopped all his medications for 48 h 

He can return to driving in one month provided an 
echocardiogram shows preserved left ventricular function 
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He has to stop driving, inform the DVLA and return for 
an exercise tolerance test in 6 weeks after he has 
stopped his atenolol for 48 h 

The DVLA guidelines on the subject can be found on 
the DVLA website if in doubt, before speaking to the 
patient. For vocational drivers they state that the 
patient has to complete stage 3 of a Bruce protocol 
exercise tolerance test while off all anti-anginal 
medications for 48 h. There should be no residual 
chest pain or significant electrocardiogram (ECG) 
changes. The only anti-anginal medication this 
patient is on is atenolol, and his symptoms are stable. 
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A 28-year-old woman presents with worsening 

breathlessness. An echocardiogram performed suggests 

increased pressures in the right heart chambers. She 

subsequently undergoes a right and left heart catheter 

study for further assessment. 

The following blood oxygen saturation data are 

collected: 



Sample site 


Oxygen saturations (%) 


Inferior vena cava 


62 


Superior vena cava 


56 


Right atrium 


58 


Right ventricle 


80 


Pulmonary artery 


82 


Arterial saturation 


97 



These results are more consistent with: 

Normal heart 



• 



« 



Patent foramen ovale 






Ventricular septal defect (VSD) with no significant 
shunting 

Atrial septal defect (ASD) 

VSD with significant left to right shunt 
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VSD with significant left to right shunt 

There is a step-up in the oxygen saturations between 
the right atrium and the right ventricle. This 
suggests the presence of a VSD with left to right 
shunting of oxygenated blood, this blood must have 
come from the left ventricle. The shunt ratio can be 
calculated using the Fick equation: 

Qp Ac - MY 



Qs 



PV-PA 



where Qp = pulmonary flow, Qs = systemic flow, Ao 
= aortic saturation, MV = mixed venous saturation, 
PV = pulmonary vein saturation (assumed to be 
97%) and PA = pulmonary artery saturation. If we 
use the numbers given we get a ratio of 2.6 which is 
significant (>1.5) 
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A 76-year-old lady with known rheumatoid arthritis 
presents with a 3 -month history of breathlessness. There 
is no past medical history of ischaemic heart disease or 
hypertension and she denies any history of chest pains. 
She has been on celecoxib for her arthritis up to a year 
ago when she was switched to ibuprofen. She has also 
been on methotrexate for the last 15 years. 
On examination she is found to have a blood pressure of 
100/70 mmHg with a heart rate of 125 beats/min and 
irregular. Her jugular venous pressure (JVP) is raised at 5 
cm and there is bipedal oedema to the mid-calf Her heart 
sounds are normal and her chest is clear on auscultation, 
electrocardiogram (ECG) shows atrial fibrillation with 
normal complexes. A chest X-ray reveals a small left- 
sided pleural effusion but normal-sized heart. 
An echocardiogram shows normal- sized ventricles with 
speckled myocardium. There is bi-atrial enlargement with 
no significant valvular pathology. 

Which of the following medications is contraindicated 
in this case? 



No.:70 
Digoxin 

This patient has features consistent with restrictive 
cardiomyopathy. The history of rheumatoid arthritis 
and the echocardiographic finding of a speckled 
myocardium make amyloidosis the most likely 
underlying cause. Digoxin is contraindicated in 
amyloid patients as patients are extremely sensitive 
to it. This is possibly due to digoxin binding in the 
amyloid fibrils. 






• 



Digoxin 

Bisoprolol 

Atenolol 

Metoprolol 

Carvedilol 



ANG 






r 



ANGELS TEAM H 







PasTest 2012. . . MRCP 2. . . Cardiology 



No.:71 

A 6 5 -year-old known chronic obstructive pulmonary 
disease (COPD) patient has been treated for recurrent 
chest infections over the last month with courses of co- 
amoxiclav and clarithromycin by his general practitioner 
(GP). On a review consultation the GP notices a high- 
pitched diastolic murmur on auscultation and refers the 
patient for echocardiographic assessment. This shows a 
normal left ventricle with good function and trivial mitral 
regurgitation. The right ventricle is reported as at the 
upper limits of normal with evidence of increased 
pressures and pulmonary regurgitation. 
A week later the patient is due to undergo root canal 
treatment by his dentist. 
Which of the following measures would you advise? 



No.:71 

No need for antibiotic prophylaxis 

This patient's echocardiogram shows trivial mitral 
regurgitation (which is a normal finding) and 
pulmonary regurgitation which is secondary to 
elevated pulmonary pressures, most likely due to his 
chronic obstructive pulmonary disease (COPD). 
Although antibiotic prophylaxis was previously 
indicated in cases of structural pulmonary valve 
disease recent NICE guidelines indicate that no 
antibiotic prophylaxis is required for dental 
procedures (see link to guidelines below). 



No need for antibiotic prophylaxis 



• 



Antibiotic prophylaxis with amoxicillin 3 g orally 1 

h prior to the procedure 

^» 

Antibiotic prophylaxis with amoxicillin 1 g 
intravenous (iv) and gentamicin 120 mg iv 

Antibiotic prophylaxis with clindamycin 600 mg 
orally 1 h prior to the procedure 

Antibiotic prophylaxis with amoxicillin 3 g orally 1 
h prior and 4 h after the procedure 
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A 38-year-old man presents to the emergency department 
in acute cardiac failure. He attends with his wife who 
reports that his only past medical history of note included 
lens dislocation and recurrent bilateral shoulder 
dislocation. He is very tall at 1 .93 m in height and he is 
thin. On examination his blood pressure is 110/55 mmHg 
(equal in both arms), pulse 1 10/min, he is peripherally 
shut down and has pulmonary oedema. There are ejection 
systolic and short early diastolic murmurs over the aortic 
area. 

What diagnosis fits best with this clinical picture? 
(? 



• 



• 



• 



Acute aortic regurgitation 
Chronic aortic regurgitation 
Aortic stenosis 
Acute left ventricular failure 



Aortic dissection 



No.:72 

Acute aortic regurgitation 

The causes of this include ascending aortic 
dissection, infective endocarditis, collagen vascular 
disorders such as Marfan' s, trauma, and dehiscence 
of a prosthetic valve. The presentation here, with no 
previous past medical history of note suggests acute 
aortic regurgitation, his phenotype points to 
Marfan' s as the likely cause. Definitive treatment is 
aortic valve replacement, with condition at 
presentation being the major determinant of 
mortality. Pre-surgery patients should be managed 
with opiates, if in significant pain or LVF, loop 
diuretic therapy and nitrates if blood pressure 
allows. Inotropic support with agents such as 
dobutamine may also be necessary. 
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A 28-year-old woman attends the emergency department 
complaining of pleuritic chest pain. The pain is central 
and retrosternal and is relieved by sitting forward. She 
has recently returned from Australia and has a history of 
viral infection and flu-like symptoms. There appears to 
be a friction rub on auscultation, the electrocardiogram 
reveals saddle-shaped ST elevation, and blood testing 
reveals normal D-dimers. 
What diagnosis fits best with this clinical picture? 






Acute pericarditis 
Pulmonary embolus 
Myocarditis 
Myocardial infarction 
Viral pleurisy 



No.:73 

Acute pericarditis 

There are symptoms typical of pericarditic pain, the 
normal D-dimers and electrocardiogram changes 
also point more towards a diagnosis of acute 
pericarditis vs pulmonary embolus. Viral infections, 
bacterial sepsis, fungal infections and tuberculosis 
may all cause acute pericarditis. Other causes 
include acute myocardial infarction, malignancy, 
autoimmune disease, granulomatous disease, 
hypothyroidism, drugs such as hydralazine, and 
trauma and radiotherapy. The mainstay of therapy 
for acute pericarditis is pain relief with non-steroidal 
anti-inflammatory agents; a trial of prednisolone 
may be useful if pain fails to settle within 48 h. 



No.:74 

A 4 5 -year-old Bulgarian man is admitted via the 
emergency department. He has had a recent history of 
chronic cough, haemoptysis and weight loss. For the past 
few days he has suffered increasing shortness of breath, 
lethargy and exercise intolerance. On examination he 
looks unwell, he is thin and emaciated, his pulse is 
105/min and his blood pressure is 100/60 mmHg. Jugular 
venous pressure ( JVP) is markedly elevated and heart 
sounds are quiet and muffled; the palpable pulse pressure 
appears to decrease on inspiration. The electrocardiogram 
reveals small complexes, and the heart shadow looks 
globular on X-ray. 

Which of following stems represents the best initial 
management of this case? 






Intravenous furosemide 
Sodium nitroprusside 
Pericardial drainage 
Bronchoscopy 
Antibiotic therapy 



No.:74 

Pericardial drainage 

This man is of Eastern European extraction and has 
symptoms of possible tuberculous infection. 
Tuberculosis is a cause of infected pericardial 
effusion, and it is likely that this has accumulated to 
produce symptoms of cardiac tamponade. Over the 
longer term, patients with tuberculous pericarditis 
are at risk of cardiac constriction. It is important to 
consider use of corticosteroids in conjunction with 
anti-tuberculous therapy early in these patients, as 
there is some evidence that steroids may reduce the 
risk of constrictive pericarditis. Advice of a cardiac 
surgeon is recommended, as pericardectomy may be 
required in some patients. Drainage allows relief of 
symptoms and the potential for culture and 
sensitivity of the fluid. 
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A 28-year-old woman is referred by the casualty 
department after suffering an attack of paroxysmal atrial 
fibrillation. The casualty officer noticed that she had a 
mid-systolic murmur loudest in the pulmonary area and 
fixed splitting of the second heart sound. He also noticed 
that the pulmonary arterial tree appeared particularly 
prominent on chest X-ray. He was concerned about a 
valve defect. The electrocardiogram reveals right bundle- 
branch block and right-axis deviation. 
What diagnosis fits best with this clinical picture? 

a 



• 



• 



Mitral regurgitation 

Mitral stenosis 

Ventricular septal defect 

Atrial septal defect 

Subacute bacterial endocarditis 
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Atrial septal defect 

This is often first diagnosed in adulthood and 
represents one-third of all adult congenital heart 
disease. It is two to three times more common in 
women compared with men. Communication at the 
level of the atria allows left- to-right shunting of 
blood, leading to considerable increase in right-heart 
output. Eventually this results in pulmonary 
hypertension. Patients often present with atrial 
fibrillation. There is fixed splitting of S2 on 
auscultation, and a mid-systolic murmur loudest in 
the pulmonary area. Chest X-ray may reveal 
pulmonary plethora and the electrocardiogram 
shows right bundle-branch block. Significant ASDs 
should be repaired below the age of 10 years, or as 
soon as possible if diagnosed in adulthood. 



No.:76 

A 54-year-old publican is admitted with shortness of 
breath and increasing peripheral oedema. He has 
extremely limited exercise tolerance and is barely able to 
move around the pub. On examination he has signs of 
chronic liver disease and biventricular cardiac failure. His 
blood pressure is 1 10/70 mmHg, with a pulse of 85/min. 
You diagnose cardiomyopathy. He admits that he is 
unable to reduce his consumption of alcohol. 
Which of the following is the closest estimate of 
annual mortality associated with cardiomyopathy and 
moderate heart failure? 



No.:76 



20% 





5% 


* 


10% 


♦ 


15% 


• 


20% 


♦ 


30% 



The prevalence of dilated cardiomyopathy in the 
general adult population is approximately 1%, and 
incidence increases with age and approaches 10% at 
the age of 80 years. Signs at clinical presentation 
include increased jugular venous pressure (JVP), 
small pulse pressure, hepatomegaly and peripheral 
oedema, and functional mitral regurgitation is often 
present. Predisposing factors include alcoholism, 
viral myocarditis, cocaine abuse, and toxins such as 
cobalt, lead, phosphorus and carbon monoxide. 
Heart failure should be managed with diuretic 
therapy, sodium restriction and ACE inhibition. 
Crucial to the management of alcoholic 
cardiomyopathy is cessation of alcohol use. Patients 
who succeed in giving up ethanol often gain rapid 
improvement in their symptoms. Unfortunately with 
continued symptoms, mortality from 

cardiomyopathy approaches 20% annually, although 
alcoholic cardiomyopathy is one of the only variants 
where significant improvement is seen after 
removing the precipitant. 
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A 1 9-year-old man who was adopted soon after birth 
presents to the cardiology clinic for a consultation. He 
had attempted to trace his family and was informed by 
his blood relatives that his father died suddenly of a 
'heart problem'. On examination he looks well but has a 
harsh systolic murmur which increases with the Valsalva 
manoeuvre and decreases with squatting. 
Echocardiography reveals ventricular hypertrophy, 
particularly of the septum, with increased ejection 
fraction. Outflow gradient measured by 
echocardiography is 35 mmHg. 
What is the treatment of choice in this patient if he 
was to develop symptoms of dyspnoea? 

Cardiac myomectomy 

Digoxm 

Beta-blockade 

Diuretic therapy 

Nitrate therapy 






No.:77 
Beta-blockade 

This patient has hypertrophic obstructive 
cardiomyopathy (HOCM). The disease exists in two 
major forms: a familial one that presents in young 
patients and has been mapped to chromosome 14q, 
and a sporadic form usually found in the elderly. In 
HOCM there is marked hypertrophy of the 
myocardium with a disproportionate increase in the 
size of the septum. Sufferers are prone to sudden 
death related to cardiac arrhythmias. Symptoms of 
cardiac failure respond to medical therapy with b- 
blockade; but where the outflow gradient is greater 
than 50 mmHg, surgical myomectomy is usually 
recommended. Unfortunately surgery does not 
reduce the risk of arrhythmia. Patients prone to 
ventricular arrhythmias may be considered for 
implantable defibrillator. 



No.:78 

A 72-year-old woman is admitted to the emergency 
department after collapsing in church. A parishioner who 
felt her neck at the time reports that the woman was 
pulseless for a few seconds. She quickly recovers on 
admission to the department and is discharged home. 
Ho Iter monitor and MIBI (2-methoxyisobutyl isonitrile) 
scan as an outpatient are unremarkable. You arrange a 
tilt-table test, and carotid sinus massage during the test 
results in profound bradycardia and syncope. 
What is the best choice for management of this 
patient? 

Fludrocortisone 

Single-chamber pacemaker 

Dual-chamber pacemaker 

Atenolol 

Midodrine 



No.:78 

Dual-chamber pacemaker 

This patient has carotid sinus hypersensitivity 
(CSH), demonstrating an exaggerated response to 
carotid sinus stimulation. The diagnosis is only made 
after ischaemic heart disease or rhythm disturbance 
have been reasonably excluded, as in this case. CSH 
may be predominantly cardio inhibitory (resulting in 
bradycardia), vaso dilatory (resulting in 

hypotension), or a mixture of the two. 
Cardio inhibitory CSH is usually managed with 
insertion of a dual-chamber pacemaker, and 
vasodilatory CSH is managed with support 
stockings, fludrocortisone and midodrine (available 
on a named-patient basis in the UK). 
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A 54-year-old man is referred by his general practitioner 
(GP). He is a smoker of 20 cigarettes per day and has 
suffered from exertional angina for the past few months. 
On this occasion he has been referred after a collapse at a 
wedding. Atenolol has not improved his symptoms of 
angina and the GP is looking for further advice. On 
examination in the clinic his blood pressure is 165/120 
rnmHg, his pulse is 80/min and regular, and he has an 
ejection systolic murmur radiating to the carotids. 
What is the next stage in the management of this 
patient? 



• 



Arrange echocardiography 
Add isosorbide dinitrate to his regime 
Add amlodipine to his regime 
Advise an exercise programme 
Arrange smoking cessation advice 



No.:79 

Arrange echocardiography 

The rapidly increasing angina symptoms, syncopal 
attack and ejection systolic murmur point to the 
possibility of aortic stenosis. In this age group it is 
most likely to be due to congenital bicuspid aortic 
valve. In the over-70 age group, aortic stenosis is 
more likely to be due to senile valvular degeneration. 
Assessment for valve replacement depends on 
comorbidity and flow gradient across the aortic 
valve, as assessed by echocardiography and cardiac 
catheterisation. In general, surgical mortality from 
aortic valve replacement in patients with normal left 
ventricular function is less than 5%. 



No.:80 



ANG 



A 42-year-old adopted man presents with symptoms of 

angina and intermittent claudication. On examination he 

is obese and has evidence of tendon xanthomas. Lipid 

profiling reveals a low-density lipoprotein cholesterol 

level of 8.2 mmol/1, with relatively normal triglyceride 

levels. 

How should this patient be managed? 



♦ 
♦ 



Pravastatin 40 mg 

Atorvastatin 40 mg 

Ezetimibe 

Atorvastatin 80 mg 

Give cholesterol-binding resins 



No.:80 
Atorvastatin 80 mg 

This patient has markedly raised low-density 
lipoprotein cholesterol (LDL-c) levels and almost 
certainly has heterozygous familial 

hypercholesterolaemia (FH). Pravastatin 40 mg and 
atorvastatin 40 mg are unlikely to bring sufficient 
reduction in his cholesterol. Ezetimibe was in vogue 
as add-in therapy, but a question about possible 
association with cancer remains. Prognosis in these 
patients depends on reducing LDL-c to as near 
normal levels as possible, and treating other risk 
factors such as smoking and hypertension as 
aggressively as possible. Due to patient numbers, 
long-term studies determining outcome in FH with 
aggressive cholesterol lowering are difficult to 
establish. 
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A 52-year-old man with type-2 diabetes receives a 
coronary artery stent having suffered a sub-endo cardial 
myocardial infarction. Six months later he re-presents 
with worsening chest pain. On reviewing the notes you 
see that the stent was uncoated. In studies, 
What percentage of uncoated stents re-stenose in 
type-2 diabetes patients by month six? 



No.:81 



45% 



• 



* 



* 



♦ 



10% 
20% 
80% 
30% 
45% 



Studies have shown that in patients with type-2 
diabetes, coronary stents are liable to re-stenosis at a 
rate of 40-50% by the end of a 6-month follow-up 
period. Drug eluting stents have been shown to 
reduce the relative risk of re-stenosis by around 
80%, but only where dual anti-platelet therapy with 
clopidogrel and aspirin is continued for at least 1 
year. Pioglitazone has been shown to reduce in stent 
re-stenosis, but given it is a cause of fluid retention 
and may worsen heart failure, any effect on stent re- 
stenosis is subsidiary to increased risk of heart 
failure. 



No.:82 

You are asked to review a 48-year-old woman who has 
treated hypertension, well-controlled atrial fibrillation, 
has had two failed cardioversions, and has a ventricular 
rate of 75 beats/min. An echocardiogram reveals a 
structurally normal heart. She is worried about having a 
stroke. She has no other significant past medical history. 
What is the best plan of treatment for her? 

Warfarinisation 

(* . . 

Aspirin 






Clopidogrel 

Aspirin and clopidogrel concurrently 



Reassurance 



No.:82 
Aspirin 

Recent NICE guidelines suggest that warfarinisation 
is the optimal management for patients with 
persistent atrial fibrillation who are at risk of 
embolic stroke according to their algorithm. In this 
case however she is 48 years of age and we are not 
given any evidence of concomitant risk factors. As 
such she should be managed with aspirin. CHADS2 
also adds information with respect to potential 
stroke risk, it incorporates presence of CHF, blood 
pressure, age, diabetes mellitus and presence of a 
prior stroke or TIA. 
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A 47-year-old woman is referred for an opinion with 
atrial fibrillation. On examination she has a small volume 
pulse, distended jugular veins, left parasternal lift, a 
tapping apex impulse, and there is a loud first heart sound 
and a mitral early- to mid-diastolic murmur. There also 
appears to be a mid-diastolic tricuspid murmur. 
What diagnosis fits with this clinical picture? 



. 



* 



♦ 



Mitral stenosis 
Atrial septal defect 
Tricuspid regurgitation 
Lutembacher's syndrome 
Eisenmenger's syndrome 
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Lutembacher's syndrome 

This was first described in 1916 by Lutembacher, 
and is a syndrome characterised by both mitral 
stenosis and atrial septal defect (ASD). Both 
conditions may be congenital and occur 
concurrently, or the mitral stenosis may occur as a 
result of rheumatic fever or other cause. Incidence of 
Lutembacher's syndrome is higher in women due to 
the higher incidence of congenital ASD. Cardiac 
signs are mixed due to the two concurrent lesions. 
Presentation is typically in later life, with fatigue or 
atrial fibrillation. Ideally, surgery should be 
performed as early as possible due to the risks of 
Eisenmenger's syndrome in untreated patients. 






F 
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You see a 20-year-old man in clinic who has been 
referred for investigation of mild heart failure for which 
his general practitioner prescribed furosemide 40 mg 
twice daily. This resulted in some improvement in 
symptoms. On examination the patient appears well. He 
has a sinus tachycardia of 1 10 beats/min and blood 
pressure is 120/85 mmHg. Chest examination reveals 
mild coarse crepitations at both lung bases. You also note 
that he has hypertrophied calves, but examination of his 
lower limbs reveals proximal muscle weakness and 
weakness of plantar flexion. Reflexes are normal. The 
patient has had a trans-thoracic echocardiogram which 
showed a dilated left ventricle with global hypokinesia 
and an ejection fraction of <50%. 
Blood results are shown below. 



No.:84 

Becker muscular dystrophy 

Becker muscular dystrophy is an X-linked genetic 
disorder resulting from a mutation in the dystrophin 
gene. The clinical picture is similar to that of 
Duchenne's muscular dystrophy but it is much 
milder. Patients usually present between the ages of 
5 and 15 years, though presentation may not be until 
the fourth or fifth decade. Patients may present with 
heart failure secondary to dilated cardiomyopathy 
instead of the classic proximal muscle weakness. 
Inheritance is X-linked recessive. 



Haemoglobin (Hb) 


12.6 g/dl (13-18) 


White cell count (WCC) 


8xl0 9 /l(4-llxl0 9 ) 


Urea 


6 mmol/1 (2.5-7.5) 


Creatinine 


90mmol/l(60-110) 


Potassium 


3.8 mmol/1 (3.5-4.9) 


Sodium 


140 mmol/1 (137-144) 


Chloride 


100 mmol/1 (95-107) 


Creatine kinase 


2100 U/l (24-195) 






What is the most likely diagnosis? 






Viral myocarditis 

Fascioscapulohumeral muscular dystrophy 
Becker muscular dystrophy 
Duchenne's muscular dystrophy 
Myotonic dystrophy 
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A 40-year-old woman presents to the accident and 
emergency department with palpitations and 
lightheadedness. The symptoms began suddenly 3 h ago 
while she was playing golf. She is otherwise well and has 
no significant past history. On examination she appears 
well with a normal respiratory rate. Her blood pressure is 
120/75 mmHg. She is afebrile. Her electrocardiogram 
(ECG) reveals a regular narrow complex tachycardia with 
a rate of 170/min. There are no flutter waves but 
retrograde p- waves are visible in the inferior leads. 
What is the most appropriate initial management? 






• 



DC cardioversion 

Amiodarone 

Adenosine 

Vagal manoeuvres 

Anticoagulation followed by DC cardioversion 



No.:85 

Vagal manoeuvres 

The differential diagnosis of a regular, narrow 
complex tachycardia is supraventricular 

tachycardia, sinus tachycardia and atrial flutter. The 
absence of flutter waves excludes atrial flutter. 
Retrograde p-waves in the inferior leads are typical 
of supraventricular tachycardia. Most of the patients 
who presnent with paroxysmal SVT have AV nodal 
re-entrant tachycardia. These arrhythmias depend 
on AV nodal conduction and therefore can be 
terminated by transiently blocking AV nodal 
conduction. Vagal manoeuvres are the first-line 
treatment in haemo dynamically stable patients. 
These slow conduction in the AV node and can 
potentially interrupt the re-entrant circuit. 

If vagal stimulation is unsuccessful then this is 
followed by intravenous adenosine. If this fails then 
she could be considered for cardioversion. 
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A 47-year-old woman with a known history of congestive 
cardiac failure presents with a 1-day history of worsening 
dyspnoea, orthopnoea and paroxysmal nocturnal 
dyspnoea. On examination she is pale and sweating, with 
peripheral cyanosis, a respiratory rate of 40/min, a pulse 
rate of 160/min and a blood pressure of 80/50 mmHg. 
She has coarse crackles throughout both lung fields and a 
gallop rhythm on auscultation. Her electrocardiogram 
(ECG) reveals sinus tachycardia and left ventricular 
hypertrophy. After initial treatment with oxygen, 
furosemide lmg/kg intravenous (IV), morphine IV and 
sublingual nitroglycerine (GTN), her repeat blood 
pressure measurement is 80/40 mmHg. 
What is the most appropriate next step in 
management according to AHA recommendations? 
(? 



• 



Intravenous noradrenaline 0.5-30 ng/min 
Intravenous dopamine 5-15 ug/min 
Intravenous dobutamine 2-20 ug/min 
Intravenous nitroglycerine 10 (ig/min 
Intravenous fluid bolus 






No.:86 

Intravenous dopamine 5-15 (ig/min 

The first step in the American Heart Association 
Advanced Cardiac Life Support guidelines for the 
treatment of acute pulmonary oedema is the same 
for all patients after initial evaluation: high-flow 
oxygen, furosemide 0.5-1 mg/kg intravenous (IV), 
morphine 2-4 mg IV, and sublingual nitroglycerine 
(GTN). The second step is dictated by the systolic 
blood pressure (BP) after initial treatment: If the BP 
is >100 mmHg, start IV nitroglycerine 10-20 ug/min; 
with a BP of 70-100 mmHg, with no signs or 
symptoms of shock start IV dobutamine 2-20 
ug/min; if the BP is 70-100 mmHg with signs or 
symptoms of shock, start IV dopamine 5-15 ug/min; 
if the BP is less than 70 mmHg with signs or 
symptoms of shock, start IV noradrenaline 0.5-30 
ug/min. European recommendations between the 
choice of dobutamine or dopamine in this situation 
are less clear, but dopamine at high dose may 
paradoxically lead to reduced renal perfusion. 
Further diagnostic and therapeutic considerations 
include investigation for myocardial ischaemia or 
other underlying causes, and treatment with 
pulmonary artery catheter or intra-aortic balloon 
pump. 
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A 35-year-old woman presents to the accident and 
emergency department with a 2 day history of dyspnoea 
on minimal exertion, paroxysmal nocturnal dyspnoea and 
a non-productive cough. She is 36 weeks pregnant with 
twins, the pregnancy having been thus far uncomplicated. 
She has had two previous uncomplicated pregnancies 
which resulted in normal vaginal deliveries. There is no 
history of headache, visual disturbance, abdominal pain 
or peripheral oedema. There is no history of 
cardiovascular disease. There is no history of alcohol or 
illicit drug ingestion. She is a non-smoker. On 
examination the patient is tachypnoeic with a respiratory 
rate of 28/min and she has a tachycardia of 1 30/min. Her 
pulse is regularly regular. She has an elevated jugular 
venous pulse, a loud P2 and coarse crackles at both lung 
bases. Blood pressure is 100/60 mmHg. There is no 
hyperreflexia or clonus. She is afebrile. A chest X-ray 
performed with abdominal shielding reveals 
cardiomegaly and bilateral pulmonary oedema. 
Transthoracic echocardiogram reveals left systolic 
dysfunction with an ejection fraction of 30%. Urinalysis 
is normal. Full blood count, urea and electrolytes, 
troponin and liver function tests are all within normal 
limits. The ECG reveals sinus tachycardia. There are no 
ischaemic changes. 
What is the most likely diagnosis? 



♦ 



Pre- eclampsia 

Eclampsia 

Hypertensive cardiomyopathy 

Non-cardiogenic pulmonary oedema of pregnancy 

Peripartum cardiomyopathy 
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Peripartum cardiomyopathy 

Peripartum cardiomyopathy is a dilated 
cardiomyopathy of uncertain aetiology occurring in 
the last month of pregnancy or within 5 months after 
delivery. Symptoms are the same as those of cardiac 
failure in non-pregnant patients. In order to make 
the diagnosis there must be (1) absence of any other 
cause for the cardiac failure, (2) absence of heart 
disease before the last month of pregnancy, and (3) 
documented systolic dysfunction. Pre-eclampsia is an 
important differential and must be excluded. A 
history of visual disturbance, headache, abdominal 
pain and peripheral oedema along with 
hyperreflexia, clonus, right-upper-quadrant 

tenderness, renal impairment and proteinuria all 
suggest pre-eclampsia. Treatment is the same as for 
the non-pregnant patient with cardiac failure, 
although angiotensin-converting enzyme inhibitors 
should be avoided. The mainstay of medical 
treatment is digoxin and loop diuretics. If indicated 
nitrates and inotropic support with dobutamine 
should be used. 



F 
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A 16-year-old congenitally deaf girl is brought into the 
accident and emergency department following an episode 
of collapse which occurred while playing tennis. She had 
fallen to the ground unconscious and spontaneously 
recovered consciousness a couple of minutes later. The 
previous week she had begun a course of clarithromycin 
for a chest infection. When you see her, her vital signs 
are stable and examination of the cardiovascular and 
respiratory systems are unremarkable. An 
electrocardiogram (ECG) is performed which reveals 
sinus rhythm with a rate of 70/min, a P-R interval of 0. 1 5 
s, a QRS interval of 0. 1 1 s and a corrected QT interval of 
0.48 s. 
What is the most likely diagnosis? 



• 



Romano-Ward syndrome 
Jervell-Lange-Nielsen syndrome 
Wolff-Parkinson-White syndrome 
Lown-Ganong-Levine syndrome 
Brugada syndrome 



an: ft 



No.:88 

Jervell-Lange-Nielsen syndrome 

The normal range for the duration of the corrected 
QT interval (QT C ) is 0.35-0.43 s. Long QT syndrome 
is a congenital disorder characterised by a prolonged 
QT interval. When it is associated with congenital 
deamess it is termed Jervell-Lange-Nielsen 
syndrome. Long QT syndrome carries a risk of 
ventricular tachyarrhythmias which may present 
with syncope, cardiac arrest or sudden death. The 
risk of tachyarrhythmias is increased by 
hypomagnesaemia, hypokalaemia and drugs which 
prolong the QT interval, of which clarithromycin is 
one. Beta-blockers are the drugs of choice for 
patients with Long QT syndrome. 



FI 
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A 5 5 -year-old male is referred by general practitioner for 
evaluation of syncope, which occurred during his brisk 
morning walk. The patient is known to have 
hypercholesterolaemia and is taking simvastatin 20 mg 
od. He is a lifelong non-smoker and has no family history 
of coronary artery disease. He weighs 72 kg and his 
height is 170 cm. His blood pressure (BP) is 1 10/90 
mmHg, carotid pulse is slow rising and apex beat is 
palpable in 5th intercostals space. The first heart sound is 
normal, the second heart sound is soft; there is an 
ejection systolic murmur at the second right intercostal 
space, radiating to both carotids. 

Investigations reveal: 



Total cholesterol 



Low-density lipoprotein (LDL) 



High- density lipoprotein 
(HDL) 



6.4 mmol/1 



3.8 mmol/1 



1.05 mmol/1 



lectro cardiogram (ECG) reveals left ventricular 
hypertrophy. 

Chest X-ray is unremarkable. 

Echocardiogram reveals mean aortic valve area of 0.5 
cm2 and peak transvalvular gradient of 80 mmHg. 






What is the next best step in this patient's 
management? 

Percutaneous aortic balloon valvulotomy 






Aortic valve replacement 
Treadmill stress test 
Coronary angiography 
Start an ACE inhibitor 
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Coronary angiography 

This patient has severe symptomatic (syncope) aortic 
stenosis (AS) as shown by the mean aortic valve area 
of 0.5 cm 2 and mean peak transvalvular gradient of 
80 mmHg. 

All symptomatic patients with severe AS should 
undergo aortic valve replacement, as prognosis 
without surgery is poor. Coronary artery disease 
(CAD) is common in patients with AS and this 
patient's age, sex and hypercholesterolaemia puts 
him at risk of CAD. Therefore he should undergo 
cardiac angiography to assess the need of 
revascularisation at the time of surgery in the form 
of coronary artery bypass grafting. Hence option D 
is the best answer. 

Percutaneous balloon valvulotomy (option A) has 
high restenosis rate and is only performed as bridge 
to surgery in unstable patients. 

With regard to his hypercholesterolaemia, there is 
room for better lipid lowering, hence either his 
simvastatin should be increased or he should be 
swapped to a more powerful statin. 
A stress test (option C) is a relative contraindication 
in severe AS. 
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A 4 5 -year-old male known to have idiopathic dilated 
cardiomyopathy and ejection fraction of 30% is evaluated 
in the clinic. He is on digoxin 0. 125mg od, furosemide 40 
mg bid and enalapril 10 mg bid. He is able to walk one 
block without symptoms and has no orthopnoea. He 
weighs 78 kg, pulse is 70 beats/min, jugular venous pulse 
(JVP) 2 cm above the sternal notch, both heart sounds 
normal with no murmur, chest is clear to auscultation and 
trace pedal oedema. He is started on carvedilol 3. 125 mg 
bid. The patient comes to clinic next week and describes 
tiredness and mild orthopnoea. His JVP is 4 cm above the 
sternal notch; there are fine inspiratory rales at both bases 
and 1+ pedal oedema. 

What is the most appropriate next step in this 
patient's management? 

Increase the dose of digoxin to 0.25 mg od 

Increase the dose of furosemide to 60 mg bid 






Stop carvedilol 

Add hydrochlorothiazide 25 mg od 

Stop carvedilol and increase enalapril to 1 5 mg bid 
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Increase the dose of furosemide to 60 mg bid 

Long-term use of beta-blocker in patients with heart 
failure, who are already taking diuretics and 
angiotensin-converting enzyme (ACE) inhibitors, has 
been shown to improve the symptoms and reduce the 
rate of hospitalisation and death. 

Beta-blocker should be initiated in small doses and 
in stable patients who have little or no evidence of 
fluid overload. Once started, patients should be 
monitored for worsening of symptoms or fluid 
retention. Patients should be educated about possible 
worsening of symptoms and to weigh themselves 
daily. If worsening of symptoms or fluid retention 
occurs as in this patient, it should be managed by 
increasing the dose of diuretics, hence option B is the 
right answer. 

Stopping the beta-blocker (options C and E) is only 
required if there is heart block, hypotension or 
severe pulmonary oedema. It is better to try and 
continue the carvedilol if possible. 

There is no evidence that a higher dose of digoxin 
(option A) works better than a lower dose. 
Addition of thiazide diuretics to loop diuretics 
(option D) might be considered in patients refractory 
to high doses of loop diuretics. 
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A 55-year-old man presents to emergency department 
with acute onset of crushing retrosternal chest pain that 
started 3 h ago. Other than hypertension, he has no past 
medical history of note. He has a pulse of 73 beats/min, 
blood pressure (BP) of 1 1 3/63 mmHg, jugular venous 
pulsation is seen up to 3 cm above the sternal notch and 
the chest is clear to auscultation. An electrocardiogram 
(ECG) shows ST segment elevation in leads V\ to V 5 . 
The patient receives chewable aspirin and thrombolytic 
therapy. Two hours after admission the ECG monitor 
shows Mobitz Type 2 second-degree heart block. The 
patient has a heart rate of 58 beats/min and blood 
pressure of 105/60 mmHg and denies any symptoms. 

What is the best next step in this patient's 
management? 






Temporary transvenous pacemaker 

Atropine 0.5 mg 

Temporary transcutaneous pacemaker 

Angiography 

No treatment required 



ANG 
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Temporary transvenous pacemaker 

Mobitz type II block in the setting of an anterior 
myocardial infarction (MI) is associated with 
unstable escape rhythm and significant risk of 
progression to complete heart block with little 
warning. Therefore it is an indication for temporary 
transvenous pacing regardless of symptoms. 
Transcutaneous pacing is uncomfortable for the 
patient and should be avoided. Other indications for 
transvenous pacing in setting of acute MI are: 

• asystole 

• symptomatic sinus bradycardia or Mobitz I block 
not responding to atropine 

• new bundle branch block (BBB) with first-degree 
heart block 

• an old right BBB with first degree atrioventricular 
(AV) block and anew fascicular block 
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You are called by a surgical colleague for pre-operative 
assessment of a 68-year-old male. The patient has been 
admitted with history of abdominal pain and diagnosed to 
have acute cholecystitis. He is posted for laparoscopic 
cholecystectomy next morning. The patient has been 
diabetic for 8 years, controlled with oral hypoglycaemic 
agents, and has non-proliferative diabetic retinopathy and 
microalbuminuria. He has never experienced chest pain, 
dyspnoea, orthopnoea or claudications. His heart rate is 
76 beats/min and regular, blood pressure 145/85 mmHg, 
jugular venous pulse is seen up to 3 cm above the sternal 
notch, both heart sounds are normal and there is no pedal 
oedema. 

Investigations reveal: 



Complete blood count 



Electrocardiogram (ECG) 



Chest X-ray 



Hemoglobin A ic 



Total cholesterol 



Low-density lipoprotein 
(LDL) 



High- density lipoprotein 
(HDL) 



Normal 



Normal 



Normal 



6.5% 



5.1 mmol/1 



2.9 mmol/1 



1.05 mmol/1 






No.:92 
Atenolol 

This patient has several risk factors for coronary 
artery disease such as age, sex and diabetes mellitus, 
which puts him at risk of developing perioperative 
myocardial ischemia. Use of beta-blocker has been 
shown in multiple studies to reduce the likelihood of 
this complication and should be started. 
Angiotensin-converting enzyme inhibitors and 
diuretics have not been shown to be effective in this 
regard. 

While statin therapy may reduce the incidence of 
perioperative complications in patients undergoing 
non-cardiac vascular surgery, the evidence is less 
established for non-vascular surgery. 



An echocardiography shows an ejection fraction of 55 % 

and no 

regional wall motion abnormalities 



Which of the 
to surgery? 

Atenolol 

Captopril 

Simvastatin 

Enalapril 

Hydrochlorothiazide 



following drugs should be started prioi 
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A 58-year-old male presents with history of left-sided 
chest pain on exertion. He has 30 -pack year history of 
smoking. Physical examination reveals blood pressure 
(BP) 98/65 mmHg, pulse 88 beats/min, respiratory rate 
14/min. There is a delayed carotid upstroke, sustained 
apex beat, normal first heart sound, the aortic component 
of the second heart sound is soft and 4th heart sound is 
audible. 
Investigations reveal: 



ECG 



Chest X-ray 



Echocardiography 



Left ventricular hypertrophy 



Normal 



Calcific aortic stenosis with 
valve surface area of 0.5cm 2 
and peak systolic gradient of 90 
mmHg 
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AVR and bypass grafting of the LAD using the left 
internal mammary artery (LIMA) 

This patient has severe symptomatic aortic stenosis, 
which is an indication for aortic valve replacement. 
He also has LAD stenosis. As the patient is to have 
AVR, a concomitant bypass grafting of the LAD 
using the LIMA is the most appropriate option. The 
long-term patency of the LIMA is superior to that of 
a saphenous vein graft. 

Percutaneous balloon aortic valvotomy is only used 
as a bridge to surgery in selected patients who are 
too sick to undergo AVR. 



The patient undergoes coronary angiography that reveals 
80% stenosis in the proximal left anterior descending 
(LAD) artery. 

Which of the following is the best management option 
for this patient? 

(? 

Balloon aortic valvotomy plus angioplasty and 

stenting of the LAD 

Angioplasty and stenting of the LAD followed by 
aortic valve replacement 

AVR and bypass grafting of the LAD using the left 
internal mammary artery (LIMA) 

AVR and LAD bypass grafting using saphenous 
vein graft 



♦ 



None of the above 






F 
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An 18-year-old college student presents with history of 
ingestion of 30 tablets of digoxin. On arrival his pulse 
rate is 44/min and regular, blood pressure 95/55 mmHg, 
no jugular venous distension, normal heart sounds and 
clear chest. He receives atropine 0.5mg intravenous (iv) 
and his pulse rate increases to 58/min, and blood pressure 
improves to 105/60 mmHg. The patient is admitted to the 
coronary care unit, a nasogastric tube is placed and 15 g 
charcoal is administered through it. 
His investigations reveal: 



Serum potassium 


4.8 mmol/1 


Serum sodium 


139mmol/l 


Serum chloride 


99 mmol/1 


Serum bicarbonate 


22 mmol/1 


Serum creatinine 


99 umol/1 


Serum digoxin 


8.5 nmol/1 


Electrocardiogram 
(ECG) 


Sinus bradycardia at rate 
of 55/min 
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Digoxin-specific Fab fragment 

This patient has symptomatic recurrent bradycardia 
because of digoxin toxicity, although he has 
responded to atropine, Fab fragment should be 
administered to prevent recurrent bradycardia, as 
the effect of atropine will subside quickly. 
Indications for administration of Digoxin specific 
Fab Fragment are: 

• haemo dynamic instability 

• life-threatening arrhythmias 

• serum potassium >5 mmol/1 in acute toxicity 

• plasma digoxin level >13nmol/l 

• ingestion of more than 10 mg digoxin in adults and 
4 mg in children 



After half an hour the patient feels dizzy and heart rate 
drops to 45/min; another iv atropine 0.5 mg improves his 
heart rate to 55/min and symptoms resolve. 

What is the most appropriate further treatment for 
this patient? 



♦ 



Isoproterenol infusion 
Adrenaline infusion 
Transcutaneous pacemaker 
Temporary transvenous pacemaker 
Digoxin-specific Fab fragment 
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A 55 year old Indian male known to have ankylosing 
spondylitis is referred by his general practitioner for 
evaluation of a murmur. The patient has no history of 
chest pain, orthopnoea, paroxysmal nocturnal dyspnoea, 
pedal oedema or abdominal swelling. He is a lifelong 
non-smoker, has no family history of premature coronary 
artery disease and his lipid profile is normal. Apart from 
ankylosing spondylitis, he has no other past medical 
history of note. He takes no medications apart from 
occasional diclofenac for his back pain. Examination of 
cardiovascular system reveals, blood pressure 140/50 
mmHg, bounding pulses at a rate of 88 beats/min, no 
jugular venous distension, apex beat at the 6th 
intercostals space that is diffuse and hyperdynamic, and a 
diastolic murmur at the left sternal edge. The lung fields 
are clear to auscultation and there is no pedal oedema. 
An echocardiogram reveals sever aortic regurgitation 
(AR) and an ejection fraction (EF) of 45%. 

What is the most appropriate management for this 
patient? 

Start nifedipine and repeat echocardiography after 6 
months 

Start enalapril and repeat echocardiography after 6 
months 
^** \ a 

Start enalapril and repeat echocardiography after 3 

months 

Aortic valve repair 
Aortic valve replacement 
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Aortic valve replacement 

The objective of this question is to know the 
indications of aortic valve replacement (AVR) for 
patients with severe aortic regurgitation (AR). All 
symptomatic patients with severe AR should have 
AVR. Asymptomatic patients with severe AR should 
also undergo AVR if they have depressed left 
ventricular (LV) function (ejection fraction 
(EF)<50%) or if they have severe LV dilatation (end- 
diastolic dimension >75 mm and end-systolic 
dimension >55 mm). Similarly patients with severe 
AR undergoing coronary artery bypass grafting or 
surgery on the aorta or any other valve should have 
AVR at the time of surgery. Vasodilator therapy in 
the form of angiotensin-converting enzyme inhibitors 
or nifedipine should be given to patients who do not 
have indications for AVR. 
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A 26-year-old male is referred by general practitioner for 
electrocardiogram (ECG) abnormality discovered on 
routine pre-employment check up. The ECG reveals a 
prolonged QT interval of 0.52 s. The patient has no 
history of palpitations or syncope and has no family 
history of sudden cardiac death. The physical 
examination is unremarkable and blood chemistry shows 
normal levels of potassium and magnesium. The patient 
is not taking any drugs and leads a sedentary life. 

What is the best management for this patient? 

Left stellate cardiac ganglionectomy 

Atenolol 50 mg a day 

Dual chamber pacemaker 

Implantable cardioverter defibrillator (ICD) 

Implantable cardioverter defibrillator plus beta- 
blockers 



No.:96 

Atenolol 50 mg a day 

Beta-blockers are the mainstay of therapy for 
asymptomatic, as well as symptomatic patients with 
idiopathic long QT syndrome. The activity of the left 
stellate ganglion is greater compared to the right 
stellate ganglion in normal individuals. Animal and 
human studies have shown that right stellectomy or 
primary increase in the output of the left stellate 
ganglion increases the QT interval. Beta-blockers 
decrease sympathetic activation from the left stellate 
ganglion. Beta-blockers also decrease the maximal 
heart rate achieved during exertion and thereby 
prevent exercise-related arrhythmic events that 
occur in long QT syndrome. 

Patients who experience ventricular arrhythmias or 
aborted sudden cardiac death despite beta-blocker 
therapy should have an implantable cardioverter 
defibrillator (ICD) in addition to beta-blockers. 
Left stellate cardiac ganglionectomy is an invasive 
procedure and results in Horner's syndrome. It is 
performed in patients who have symptoms despite 
beta-blockers and have frequent shocks with ICD. 
Dual chamber pacing might be beneficial in subset of 
patients with long QT syndrome type 3. 
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A 58-year-old female presents with history of fever of 
one week's duration associated with rhinorrhoea, 
headache and cough productive of yellowish sputum. The 
patient has had diabetes for 8 years complicated by 
painful peripheral neuropathy. Her present medications 
include gliclazide 40 mg twice daily, metformin 500 mg 
three times a day and amitriptyline 75 mg at bedtime. 
Physical examination reveals temperature 38°C, 
respiratory rate 1 8/min, blood pressure 1 10/70 mmHg, 
mild posterior pharynx erythema, tenderness over the 
maxillary sinus and fine inspiratory crackles at the right 
lung base. 

Investigations show: 



Chest X-ray 


Infiltrates at right lower 
zone 


White cell count 


9 x 10 9 /1 


Haemoglobin 


11 g/dl 


Reticulocyte count 


6% 


Serum sodium 


132mmol/l 


Serum potassium 


4 rnmol/1 


Serum chloride 


98 mmol/1 


Serum bicarbonate 


22 mmol/1 


Serum bilirubin 


40 fxmol/1 



Which of the following drugs should be used to treat 
this patient? 



* 



Erythromycin 
Levofloxacin 

Amoxicilin/clavulanic acid 
Doxycycline 
Rifampicin 



No.:97 



Doxycycline 



This patient has pneumonia and evidence of 
haemolysis (reticulocyte sis and 

hyperbilirubinemia). This suggests mycoplasma 
pneumoniae as a possible aetiological agent. 
Macrolides, fluoroquinolones like levofloxacin and 
doxycycline can all be used to treat mycoplasma. 
However, this patient is taking amitriptyline that can 
cause prolongation of the QT interval. Prescribing 
another agent that can also prolong the QT interval 
such as macrolides or levofloxacin can be hazardous. 
Hence doxycycline is the best therapy for this 
patient. Other antimicrobial agents that can cause 
prolongation of QT interval include: 

pentamidine 

spiramycin 

chloroquine 

halofantrine 

mefloquine 

Management of drug-induced long QT syndrome is 
to stop the precipitating drug, correction of any 
electrolyte disturbance like hypokalaemia or 
hypomagnesaemia, and treatment of associated 
ventricular arrhythmia. First-line pharmacological 
therapy for drug-induced long QT syndrome is 
intravenous magnesium sulphate 2 g administered as 
bolus over 1-2 min, followed by another bolus in 15 
min if required, or continuous infusion at a rate of 5- 
20 mg/min. 
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A 55-year-old Nigerian male presents with history of 
progressive swelling of his feet of 3 months' duration. He 
has also noticed gradually increasing abdominal 
distension. He has no history of chest pain, orthopnoea or 
paroxysmal nocturnal dyspnoea. He has been diabetic for 
the past 2 years, well controlled on metformin 850 mg 
twice daily. Physical examination reveals pulse rate of 
85/min, blood pressure 1 1 5/95 mmHg with a systolic 
postural drop of 20 mmHg and jugular venous distension. 
Heart sounds are normal and the chest is clear to 
auscultation. The liver edge is palpable 3 cm below the 
costal margin. There is bilateral pitting oedema up to the 
knees. 



Investigations 


reveal: 


White blood 
cells 


10xl0 9 /l 


Hemoglobin 


12.5 g/dl 


Platelets 


165 x 10 9 /1 


Chest X-ray 


Normal cardiothoracic ratio 
and clear lung fields 


Electrocardiogram (ECG) is shown below: 




-n — * - r — * t 
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Echocardiography Mild dilatation of the atria, concentric 
left ventricular thickening, impaired diastolic relaxation 
and ejection fraction of 55% 

Which of the following is the most likely diagnosis in 
this patient? 

Cardiac amyloidosis 



* 



Haemochromatosis 
Cardiac sarcoidosis 
Diabetic nephropathy 
Ischaemic cardiomyopathy 
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Cardiac amyloidosis 

Cardiac amyloidosis most commonly presents as 
restrictive cardiomyopathy. The clinical findings are 
those of right heart failure ie jugular venous 
distension and peripheral oedema, whereas 
orthopnoea and paroxysmal nocturnal dyspnoea are 
typically absent. In more advanced stages systolic 
dysfunction also occurs. Postural hypotension can 
occur as a result of poor ventricular filling or 
associated autonomic neuropathy. Combination of 
low-voltage electrocardiogram (ECG) and thickened 
ventricular walls is one of the characteristic features 
of cardiac amyloidosis. Other echocardiographic 
abnormalities include dilatation of atria, thickened 
interatrial septum, diastolic dysfunction and small- 
volume ventricles. The most distinctive feature of 
cardiac amyloidosis is a sparkling, granular 
appearance of the myocardium, but this is a 
relatively insensitive feature occurring only in about 
25% of cases. 

Cardiac amyloidosis usually occurs in setting of light 
chain amyloidosis (AL) and hereditary amyloidosis, 
and rarely in secondary amyloidosis. 

Haemochromatosis and sarcoidosis can also cause 
restrictive cardio myopathy, but the combination of 
ventricular wall thickness and low-voltage ECG 
make the diagnosis of cardiac amyloidosis more 
likely. 

Echocardiography in ischaemic cardiomyopathy 
usually reveals systolic dysfunction and regional wall 
motion abnormalities. 

Diabetic nephropathy does not explain the 
electrocardiographic and echocardiographic findings 
in this patient. 
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A 56-year-old male presents to outpatient clinic for 
evaluation prior to his coronary angiography that is 
scheduled the next day. The patient has had diabetes 
mellitus for 8 years and is currently taking metformin 
500 mg three times a day. He had suffered from recent 
onset of chest discomfort on exertion, and on a treadmill 
test was found to be positive for stress-induced 
ischaemia. He is currently taking aspirin 300 mg a day, 
clopidogrel 75 mg a day, atenolol 50 mg a day and 
fosinopril 10 mg a day. Physical examination reveals a 
pulse rate of 62 beats/min, blood pressure of 105/65 
mmHg and jugular venous distension up to 2 cm above 
the sternal notch. The heart sounds are normal and chest 
is clear to auscultation. Electrocardiogram (ECG) reveals 
T wave inversion in leads I and aVL. 

Which of the following medications should be stopped 
prior to his coronary angiography? 






Metformin 

Aspirin 

Clopidogrel 

Atenolol 

Fosinopril 



ANG 



No.:99 
Metformin 

About 5% of patients undergoing cardiac 
catheterisation experience contrast-induced renal 
dysfunction. Patients with diabetes and prior renal 
dysfunction are at increased risk. Renal impairment 
increases the risk of accumulation of metformin and 
lactic acidosis. Therefore, metformin should be 
stopped prior to coronary angiography and 
reinstated 48 h after the procedure if renal functions 
are found to be normal. 

Aspirin and clopidogrel are important adjuncts to 
any percutaneous coronary intervention that might 
be done during coronary angiography. 
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A 4 5 -year-old male was diagnosed with idiopathic 
dilated cardiomyopathy 8 years ago. Two months ago he 
was admitted with decompensated congestive heart 
failure (CHF) and echocardiogram performed at that time 
revealed an ejection fraction of 20%. He was discharged 
on furosemide 60 mg in morning and 40 mg in evening, 
enalapril 10 mg twice daily and digoxin 0.125 mg/day. 
He now presents to the emergency department with 
progressively increasing swelling of the lower limbs and 
shortness of breath over one week. He has blood pressure 
of 130/95mmHg, heart rate of 105/minute, jugular 
venous distension, a third heart sound gallop and diffuse 
crackles all over the chest. He improves after receiving 
morphine 5 mg and two boluses of furosemide 60 mg 
intravenously. Electrocardiogram (ECG) reveals sinus 
tachycardia. He is admitted under cardiology service. 

Blood drawn in emergency for electroly tes shows: 



Serum sodium 


122 mmol/1 


Serum chloride 


92 mmol/1 


Serum creatinine 


130 mmol/1 


Serum bicarbonate 


21 mmol/1 


Serum potassium 


3.7mmol/l 



ANG 



Which of the following is most appropriate step in 
correcting this patient's hyponatraemia? 



Restrict water intake to 1 1 per day 



'• 



Stop furosemide until serum sodium is above 128 
mmol/day 






Administer hypertonic saline 30 ml/h 
Start lithium 100 mg three times a day 
Administer normal saline 50 ml/h 
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Restrict water intake to 1 1 per day 

Hyponatraemia is a frequent finding in patients with 
advanced heart failure and is associated with poor 
outcomes. Patients with congestive heart failure 
(CHF) have decreased cardiac output and effective 
blood circulating volume. This results in activation 
of the renin-angiotensin system and release of 
antidiuretic hormone (ADH) and subsequent failure 
of excretion of ingested water. 

Water restriction is the first-line and mainstay of 
therapy in hyponatraemic patients with CHF. 
Stopping furosemide will not be possible for a 
patient who has decompensated heart failure. 
Similarly, administration of hypertonic saline is only 
indicated if there is neurological manifestation of 
hyponatremia. Moreover hypertonic or isotonic 
saline administration will be poorly tolerated in a 
volume-overloaded patient. Lithium can inhibit the 
action of ADH, but has slow onset of action and 
numerous central nervous system and cardio toxic 
effects. 
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A 4 5 -year-old female presents with history of severe 
retrosternal chest pain of one-day's duration. The pain 
radiates to the back and left shoulder and increases with 
inspiration, coughing and changes in body posture. On 
examination her blood pressure is 105/8 5mmHg, heart 
rate 1 1 0/min, respiratory rate 22/min and temperature of 
38. 1°C. Heart sounds are normal and a friction rub is 
heard during expiration. Electrocardiogram (ECG) 
reveals ST segment elevation in limb as well as chest 
leads and ST segment depression in aVR. She has a white 
cell cont of 14000/ml with left shift and erythrocyte 
sedimentation rate of 55 mm in the first hour. An 
echocardiogram is ununremarkable. She responds well 
over the next few days to ibuprofen 800 mg qid and is 
discharged home. She presents 5 months later with low- 
grade fever and chest pain. She describes similar 
symptoms 3 months after the initial episode that 
responded to ibuprofen that she took on her own. She is 
started on ibuprofen again and work-up for autoimmune 
screening is requested which turns out to be negative. 
However despite 7 days' therapy with ibuprofen she 
experiences bouts of chest pain. 



No.:101 
Colchicine 

Between 15% and 30% of patients with apparently 
idiopathic acute pericarditis may have recurrent 
attacks and this is considered to be an autoimmune 
phenomenon. Colchicine is useful both in acute 
episode and to prevent recurrence of pericarditis. 
Prednisolone can be considered in patients who fail 
to respond to non-steroidal anti-inflammatory drug 
and colchicine therapy. Pericardectomy is only 
indicated once thorough medical therapy has failed. 
Pericardial biopsy in patients with recurrent 
pericarditis without effusion is unlikely to be 
revealing and is not needed. 



What is the next best step in management of this 
patient? 

Pericardial biopsy 

Prednisolone 

Pericardectomy 

Colchicine 

Cyclosporin 
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A 32-year-old male is referred to outpatient clinic for 
evaluation of abnormal electrocardiogram (ECG) (Wolff- 
Parkinson-White syndrome), performed after a motor 
vehicle accident in which patient sustained minor chest 
trauma. He is asymptomatic and has never had any chest 
pain, shortness of breath, syncope or light- headedness. 
He has only suffered a couple of periods of palpitations 
in the past 3 years, lasting for around 20 minutes each 
time. He has no family history of sudden death and no 
past medical history of note. He works as an accountant. 

What is the most appropriate step in this patient's 
management? 

Holter monitoring and advise him not to drive in the 
mean time 

Amoidarone 

Radio frequency catheter ablation of accessory 
pathway 



• 



Surgical ablation of accessory pathway 
Observation 



ANG 
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Holter monitoring and advise him not to drive in the 
mean time 

The average incidence of p re-excitation syndrome in 
a healthy population is 0.15%. The prevalence 
decreases with age, apparently because of loss of pre- 
excitation. The risk of sudden cardiac death in 
asymptomatic patients with Wolff-Parkinson-White 
syndrome is low, and these patients do not require 
any treatment. Some of these patients may lose 
evidence of ventricular p re-excitation with time. 
Radiofrequency catheter ablation might be carried 
out in asymptomatic patients if they engage in high- 
risk professional activity like pilots. 



FI 
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A 38-year-old male has been found to have elevated 
blood pressure (BP) on several occasions over the last 
three months. His systolic BP has been around 155 
mmHg and diastolic 95 mmHg. He has 5 pack year 
history of smoking and consumes 3 to 4 units of alcohol 
per day. He has no personal or family history of coronary 
artery disease, stroke or diabetes. His weight is 93 kg and 
height 1 62 cm. Physical examination is unremarkable. 
His electrocardiogram (ECG) and chest X-ray are 
normal. 

Blood tests show: 



Serum cholesterol 


5.2 
mmol/1 


Serum high-density 
lipoprotein 


1 mmol/1 


Serum triglycerides 


2.9 
mmol/1 


Serum sodium 


140 
mmol/1 


Serum potassium 


4.1 
mmol/1 


Serum bicarbonate 


26 mmol/1 


Serum chloride 


104 
mmol/1 


Serum creatinine 


93 mmol/1 



You have advised him about lifestyle modification. 
Which of the following lifestyle modifications will 
produce the most reduction in BP? 

Weight reduction to 83 kg 

Reduce dietary sodium to less than 6 g/day 

Moderation of alcohol consumption 

Diet rich in fruits and vegetables and low in fat 

Regular exercise without significant weight 
reduction 



No.:103 

Weight reduction to 83 kg 

This patient has mild hypertension (systolic BP 140- 
159, diastolic BP 90-99 mmHg) and has no evidence 
of target organ damage. The British Hypertensive 
Society does not recommend starting 
antihypertensive therapy in such patients, however 
lifestyle modifications should be encouraged. 
Of all the lifestyle modifications described in choices 
A to E, weight reduction produces the greatest 
reduction in BP. 

A 10 kg weight loss is expected to decrease the BP by 
15-20 mmHg, while the effect of other lifestyle 
modifications on hypertension is as follows: 



Salt restriction to less than 6g/day 


2- 

8 mmHg 


Moderate alcohol consumption (less 
than 21 units a week for man and less 
than 14 units a week for women) 


2.5-4 
mmHg 


Regular exercise without significant 
weight reduction 


4-9 
mmHg 


Diet rich in fruits and vegetables and 
low in fats 


8- 
14mmHg 
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A 32-year-old accountant presents to the emergency 
department with a history of palpitations of half an hour's 
duration. He is known to have Wolff-Parkinson- White 
(WPW) syndrome, that was discovered during a routine 
electrocardiogram (ECG) for pre- insurance check up. He 
has been asymptomatic till now and has not been 
receiving any prophylactic anti-arrythmics. His blood 
pressure is 120/88 mrnHg, pulse rate 160/min and 
respiratory rate 18/min. The rest of the physical 
examination is unremarkable. ECG reveals a narrow 
complex supraventricular tachycardia with ventricular 
rate of 175/min. 

Which of the following pharmacological agents would 
be most appropriate to terminate the tachycardia if 
vagal measures fail? 
f? 



Intravenous (iv) adenosine 
iv Digoxin 
iv Propranolol 
iv Procainamide 
iv Verapamil 



ANG 
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Intravenous (iv) adenosine 

Several different types of tachycardias are associated 
with Wolff-Parkinson-White (WPW) syndrome. If 
the tachycardia has a narrow QRS complex the 
anterograde limb (the pathway that conducts 
impulse to ventricle) is the atrioventricular (AV) 
node, while the retrograde limb is the accessory 
pathway. The delta wave in this case is lost. This type 
of tachycardia is called orthodromic AV re-entrant 
tachycardia. Termination of orthodromic AV re- 
entrant tachycardia involves manoeuvres that 
depress conduction through the AV node such as 
carotid sinus massage or a Valsalva manoeuvre; if 
not successful then drugs that depress AV nodal 
conduction like verapamil or adenosine are used. 



FI 
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A 75-year-old retired accountant is on warfarin 4 mg a 
day that was started a year ago when he had a stroke and 
was found to have chronic atrial fibrillation. His only 
other medication is amlodipine 10 mg a day for isolated 
systolic hypertension. He now presents with history of 
minor gum bleeding of one day's duration and 2+ 
haematuria on dipstick testing. On examination he 
appears well and has a blood pressure of 165/85 mmHg 
with no postural drop, a pulse rate of 73/min and 
respiratory rate of 18/min. The rest of his physical 
examination is unremarkable except for mild right-sided 
hemiparesis. His international normalised ratio (INR) is 
found to be 9. 

What is the most appropriate next step in the 
management of this patient? 



Stop warfarin and restart when the INR is less than 5 



♦ 



Stop warfarin and administer fresh-frozen plasma 10 
ml/kg 

Stop warfarin and administer phytomenadione 
(vitamin Kl) 500 micrograms intravenous 

a y|; 

Stop warfarin and administer phytomenadione 5 mg 
intravenous 

Stop warfarin and administer prothrombin complex 
concentrate 
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Stop warfarin and administer phytomenadione (vitamin 
Kl) 500 micrograms intravenous 

The British National Formulary (BNF) recommends 
that patients with minor or no bleeding with an 
international normalised ratio (INR) above 8 should 
have their warfarin stopped and restarted when the 
INR is below 5. However for patients who are at 
increased risk of bleeding, it recommends 
phytomenadione to be administered 5 mg oral or 500 
Vg by slow intravenous injection. Advice from the 
British Society of Haematology from 2005 
recommends the IV formulation, hence the reasoning 
behind the correct answer seen here. 

A repeat dose of phytomenadione can be given if the 
INR remains too high after 24 h. 
Risk factors that put a patient at increased risk of 
bleeding with warfarin therapy include: 

► age above 70 years 

► hypertension particularly if systolic BP is above 
160 mmHg 

► previous history of stroke 

► increased intensity of anticoagulation (INR >3) 

► combination therapy with warfarin and aspirin. 
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A 5 5 -year-old baker presents for evaluation of 

retrosternal chest pain on exertion of one month's 

duration. He is a known hypertensive and is taking 

atenolol 50 mg daily. He has 10 pack-year history of 

smoking. His electrocardiogram (ECG) at rest reveals left 

ventricular hypertrophy with strain pattern. Lipid profile 

and chest X-ray are normal. He subsequently undergoes 

thallium stress test that shows reversible ischaemia in the 

territory of the left anterior descending artery (LAD). He 

is commenced on aspirin and clopidogrel and he 

undergoes stenting of a mid-LAD lesion. On follow-up 

appointment 4 weeks later in clinic, he is well and 

asymptomatic. However, his blood pressure is 135/85 

mmHg. 

What is the target blood pressure for this patient 

according to British Hypertensive Society guidelines? 
*^» 

Less than 140/90 mmHg 






Less than 130/80 mmHg 
Less than 120/80 mmHg 
Less than 135/85 mmHg 
Less than 150/90 mmHg 



ANG 
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Less than 130/80 mmHg 

Recommendations for target blood pressure (BP) 
differ slightly among different guidelines. British 
Hypertension Society Guidelines for Hypertension 
Management (BHS-IV) recommend a goal BP of less 
than 130/80 mmHg for patients with diabetes, renal 
impairment and established cardiovascular disease; 
while a Joint Negotiating Committee (JNC) 7 report 
and American College of Cardiology/American 
Heart Association Guidelines recommend a target 
BP of less than 140/90 mmHg in non-diabetic 
patients with cardiovascular disease. 
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A 48-year-old postmenopausal women presents with a 
history of severe retrosternal chest pain of two hours 
duration. Electrocardiogram (ECG) reveals ST segment 
depression in leads I, II and aVF. Serial cardiac markers 
show elevated creatine kinase and cardiac troponin T. 
She is treated with aspirin, clopidogrel, intravenous 
heparin infusion and beta-blockers. She undergoes 
coronary angiography 48 h later mat shows a mid-right 
coronary artery stenosis, which is stented. Two weeks 
later she notices gum bleeding after brushing her teeth. 
The next day she is found in her room confused and 
absence of spontaneous movements of the right arm and 
leg are noticed. On arrival at the emergency department 
she has a pulse rate of 100 beats/min, respiratory rate of 
18/min, blood pressure of 110/6 OmmHg and temperature 
of 38.2°C. She is confused and has right-sided 
hemiparesis. An emergency brain CT excludes the 
presence of haemorrhage. 

Laboratory tests show: 



No.: 107 

Peripheral blood film 

This patient has developed fever, altered mental 
status, right hemiparesis, anaemia, 

thrombocytopenia and renal impairment 2 weeks 
after being started on clopidogrel. The most likely 
diagnosis is thrombotic thrombocytopenic purpura 
(TTP). This disorder can occur in less than 1% of 
patients receiving clopidogrel or ticlodipine. The 
peripheral blood film reveals fragmented RBCs 
(schistocytes, eg, spherocytes, segmented RBCs, burr 
cells, or helmet cells). While further imaging with 
MRI would certainly be indicated, cerebral 
angiography would not be performed here as a next 
step, and in any case the low platelet count would 
give cause for caution with invasive procedures 
including lumbar puncture. Other side-effects 
reported with use of clopidogrel are rash, urticaria, 
pruritis and gastrointestinal upset. 



Haemoglobin <td >9.2 g/dl 




White cell count 


18 10 9 /1 


Platelets 


40 1071 


Serum sodium 


139mmol/l 


Serum potassium 


5 mmol/1 


Se um bicarbonate 


20 mmol/1 


Serum creatinine 


152 mmol/1 


Serum chl ride 


98 mmol/1 



Af\R 



Which of the following investigations will be most 
useful to establish the underlying cause of her 
symptoms? 



• 
• 



Cerebral angiography 
Lumbar puncture 
Peripheral blood film 
Coombs test 
Bleeding time 
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A 54-year-old Indian immigrant presents to emergency 
department with rapidly progressive dyspnoea of three 
hours duration. He is a known hypertensive on atenolol 
50 mg a day and hyperlipidaemic on simvastatin 20 mg a 
day and has Type 2 diabetes for which he takes 
metformin and glicazide. The patient states that he had a 
similar episode in India 4 months ago. On examination he 
appears breathless and is using accessory muscles of 
respiration. His blood pressure is 185/1 10 mmHg, heart 
rate 1 14/min and respiratory rate 28/min. He has raised 
jugular venous pressure (JVP), summation gallop and 
inspiratory crackles all over the chest. 

Other investigations reveal: 



Electrocardiogram 
(ECG) 



Chest X-ray 



PH 



p(C0 2 ) 



P(0 2 ) 



2 saturation 



White cell count 



Haemoglobin 



PI telets 



Sinus tachycardia with left 
ventricular hypertrophy and 
strain pattern, antero- lateral 
ST segment depression 



Bilateral pulmonary venous 
congestion 



7.38 



4.5 kPa 



lOkPa 



93% 



14 1071 



12 g/dl 



188 1071 
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Myocardial ischaemia 

This patient has presented with rapidly worsening 
dyspnoea and clinical findings namely, tachycardia, 
raised jugular venous pressure (JVP), gallop rhythm 
and inspiratory crackles suggest acute pulmonary 
oedema. Rapidly developing pulmonary congestion 
as in this patient is also termed flash pulmonary 
oedema. The most common cause of flash pulmonary 
oedema is myocardial ischaemia. He has three risk 
factors of coronary artery disease and should be 
evaluated for it. 

Bilateral renal artery stenosis can also present with a 
similar clinical picture but is less common cause of 
flash pulmonary oedema, as is acute aortic 
regurgitation. 

Clinical findings are not in favour of pulmonary 
embolism or community- acquired pneumonia. 



What is the most likely cause of this patient's 
symptoms? 



• 






Pulmonary embolism 
Community- acquired pneumonia 
Myocardial ischaemia 
Acute aortic regurgitation 
Bilateral renal artery stenosis 
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A 6 5 -year-old female, known to have dilated 
cardiomyopathy with ejection fraction of 32% (3 months 
ago) and chronic obstructive pulmonary disease presents 
with a history of progressive shortness of breath of one 
week's duration. She frequently gets up at night coughing 
and short of breath. She has been expectorating whitish 
sputum over the last two days. On examination she has 
temperature of 37.1°C, blood pressure of 135/85 mmHg, 
pulse rate of 1 10/min and respiratory rate of 26/min. She 
has raised jugular venous pressure and normal heart 
sounds. Examination of lung fields reveals fine 
inspiratory crackles at both bases. Chest X-ray shows 
borderline cardiomegaly and increased interstitial 
markings. 

Which of the following investigations will help clarify 
if heart failure or COPD is contributing more to her 
symptoms at present? 

Transthoracic echocardiography 

spiral computed tomograpny oi me cnest 

♦ 



Ventilation-perfusion scan 

Spiral computed tomography of the chest 

Sputum Gram stain and culture 



Serial B-type atrial natriuretic peptide (BNP) 
measurements 
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Serial B-type atrial natriuretic peptide (BNP) 
measurements 

This patient's dyspnoea might be secondary to heart 
failure or exacerbation of her chronic pulmonary 
obstructive disease. The measurement of BNP in this 
case is helpful to establish the cause of dyspnoea. 
Plasma BNP levels have been reported to be elevated 
in patients with pulmonary disease whose symptoms 
were secondary to heart failure and vice versa. 
Values of less than 100 pg/ml make heart failure 
unlikely, while values of more than 400 pg/ml are 
strongly suggestive of heart failure as the cause of 
dyspnoea. Her BNP is of course likely to be above the 
upper limit of normal when she is relatively well, but 
the level of elevation may be useful in elucidating the 
cause of her symptom exacerbation. 
Transthoracic echocardiography has been done 
three months ago and is unlikely to show any 
significant change. 

The clinical picture is not suggestive of pulmonary 
embolism or pneumonia. 
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A 5 5 -year-old female is admitted to hospital for the 
second time in two months with exacerbation of 
dyspnoea and peripheral oedema. She is known to have 
dilated cardiomyopathy, and echocardiography 
performed on last admission revealed an ejection fraction 
of 25% and moderate mitral and tricuspid regurgitation. 
Her heart failure regimen includes furosemide 60 mg 
twice daily, digoxin 0.25 mg/day, enalapril 15 mg twice 
daily, carvedilol 12.5 mg twice daily and aldactone 50 
mg/day. She has type 2 diabetes mellitus maintained on 
pioglitazone 15 mg twice daily. However she had poor 
glycaemic control and was started on insulin lente 15 
units twice daily and insulin lispro 5 units twice daily. 
Physical examination reveals blood pressure of 105/75 
mmHg, pulse rate of 90/min and respiratory rate of 
25/min. She has jugular venous distension, bilateral 
inspiratory crackles halfway up the lung fields and pitting 
oedema up to the knees. Electrocardiogram (ECG) 
reveals sinus tachycardia and poor R wave progression in 
chest leads. She improves on intravenous diuretics over 
the next three days. 



What change in her regular medications should be 
made to decrease recurrent exacerbations of heart 
failure? 



G 



Add hydrochlorothiazide 



♦ 



Decrease the dose of carvedilol to 6.25 mg twice 



daily 






Discontinue pioglitazone 
Start warfarin 5 mg per day 
Stop carvedilol 
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Discontinue pioglitazone 

Thiozolidinediones can cause fluid retention and can 
precipitate heart failure. Therefore, pioglitazone 
should be avoided in patients with symptomatic 
heart failure especially those with New York Heart 
Association Class III and IV. 

Metformin should also be avoided in heart failure 
patients who require drug therapy because of 
increased risk of lactic acidosis. 

Other drugs that should be avoided in heart failure 
include non-steroidal anti-inflammatory agents, 
cilostazol and sildenafil 

There is no need to discontinue or reduce the dose of 
carvedilol, as it improves morbidity and mortality in 
heart failure. It can cause fluid retention when 
initiated, but this should be managed by increasing 
the dose of diuretics. 

Hydrochlorothiazide may be added if oedema is 
resistant to loop diuretics, but in this case the heart 
failure exacerbation has responded well so it is not 
required. 
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A 52-year-old male presents with history of intermittent 
chest pain of three months duration. The pain is 
perceived as a burning sensation, at times associated with 
epigastric fullness. It responds partially to antacids and 
for the last 10 days he has been taking lansoprazole 30 
mg a day but the frequency of chest pain has not 
decreased. He says it also sometimes comes on after 
exercise. The patient is a known hypertensive on 
indapamide 1.5 mg a day. He is a lifelong non-smoker 
and has no family history of premature coronary artery 
disease. A lipid profile checked a year ago was normal. 
His body mass index is 29. He has blood pressure of 
140/85 mmHg, pulse rate of 88/min and respiratory rate 
of 12/min, examination of cardiovascular system is 
normal. 

electrocardiogram (ECG) reveals right bundle branch 
block that was also seen in an electrocardiogram (ECG) 
performed a year ago. Chest X-ray, cardiac markers and 
complete blood count are normal. 

What is the next best step in the evaluation of this 
patient? 

Exercise electrocardiography 



♦ 



♦ 



Thallium myocardial perfusion imaging 
Dobutamine stress echocardiography 
24 -hour oesophageal PH monitoring 
Oesophagoscopy 
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Thallium myocardial perfusion imaging 

This patient has intermediate likelihood of coronary 
artery disease (CAD). His chest pain is atypical but 
he is above 40 years and is hypertensive, therefore he 
should be evaluated for coronary artery disease. 
Exercise electrocardiography is not useful in patients 
with: 

► conduction abnormalities 

► resting electrocardiogram (ECG) abnormalities 
like ST segment depression of >1 mm 

► Wolff-Parkinson- White syndrome 

► those taking digitalis 

► those with ventricular paced rhythm. 

In such patients myocardial perfusion imaging is the 
preferred modality for evaluation of CAD. This 
patient has right bundle branch block. Exercise- 
induced ST segment depression in leads V! to V 4 is 
common in these patients, even in the absence of 
myocardial ischaemia. This reduces the specificity of 
stress electrocardiography as a diagnostic tool in 
such patients. 

Pharmacological stress in form of dobutamine can be 
used in patients who are unable to exercise because 
of stroke, peripheral vascular disease or arthritis. 
This patient might have gastro-oesophageal reflux 
disease; however, 24-hour oesophageal pH 
monitoring or oesophagoscopy cannot determine if 
the symptoms are definitely caused by reflux or by 
myocardial ischaemia. 

When comparing the two most likely correct options, 
dobutamine stress versus thallium scanning, 
thallium has greater sensitivity, versus greater 
specificity for dobutamine with respect to coronary 
artery disease. As such in this case with intermediate 
likelihood CAD, thallium is the preferred option. 
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A 27-year-old female in 12th week of pregnancy is 
referred for evaluation of progressively worsening 
exercise intolerance, fatigue and dyspnoea. On physical 
examination she has a respiratory rate of 20/min, blood 
pressure 120/90 mmHg and pulse rate of 91/min. She has 
jugular venous distension, left parasternal heave, loud 
pulmonary component of the second heart sound, a pan- 
systolic murmur at the left sternal border and pedal 
oedema up to the knees. 

Investigations reveal: 



White cell count 



Haemoglobin 



Platelets 



Electrocardiogram 
(ECG) 



Lung perfusion 
scintigraphy 



Pulmonary function 
test 



Echocardiography : 



8 x 109/1 



16.7 g/dl 



150x1071 



Right atrial and right 
ventricular hypertrophy 



No perfusion defects 



Mild restrictive defect and 
moderate decrease in 
diffusion capacity of carbon 
monooxide 



Severe pulmonary 
hypertension with right 
ventricular systolic pressure 
of 80 mmHg and tricuspid 
regurgitation 
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Point out the risks to her own health of continuing with 
the pregnancy 

This patient has primary pulmonary hypertension 
(PPH). Severe pulmonary hypertension in pregnancy 
has high mortality approaching 50%, therefore this 
patient should be advised about this risk versus 
considering a termination. Patients who opt against 
termination of pregnancy should be closely followed 
up and managed with anticoagulation, oxygen and 
pulmonary vasodilator therapy like prostacyclin. 
Bosentan is teratogenic and should not be used in 
pregnancy. The patients should be advised for 
contraception in future, but oral contraceptive pills 
should not be used for possible increased risk of 
thrombo-embolism. 



Intravenous injection of microbubbles does not show any 
intracardiac shunting. 

Which of the following is most appropriate 

management step in this patient? 
#^» 

Warfarin, bosentan and induction of labour at 32 
weeks of pregnancy 

Heparin, bosentan and Caesarean section at 32 
weeks of pregnancy 

Warfarin, furosemide and Caesarean section at 32 
weeks of pregnancy 

Heparin, furosemide and Caesarean section at 32 
weeks of pregnancy 

Point out the risks to her own health of continuing 
with the pregnancy 



F 
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A 68-year-old male with ischaemic cardiomyopathy 
presents with worsening effort tolerance of 3 months 
duration. He becomes short of breath even after mild 
exertion. Five years ago he had an anterior myocardial 
infarction. Coronary angiography at that time showed 
three-vessel disease, and he underwent coronary artery 
bypass grafting. His last echocardiography two months 
ago showed an ejection fraction of 20%. His current 
medications are: aspirin 75 mg, digoxin 125 meg, 
furosemide 60 mg twice daily, lisinopril 10 mg/day, 
metoprolol 50 mg twice daily, simvastatin 20 mg/day and 
lansoprazole 30 mg daily. Physical examination reveals a 
blood pressure of 105/65 mmHg, pulse 68/min, mild 
jugular venous distension, fine bibasal crepitations and 
mild pedal oedema. 



Investigations reveal: 




White blood cells 


8.0 1071 


Haemoglobin 


13.1 g/dl 


Sodium 


132 mmol/1 (135-145 
mmol/1) 


Potassium 


5.3 mmol/1 (3.5-5 
mmol/1) 


Chloride 


92 mmol/1 (97-110 
mmol/1) 


Bicarbonate 


26 mmol/1 (22-28 
mmol/1) 


Creatinine 


110 umol/1 (18-106 
jjmol/1) 


Electrocardiogram (ECG) 


Left bundle branch 
block (LBBB) 



Which of the following interventions would be most 
likely to improve the patient's symptoms? 

Spironolactone 

Biventricular pacing 

Warfarin 

Hydralazine and isosorbide dinitrate 

Increase digoxin to 250 meg/day 



• 
• 
• 



No.:113 
Biventricular pacing 

Bundle branch blocks or intraventricular conduction 
delay (IVCD) cause ventricular dyssynchrony and 
reduces the cardiac contractile function. This leads 
to worsening of heart failure symptoms. Such 
patients have poorer exercise tolerance and worse 
prognosis compared to patients with normal sinus 
rhythm. Cardiac resynchronisation therapy by 
biventricular pacing improves left ventricular 
contractile function in patients with left bundle 
branch block (LBBB) or IVCD, and thus improves 
symptoms. National Institute for Clinical Excellence 
(NICE) guidelines recommend that cardiac 
resynchronisation therapy should be considered in 
patients with left ventricular ejection fraction less 
than 35%, drug refractory symptoms and QRS 
duration of greater than 120 ms. 

Spironolactone has been shown to decrease 
hospitalisation and improve survival in patients with 
severe heart failure; however, this patient's serum 
potassium level is slightly higher than normal, and 
adding spironolactone in such cases can further 
increase the serum potassium to dangerous levels. 
Hydralazine and nitrates combination is 
recommended in patients who do not tolerate 
angiotensin-converting enzyme inhibitors. Increasing 
serum digoxin in this patient who has slightly raised 
serum creatinine can lead to digoxin toxicity and is 
unlikely to improve symptoms. 
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A 72-year-old male presents with history of passage of 
two black tarry stools over the last day. He is known to 
have idiopathic dilated cardiomyopathy and his current 
medications include lisinopril 20 mg/day, furosemide 40 
mg twice daily, carvedilol 12.5 mg twice daily and 
warfarin 3 mg/day. He has never had any rhythm 
disturbances, stroke or history of venous or arterial 
thromboembolism. He has not used any painkillers 
recently, but admits to drinking 5-8 pints of beer per 
week. Other recent history includes two admissions to the 
casualty unit after falls. His last echocardiography 3 
months ago revealed global hypokinesia and ejection 
fraction of 18%. Physical examination shows blood 
pressure 98/48 mmHg, pulse 1 10/min and respiratory rate 
1 8/min. There is no jugular venous distension, lung fields 
are clear to auscultation. Per rectal examination reveals 
black stool. 

iis investigations reveal: 



No.: 114 

Do not restart warfarin 

The objective of this question is to know the 
indications of anticoagulation in patients with heart 
failure. Anticoagulation should be administered to 
patients with heart failure and a low ejection 
fraction, also in those who have: 

• a previous thromboembolic event 

• intracardiac thrombus 

• left ventricular aneurysm. 

He does however admit to relatively significant 
alcohol use, and two admissions to the casualty unit 
with falls, as such the benefit risk profile of warfarin 
use means it is probably not appropriate to continue 
therapy in this case, although the falls themselves 
may have been related to LV dysfunction / rhythm 
disturbance. 



Haemoglobin 



Platelets 



International normalised 
ratio (INR) 



electrocardiogram (ECG) 



Chest X-ray 



lle/dl 



155 x 1071 



2.8 



Sinus tachycardia 



Cardiomegaly with 
clear lung fields 



IV G 



He is administered intravenous fluids, vitamin K and 
fresh-frozen plasma. An upper gastrointestinal endoscopy 
shows a clean-based duodenal ulcer and no active 
bleeding. Biopsy specimen for Helicobacter pylori is 
positive. The patient recovers well and is begun on 
eradication therapy for H. pylori. 
What is the most appropriate step in managing the 
anticoagulation in this patient? 

Restart warfarin therapy after one month with a 
target INR of 2 to 3 

Restart warfarin therapy after one month with a 
target INR of 1.5 to 2 

Restart warfarin therapy after confirming eradication 
of H. pylori with a target INR 2 to 3 

Restart warfarin therapy after confirming eradication 
of H. pylori with a target INR of 1 .5 to 2 

S 

Do not restart warfarin 
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A 63-year-old male with ischaemic cardiomyopathy 
presents for a follow-up visit. He has been diabetic for 
the last 5 years and had an anterior myocardial infarction 
4 years ago. Subsequent coronary angiography revealed 
three-vessel disease and he underwent coronary artery 
bypass grafting. One year ago he was admitted with a 
history of palpitations, and electrocardiogram (ECG) 
showed atrial fibrillation but no ST segment changes. 
Serial cardiac enzymes were normal and 
echocardiography showed an ejection fraction of 23%. 
He was started on amiodarone and warfarin. Other 
medications include carvedilol 25 mg twice daily, 
fosinopril 20 mg/day, furosemide 40 mg twice daily, 
digoxin 0.25 mg/day and pravastatin 40 mg/day. Over the 
last one year he has had two recurrences of atrial 
fibrillation. Physical examination reveals a regular pulse 
of 68/min and no evidence of fluid retention. 
Electrocardiogram (ECG) shows sinus rhythm with no 
QT prolongation. Review of Holter monitor shows no 
evidence of atrial fibrillation but two episode of non- 
sustained ventricular tachycardia (VT) each lasting 4 s 
and a few premature ventricular beats. The patient had no 
symptoms during the period of Holter monitoring. 
Thyroid function tests, complete blood count, urea and 
electrolytes are normal, and his digoxin level is in the 
therapeutic range. 

What is the next best step in management of this 
patient? 






Discontinue warfarin 
Discontinue warfarin and amiodarone 
Discontinue warfarin, amiodarone and digoxin 
Refer the patient for electrophysiological study 
Discontinue amiodarone 
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Refer the patient for electrophysiological study 

This patient has paroxysmal atrial fibrillation and in 
the setting of left ventricular dysfunction he should 
continue to receive anticoagulation therapy. 
Amiodarone can reduce the paroxysms of atrial 
fibrillation and is usually well tolerated in patients 
with heart failure. Patients with heart failure are at 
increased risk of sudden cardiac death from 
ventricular arrhythmias. Implantable cardioverter 
defibrillator devices (ICD) are indicated for primary 
prevention of sudden cardiac death in patients who 
have history of prior myocardial infarction and all of 
the following: 

► non-sustained ventricular tachycardia (VT) 

► inducible arrhythmias on electrophysiological 
testing 

► left ventricular ejection fraction of less than 35% 
and no worse than New York Heart Association 
Class III functional classification of heart failure. 

ICD is also recommended in familial cardiac 
conditions with high risk of sudden cardiac death 
such as long QT syndrome, hypertrophic 
cardiomyopathy, Brugada syndrome, 

arrhythmogenic right ventricular dysplasia and 
following repair of tetralogy of Fallot. Therefore, this 
patient should be evaluated by electrophysiological 
studies (EPS) and if inducible arrhythmias are 
documented an ICD should be placed. 
Some trials like MADIT II have also found that ICD 
implantation in such patients without EPS also leads 
to reduction in mortality, although guidelines are yet 
to completely reflect this information. 
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A 75-year-old male presents to the emergency 
department with a history of sudden onset of chest pain 
one hour ago. The pain is sharp, severe, radiates to the 
back and is associated with sweating. He is known to 
have had hypertension for the past 8 years and is taking 
indapamide 1.5 mg/day. Physical examination reveals 
blood pressure of 145/75 mmHg, heart rate of 92/min and 
respiratory rate of 22/min. Heart sounds are normal and 
lung fields are clear to auscultation. Electrocardiogram 
(ECG) shows sinus tachycardia and left ventricular 
hypertrophy by voltage criteria. Chest X-ray reveals a 
widened mediastinum. An urgent magnetic resonance 
angiography reveals dissection of the aorta distal to the 
left subclavian artery. 

Which of the following is the most appropriate next 
step in management of this patient? 



♦ 



Begin intravenous labetolol 

Begin intravenous sodium nitroprusside 

Begin intravenous hydralazine 



Begin intravenous labetolol and sodium 
nitroprusside 



ANG 



♦ 



Urgent referral for surgery 
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Begin intravenous labetolol 

Aortic dissection is classified as type A if it involves 
the ascending aorta regardless of the site of primary 
tear, and type B if it does not. This patient has type B 
aortic dissection. Patients with type A aortic 
dissection should have emergency surgery because of 
the high risk of mortality and complication such as 
aortic regurgitation, myocardial infarction and 
cardiac tamponade. Most patients with type B 
dissection should be treated medically unless they 
have complications such as persistent leak, rupture 
or compromised blood flow to renal, mesenteric or 
limb circulation. 

Beta-blockers are the mainstay of medical therapy, 
as they reduce the rate of left ventricular ejection 
and shear on the aortic wall. The aim is to reduce 
blood pressure to 100-120 mmHg and the pulse to 
near 60 mmHg. Sodium nitroprusside can be added 
if blood pressure is not controlled with beta-blockers 
but should not be used alone as it may increase rate 
of left ventricular ejection. Hydralazine should be 
avoided for the same reason. 
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A 75 -year-old male presents to the emergency 
department with history of sudden onset of chest pain 
that started 2 h ago. The pain is sharp, severe, radiates to 
the back and is associated with sweating. He is known to 
have had hypertension for past 8 years and is taking 
indapamide 1.5 mg/day. Physical examination reveals 
blood pressure of 95/75 mmHg, heart rate of 108/min and 
respiratory rate of 27/min. The pulse is low volume with 
collapsing character, the neck veins are distended, apex 
beat is difficult to appreciate and heart sounds are distant. 
Electrocardiogram (ECG) shows sinus tachycardia and 
low voltage. Chest X-ray shows large cardiac silhouette 
and widened mediastinum. An urgent transoesophageal 
echocardiography reveals dissection of the ascending 
aorta and a moderate to large amount of blood in 
pericardium. 

What is the next best step in the management of this 
patient? 






♦ 



Pericardiocentesis 
Immediate surgery 
Intravenous beta-blockers 
Intravenous sodium nitroprusside 
Intravenous hydralazine 



ANG 
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Immediate surgery 

Aortic dissection is classified as type A if it involves 
the ascending aorta regardless of the site of primary 
tear and type B if it does not. This patient has acute 
type A aortic dissection complicated by 
haemopericardium and cardiac tamponade. 
Pericardiocentesis in these patients can increase the 
intra-aortic pressure and reopen the closed 
communication between false lumen and 
pericardium. This can lead to recurrent cardiac 
tamponade that may be lethal. Therefore, if these 
patients are relatively stable, they should have 
immediate surgical repair and surgical evacuation of 
haemopericardium. However if they have marked 
hypotension or electromechanical dissociation, then 
pericardiocentesis should be performed. 
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A 68-year-old male presents with history of substernal 
chest pain that started suddenly 2 h ago, radiated to left 
arm and lasted for 30 min. About 20 min ago the pain 
started again. He is known to have had hyperlipidaemia 
for the last 2 years and is taking simvastatin 40 mg/day. 
On physical examination, his pulse rate is 72/min; blood 
pressure is 1 15/75 mmHg and respiratory rate is 22/min. 
There is no jugular venous distension, heart sounds are 
normal and the chest is clear to auscultation. 
Electrocardiogram (ECG) reveals 1 .5 mm ST segment 
depression in lateral leads. The patient is administered 
chewable aspirin 300 mg, sublingual nitroglycerine, 
morphine and unfractionated heparin infusion. 

If this patient has sustained a non-ST elevation 
myocardial infarction, which of the following cardiac 
markers would you expect to be raised at this time? 

« 



♦ 



♦ 



« 



♦ 



Troponin I 
Troponin T 
Creatine kinase 
Myoglobin 
Lactate dehydrogenase 



ANG 



No.:118 
Myoglobin 

Myoglobin is the earliest to be elevated among all the 
cardiac markers listed in event of myocardial 
infarction (MI). Elevated levels can be detected as 
early as 1 h of MI (range 1-4), peaks in 6-7 h and 
returns to normal in 24 h. Troponins and creatine 
kinase begin to rise 3-12 h after MI, and peak 
concentrations are reached in 18-24 h. Lactate 
dehydrogenase begins to rise in 6-12 h. Myoglobin 
however is much less specific than the troponins and 
can be elevated in skeletal muscle injury and renal 
impairment. Troponin I is the most specific of all 
cardiac markers listed. Troponins also remain 
elevated up to 10 days after the MI, and therefore 
can be helpful in establishing the diagnosis in 
patients who present after several days. 






ANGELS TEAM H 







PasTest 2012. . . MRCP 2. . . Cardiology 



No.: 119 

A 38-year-old female presents with history of progressive 
shortness of breath of 3 months' duration. She gets short 
of breath on ordinary physical activity at home. She has 
also noticed swelling of the feet and abdomen. On 
physical examination her pulse rate is 96/min, and she 
has a regular blood pressure 1 10/70 mmHg and 
respiratory rate of 20/min She has jugular venous 
distension, bibasilar inspiratory crepitations, diminished 
first heart sound and widely split second heart sound with 
loud pulmonary component. A rumbling diastolic 
murmur is heard at the apex. Electrocardiogram (ECG) 
reveals left atrial hypertrophy, right ventricular 
hypertrophy and right axis deviation. Chest X-ray shows 
straightening of the left heart border and prominent 
pulmonary arteries and Kerley B lines. Echocardiogram 
shows heavily calcified mitral leaflets, mitral area 0.9 
cm 2 and pulmonary hypertension. 

What is the most appropriate management of this 
patient? 
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Mitral valve replacement 

This patient has severe symptomatic mitral stenosis 
and therefore should have either valvotomy or mitral 
valve replacement. Most of these patients can be 
percutaneous mitral balloon 
they have contraindications, 
to percutaneous balloon 

include: 



♦ 



• 



♦ 



Blood cultures and intravenous antibiotics 
Mitral valve replacement 
Medical therapy 
Percutaneous mitral valvotomy 
None of the above 



ANG 



managed with 
valvotomy unless 
Contraindications 
valvotomy 



• moderate to severe mitral regurgitation 

• left atrial thrombus 

• heavily calcified mitral valve 

• concomitant coronary artery or other valve disease 
requiring surgery. 

These patients should undergo mitral valve 
replacement. 
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A 6 5 -year-old hypertensive male presents to the 
emergency department with a history of left praecordial 
pain of three hours duration associated with profuse 
sweating. Electrocardiogram (ECG) reveals anterior 
myocardial infarction. He is given chewable aspirin, 
recombinant tissue plasminogen activator, intravenous 
(iv) heparin infusion and iv esmolol. He improves over 
the next few hours. ST segment elevation decreases by 
more than 50% and no arrhythmias are documented. Next 
day he again complains of chest pain which increases on 
reclining and radiating to the edge of the left trapezius. A 
pericardial friction rub is heard. ECG shows no 
significant new changes. Echocardiography reveals 
anterior hypokinesia, ejection fraction of 35% and no 
evidence of pericardial effusion. 

What is the next best step in management of this 
patient? 

Discontinue iv heparin and start prednisolone 



Discontinue iv heparin and start ibuprofen 



♦ 



Discontinue iv heparin and increase aspirin to 650 
mg every 4 h 






Increase aspirin to 650 mg every 4 h 
Start regular paracetamol 
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Increase aspirin to 650 mg every 4 h 

Early infarct-associated pericarditis usually occurs 
with large transmural infarctions and is 
characterised by pleuritic chest pain. Radiation to 
the trapezius ridge is a feature that is rarely seen 
with ischaemic pain and is a useful clue to diagnosis. 
Characteristic electrocardiogram (ECG) changes 
may not be seen because of changes of myocardial 
infarction (MI). Patients can usually be managed 
with aspirin and analgesics such as paracetamol. 
Anticoagulation can be continued if there is no 
pericardial effusion, as in such cases the risk of 
haemorrhagic pericarditis is low. However in the 
presence of significant effusion or if the effusion is 
increasing, heparin should be discontinued. 
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A 32-year-old electrician presents with history of 
cramping pain in his right calf of three months' duration. 
Pain usually starts after walking a couple of blocks and 
forces him to stop. After stopping for few minutes, the 
pain is relieved. He is a lifelong non-smoker and has no 
family history of cardiovascular disease. He consumes 
three to four units of alcohol every week. Physical 
examination reveals an obese young male with absent 
right pedal pulse, palmar and tuberous xanthomas. His 
ankle brachial index is 0.6 on the right and 0.9 on the left. 

The results of laboratory investigations are: 



Electrocardiogram 
(ECG) 



Chest X-ray 



White cell count 



Haemoglobin 



Platelets 



Serum cholesterol 



Triglycerides 



High- density 
lipoprotein (HDL) 



Thyroid- stimulating 
hormone 



Total thyroxine 



Normal 



Normal 



x 1071 



11.9 g/dl with normal mean 
corpuscular volume and 
mean corpuscular 
haemoglobin 



188 x 1071 



8.2 mmol/1 



4.1 mmol/1 



1 mmol/1 



28 mU/1 



50nmol/l(58-155nmol/l) 



What is the most likely cause of his lipid abnormality? 

Hypothyroidism 






Obesity 

Familial combined hyperlipidaemia 

Dysbetalipoproteinaemia 

Hyperchylomicronaemia 
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Dy sbetalipoproteinaemia 

Palmar xanthomas are pathognomonic of 
dysbetalipoproteinaemia (type III 

hyperlipoproteinaemia). It is caused by mutation in 
apoprotein E, and transmitted as an autosomal 
recessive trait and usually requires a secondary 
exacerbating metabolic factor for expression of the 
phenotype. Therefore, secondary causes of 
hyperlipidaemia such as hypothyroidism, obesity, 
diabetes mellitus, renal insufficiency, high-calorie, 
high-fat diet or alcohol are often encountered at 
diagnosis, as in this patient who has hypothyroidism 
and obesity. Patients are predisposed to peripheral 
vascular disease and coronary artery disease. Lipid 
profile in these patients reveals elevated cholesterol 
and triglycerides while high-density lipoprotein 
(HDL) is normal and low-density lipoprotein(LDL) 
low. Definitive diagnosis can be made by lipoprotein 
electrophoresis or genotyping of apoprotein E. 
Treatment involves management of secondary 
causes, which in this case are hypothyroidism and 
obesity. Drug therapy can be employed if treatment 
of secondary causes yields unsatisfactory results. 
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A 19-year-old college student presents with history of 
three episodes of transient loss of consciousness over the 
past 2 months. All three episodes happened while the 
patient was standing and were preceded by a feeling of 
nausea, warmth and light-headedness. He regains 
consciousness shortly after the collapse but he continues 
to feel nauseated and fatigued for about 1 5 min. There is 
no past medical history of note. His father had died of 
myocardial infarction at age of 60 years. His physical 
examination is unremarkable and there is no orthostatic 
hypotension. Investigations reveal normal 
electrocardiogram (ECG), chest X-ray, complete blood 
count and electrolytes. An echocardiogram is normal as 
well. 

What is the most appropriate next step in evaluation 
of this patient? 

Computed tomography (CT) of the head 

Electroencephalogram (EEG) 

24-hour electrocardiogram (ECG) monitoring 

n 

Exercise electrocardiography 
/"* / & j± I \S 

Tilt table test 
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Tilt table test 

The history in this case suggests vasovagal syncope. 
The patients with vasovagal syncope are usually 
young and healthy, episodes occur while standing 
and there is a prodrome of nausea, warmth, pallor or 
sweating. The syncope lasts briefly, but nausea, 
warmth and sweating may persist for some time. 
Patients may also report fatigue on recovery. 
If structural heart disease is excluded and syncope is 
reproduced on tilt table testing along with fall in 
blood pressure and heart rate, then this is diagnostic 
of vasovagal syncope. 

Syncope associated with arrhythmias is usually 
sudden, without prodromal symptoms and has rapid 
recovery. This patient has normal electrocardiogram 
(ECG) and echocardiography and a 24-hour ECG or 
exercise test is unlikely to contribute anything. Also 
the symptoms are not suggestive of seizures or 
structural brain disease; hence options A and B are 
not appropriate. 
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You asked to evaluate a pregnant female in the obstetrics 
department who has been complaining of severe 
shortness of breath for the last 5 h. She was admitted one 
day earlier, in her 30th week of gestation for premature 
labour. She was started on intravenous terbutaline and 
had been doing well. About 6 h ago she started 
complaining of shortness of breath that has been 
progressively worsening. She denies any chest pain, 
palpitations or lower limb pain and swelling. She has no 
past medical history of note and her prenatal examination 
had been normal. 

Physical examination reveals a dyspnoeic lady with 
respiratory rate of 25/minute, blood pressure 1 15/90 
rnmHg, and pulse 122/minute. She has jugular venous 
distension and bilateral diffuse inspiratory crackles. 



Investigations reveal: 






White cell count 


11 1071 


Hemoglobin 


12 g/dl 


Platelet 


660 1071 


Electrocardiogram 
(ECG) 


Sinus tachycardia 


Chest X-ray 


Bilateral alveolar type 
infiltrates and normal 
cardiothoracic ratio 








Which of the following is most likely diagnosis? 

Peripartum cardiomyopathy 

♦ 



• 



Pulmonary embolism 

Myocarditis 

Mitral stenosis 

Tocolysis-associated pulmonary oedema 
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Tocolysis-associated pulmonary oedema 

Tocolytics are medications administered for the 
suppression of premature contractions. Acute 
pulmonary oedema can occur with administration of 
p 2 agonists for tocolysis in up to 5-15% of cases. It 
usually occurs after 24 h of administration of these 
agents. The chest X-ray reveals pulmonary infiltrates 
and normal heart size. Concomitant use of 
corticosteroids that are often administered for lung 
maturation have also been implicated as risk factor 
for development of tocolysis-associated pulmonary 
oedema. Treatment involves stopping the tocolytics, 
oxygen and careful volume control. 

Peripartum cardiomyopathy and myocarditis cause 
systolic dysfunction and will be expected to show 
cardiomegaly on chest X-ray. Pulmonary embolism 
is unlikely to cause bilateral chest infiltrates. As the 
patient's examination was normal prior to this event, 
mitral stenosis is less likely. 
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A 71 -year-old lady is admitted to the emergency 
department with severe central chest pain. The chest pain 
has been there for 40 min and is also felt in the arms and 
jaw. There is associated shortness in breath. Her past 
medical history includes: hypertension, osteoarthritis and 
diet-controlled diabetes mellitus. She is on the following 
medications: bendrofluazide2.5 mg od, amlodipine 10 
mg od and paracetamol 500 mg prn. She takes occasional 
alcohol and has smoked since she was 16 years of age 
(about 10 cigarettes/day). 

On examination, she is distressed with a blood pressure 
of 90/45 mmHg, pulse of 48/min and regular. Her jugular 
venous pressure is raised to 7 cm with intermittent 
cannon waves. Her heart sounds are heard with a variable 
first heart sound. Her respiratory rate is 26/min and her 
chest is clinically clear. 

What is the most likely diagnosis? 

Pulmonary embolism 

Anterior myocardial infarction 

Inferoposterior myocardial infarction 

Cardiac tamponade 

Acute left ventricular failure 
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Inferoposterior myocardial infarction 

The clinical features point to right ventricular 
dysfunction and complete heart block 
Inferoposterior myocardial infarction gives rise to 
significant right ventricular necrosis. The posterior 
descending artery in about 90% of people supplies 
the atrioventricular node. 
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A 67-year-old lady was admitted to the emergency 
department with central chest pains that had started 3 h 
earlier. The pain was crushing in nature, radiating to both 
arms and associated with nausea and vomiting. She has a 
past medical history of angina, hypertension and type II 
diabetes. She is on the following medications: glyceryl 
trinitrate (GTN) spray prn, amlodipine 10 mg od, 
atorvastatin 40 mg nocte, metformin 500 mg tds and 
aspirin 15 mg od. 

On examination, she was sweaty with a blood pressure of 
155/95 mmHg, pulse of 98/min and regular. Her 
respiratory rate was 24/min and her chest was clinically 
clear. Her jugular venous pulse was just visible, first and 
second heart sounds were heard with no added murmurs. 
The following results were obtained: 

Electrocardiogram (ECG) ST elevation of 3 mm in Vi- 
V 4 , with reciprocal ST depression in the inferior leads . 



Haemoglobin 


13.8 g/dl 


Mean Cell Volume 


88.6 fl 


Platelets 


240xl0 y /l 


White cell count 


14.1 xl0 9 /l 


Sodium 


141 mmol/1 


Potassium 


3.8 mmol/1 


Urea 


7.1 mmol/1 


Creatinine 


121 umol/1 



AKG 



A bolus infusion of tenecteplase was given together with 
diamorphine and metoclopramide. Over the next 30 min, 
she suddenly started becoming progressively hypotensive 
with a blood pressure on 72/53 mmHg, pulse of 1 24/min 
sinus rhythm. Auscultation of her chest revealed a pan- 
systolic murmur loudest at the lower left sternal edge 
associated with an audible third heart sound. 

What is the most likely diagnosis? 

Acute mitral regurgitation 
Ruptured ventricular free wall 
Ruptured ventricular septum 
Pericardial tamponade 
Pulmonary embolism 
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Ruptured ventricular septum 

The most likely diagnosis is ruptured ventricular 
septum. This rare complication (according to 
autopsy studies, occurring in 1-3% of cases of MI, as 
opposed to around 10% incidence for ventricular 
free wall rupture) occurs most commonly after 
anterior myocardial infarction. The clinical 
presentation ranges from asymptomatic murmur to 
cardiogenic shock. Postinfarction ventricular septal 
defects complicate approximately 1% to 3% of cases 
of acute myocardial infarctions, and account for 
about 5% of early deaths after myocardial 
infarction The average time from infarction to 
rupture has been reported to be between 2 and 4 
days, but it may be as short as a few hours or as long 
as 2 weeks. An echocardiogram would confirm the 
diagnosis and Swan-Ganz catheterisation would help 
determine the degree of biventricular failure. 
Mortality is very high, of the order of 80%, and the 
outlook in this patient is poor given her age, female 
sex and medical history of diabetes and 
hypertension. Although right-sided failure is more 
common in patients with post-infarction ventricular 
septal rupture, left-sided failure and refractory 
pulmonary oedema are more prominent in patients 
with ruptured papillary muscle. Papillary muscle 
rupture is rarer, with a reported incidence of <1%. 
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A 67-year-old lady was admitted to the emergency department 
with central chest pains that had started 3 h earlier. The pain 
was crushing in nature, radiating to both arms and associated 
with nausea and vomiting. She has a past medical history of 
angina, hypertension and type II diabetes. She is on the 
following medications: glyceryl trinitrate (GTN) spray prn, 
amlodipine 10 mg od, atorvastatin 40 mg nocte, metformin 500 
mg tds and aspirin 75 mg od. 

On examination, she was sweaty with a blood pressure of 
155/95 mmHg, pulse of 98/min and regular. Her respiratory 
rate was 24/min and her chest was clinically clear. Her jugular 
venous pulse was just visible, first and second heart sounds 
were heard with no added murmurs. 
The following results were obtained: 
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Immediate surgery 

Immediate surgery is recommended whatever the 
clinical status of the patient. The most important 
determinant of early outcome following 
postinfarction ventricular septal rupture is the 
development of heart failure. The associated 
cardiogenic shock leads to end-organ malperfusion, 
which may be irreversible. Clearly, performing 
surgery so close to both the infarct and thrombolysis, 
carries a very high operative mortality. But you are 
left with little choice in this situation. 



Electrocardiogram 
(ECG) 


ST elevation of 3 mm in VI -V4, with 
reciprocal ST depression in the inferior 
leads 


Haemoglobin 


13.8 g/dl 


Mean cell volume 


88.6 fl 


Platelets 


240 10V1 


White cell count 


14.1 10 y /l 


Sodium 


141 mmol/1 


Potassium 


3.8mmol/l 


Urea 


7.1mm 1/1 


Creatinine 


121 lumol/1 



A bolus infusion of tenecteplase was given together with 
diamorphine and metoclopramide. She is transferred to the 
coronary care unit. 

You are asked to see her on day 4 post infarct, the nurses are 
very concerned as she has become progressively more short of 
breath with hypotension, her BP is 72/53 mmHg, pulse of 
124/min sinus rhythm. Auscultation of her chest revealed a 
pan-systolic murmur loudest at the lower left sternal edge 
associated with an audible third heart sound. 
The following result is obtained from an urgent 
echocardiogram : 

Hyperdynamic left ventricular function, muscular ventricular 

septal defect, dilated right ventricle and moderate tricuspid 

regurgitation. 

You arrange review with respect to intra-aortic balloon pump 

insertion. 

What is the most important additional intervention for this 
lady? 









Dobutamine 
Immediate surgery 



Diuretics 



Dopamine 

After load reduction 
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A 70-year-old man was admitted to the emergency 
department with central chest pains, which had started 
three hours earlier. The pain was crushing in nature, 
radiating to both arms and associated with nausea and 
vomiting. He has a past medical history of angina, 
hypertension and type II diabetes. He is on the following 
medications: glyceryl trinitrate (GTN) spray prn, 
amlodipine 10 mg od, atorvastatin 40 mg nocte, 
metformin 500 mg tds and aspirin 15 mg od. 
On examination, he was sweaty with a blood pressure of 
155/95 mmHg, pulse of 98/min and regular. His 
respiratory rate was 24/min and his chest was clinically 
clear. His jugular venous pulse was just visible, first and 
second heart sounds were heard with no added murmurs. 
The following results are obtained: 

Electrocardiogram (ECG) ST elevation of 3 mm in Vr 
V 4 , with reciprocal ST depression in the inferior leads. 
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Ventricular free wall rupture 

Autopsy studies reveal that ventricular free wall 
rupture occurs about 10 times more frequently than 
postinfarction ventricular septal rupture, occurring 
in about 11% of patients following acute myocardial 
infarction Ventricular rupture and cardiogenic 
shock are now the leading causes of death following 
acute myocardial infarction, and together account 
for over two-thirds of early deaths in patients 
suffering their first acute infarction. 



15.8 g/dl 




Mean cell volume 


88.6 fl 


Platelets 


240 10 y /l 


White cell count 


14.1 10 9 /1 


Sodium 


141 mmol/1 


Potassium 


3.8 mmol/1 


Urea 


7.1 mmol/1 


Creatinine 


121 fumol/1 



ANG 



A bolus infusion of tenecteplase was given together with 
diamorphine and metoclopramide and he is transferred to 
the CCU. 2 days into his recovery he suddenly developed 
recurrent chest pain. His blood pressure become 
unrecordable and he went into profound shock with 
electromechanical dissociation. Resuscitative measures 
were started but the patient died within a few minutes. 

What is the most likely complication? 

* 

Ventricular free wall rupture 



♦ 



• 



• 



Extension of the infarct 
Acute mitral regurgitation 
Ruptured ventricular septum 
Pulmonary embolism 
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A 70-year-old man was admitted to the emergency 
department with central chest pains, which had started 
three hours earlier. The pain was crushing in nature, 
radiating to both arms and associated with nausea and 
vomiting. He has a past medical history of angina, 
hypertension and type II diabetes. He is on the following 
medications: glyceryl trinitrate (GTN) spray prn, 
amlodipine 10 mg od, atorvastatin 40 mg nocte, 
metformin 500 mg tds and aspirin 15 mg od. 
On examination, he was sweaty with a blood pressure of 
155/95 mmHg, pulse of 98/min and regular. His 
respiratory rate was 24/min and his chest was clinically 
clear. His jugular venous pulse was just visible, first and 
second heart sounds were heard with no added murmurs. 
The following results are obtained: 

ECG: ST elevation of 3 mm in Vi-V 4 with reciprocal ST 
depression in the inferior leads. 



No.: 128 

Percutaneous coronary intervention (PCI) 

The best possible management for this patient would 
be PCI, where facilities are available. There is no 
evidence that repeating thrombolysis improves 
survival. 



Haemoglobin 


15.8 g/dl 


Mean cell volume 


88.6 fl 


Platelets 


240 10 y /l 


White cell count 


14.1 10 9 /1 


Sodium 


141 mmol/1 


otassium 


3.8 mmol/1 


Urea 


7.1 mmol/1 


Creatinine 


121 umol/1 



ANG 



A bolus infusion of tenecteplase was given together with 
diamorphine and metoclopramide. The pain eased after 
the diamorphine but there was still some discomfort. Two 
hours later the severe chest pain recurred despite being 
given more morphine and GTN infusion. 
The ECG was repeated: 

ST elevation of 3 mm in V r V 4 with reciprocal ST 
depression in the inferior leads. 

What is the most important immediate management 
of this patient? 

Repeat thrombolysis 

Percutaneous coronary intervention (PCI) 

Start glycoprotein Ilb/IIIa inhibitor 

Start enoxoparin 

Clopidogrel 
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A 53-year-old man was referred to the cardiology clinic 
by his general practitioner (GP) for an abnormal pulse. 
The man had gone to see his GP for a regular check-up 
when he was found to have an abnormal heart rhythm. 
His past medical history was unremarkable and he was 
not on any medication. He does not smoke and takes 
about 7 units of alcohol a week. 
On examination, he was comfortable with a blood 
pressure of 125/65 mmHg, pulse of 68/min and 
irregularly irregular. His jugular venous pressure was not 
raised and his chest was clinically clear. He had a 
variable SI but no murmurs. Full blood count, urea and 
electrolytes, thyroid function tests, liver function tests, 
lipids and echocardiogram were all essentially within 
normal limits. Electrocardiogram (ECG) showed atrial 
fibrillation 

Which one of the following medications would you 
start this patient on? 

Low molecular weight heparin transitioning to 
Warfarin prior to elective cardioversion 

a 



♦ 



Amiodarone 
Digoxin 
Bisoprolol 
Sotalol 



ANG 



No.: 129 

Low molecular weight heparin transitioning to Warfarin 
prior to elective cardioversion 

Previously this younger patient with probable lone 
AF would be given aspirin alone and then followed 
up periodically in the cardiology clinic. Now however 
NICE guidelines suggest that rhythm control should 
be attempted. In that sense the first step is 
warfarinisation, followed by a routine cardioversion. 
Rate control is inappropriate in a young patient 
presenting for the first time, and oral anti- 
arrhythmics are less likely to be effective and run the 
risk of precipitating an embolus if they succeed in re- 
attaining SR without anti-coagulation. 
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A 69-year-old man is admitted to the emergency 
department with sudden onset of palpitations. The 
palpitations started 3 h ago, and are associated with 
shortness of breath, light- headedness and chest 
discomfort. He has had two similar episodes of 
palpitations in the last 2 months that have lasted only a 
few seconds. He had never sought any medical advice on 
these previous palpitations. His past medical history is 
unremarkable and he is not on any medication. 
On examination, he is dyspnoeic with a blood pressure of 
102/55 mmHg, pulse rate of »120/min and a respiratory 
rate of 28/min. His oxygen saturation on air is 90%, and 
his chest is clinically clear. His jugular venous pressure is 
not raised. First and second heart sounds are heard but 
you cannot appreciate if there is any murmur. Initial 
attempts at carotid sinus massage have failed and he is 
becoming increasingly distressed. 
The following results are obtained: 



No.: 130 

Give rapid intravenous adenosine 

To determine the underlying rhythm, adenosine 6 
mg in a large peripheral vein should slow the heart 
rate sufficiently to unveil the underlying rhythm. If 
the patient does not respond to 6 mg adenosine, the 
dose could be increased to 9 mg and then 12 mg. 
Adenosine will have the following effects on the 
narrow complex: atrial fibrillation or atrial flutter 
(transient atrioventricular block), Atrioventricular 
nodal re-entrant tachycardial or Atrioventricular re- 
entrant tachycardia (may terminate), atrial 
tachycardia - transient AV block. 



Electrocardiogram 
(ECG) 



Chest X-Ray 



Heart rate of 1 88/min with 
a narrow QRS complex 



Normal 



How would you determine the underlying cardiac 
rhythm? 









* 



Give intravenous B-blocker 

Give rapid intravenous adenosine 

Ask patient to do a Valsalva manoeuvre 

Give 100% oxygen 

Give intravenous calcium channel blocker 
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A 72-year-old man is referred to the cardiology clinic 
because of two syncopal episodes over the past month. 
Both episodes have happened while he had been up doing 
some chores around the house. His past medical history is 
unremarkable and he is not on any medication. On each 
occasion he has noticed a feeling of sounds becoming 
muffled, a sensation that his heart is pounding, some 
nausea, and then his vision going black before collapsing 
to the ground. His wife has witnessed one episode and 
said that he was very pale and rather clammy, he 
recovered consciousness within a few seconds of falling 
and within less than a minute was back to his normal self. 
His physical examination is essentially normal and there 
is no postural drop in his blood pressure. Full blood 
count, urea and electrolytes, liver function tests,thyroid 
function tests, lipids, and echocardiography are all within 
normal limits. 

What would you advise this gentleman? 

Sit down whenever he feels dizzy 



chest 

♦ 



He needs a computed tomography (CT) scan of his 

He needs an angiogram 

He needs a CT scan of his head 

He needs Dopplers of his carotids 



No.:131 

Sit down whenever he feels dizzy 

In dealing with blackouts, it is vital to establish what 
the patient means by 'blackout'. You need to take a 
detailed history from the patient and the witness. 
The differential diagnosis is wide and includes 
vasovagal syncope, situational syncope, epilepsy and 
Stokes-Adams attacks, just to mention a few. The 
detailed history should be able to narrow down the 
likely diagnosis. 

The likely diagnosis in the above patient is vasovagal 
syncope. Onset is over a few seconds and is often 
preceded by sweating, pallor and visual field defects. 
The patient falls to the ground and is unconscious 
for about 2 min. Incontinence of urine is rare, there 
is no tonic-clonic sequence, and there is no prolonged 
confusion or amnesia. It is rare for anyone to faint 
through vasovagal mechanisms while seated or lying 
flat (such an occurrence being suggestive rather of a 
possible cardiac cause). If symptoms persist, then a 
tilt-table test may be sensible. 
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A 72-year-old retired policeman comes to the cardiology 
clinic for follow-up for his heart failure. He had been 
hospitalised for the fourth time in 4 months for 
congestion. His left ventricular ejection fraction is 22% 
(normal is 55%-75%). Shortness of breath interrupts 
sleeping and any physical activity he tries to engage in. 
He has chronic coronary artery disease and had quadruple 
bypass 3 years ago. He is on maximal medication for his 
heart failure and is being followed up in an advanced 
heart failure programme. He expresses a willingness to 
try anything to feel better. 

Which one of the following would be the most 
appropriate intervention you could offer this 
gentleman? 

Heart transplantation 






Left ventricular assist device (L VAD) 
Palliative care 
Artificial heart 
Home oxygen 



ANG 



No.: 132 

Left ventricular assist device (LVAD) 

This patient has recurrent heart failure despite 
having received the standard therapies known to 
improve outcome. In the setting of limited donor 
availability, cardiac transplantation would not be 
offered to patients in this age group. Data suggest 
that highly selected patients with refractory heart 
failure may be candidates for implantation of a 
LVAD as a permanent or destination therapy. 
Survival with LVADs is currently about 50% at 1 
year. Patients have returned to employment and 
various other activities after receiving LVADs. 



FI 
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A 72-year-old retired policeman comes to the cardiology 
clinic for follow-up for his heart failure. He had been 
hospitalised for the fourth time in 4 months for 
congestion. His left ventricular ejection fraction is 22% 
(normal is 55%-75%). Shortness of breath interrupts 
sleeping and any physical activity he tries to engage in. 
He has chronic coronary artery disease and had quadruple 
bypass 3 years ago. He is on maximal medication for his 
heart failure and is being followed up in an advanced 
heart failure programme. He expresses a willingness to 
try anything to feel better. 

You advise this gentleman that he could be a candidate 
for a left ventricular assist device (LVAD) and you 
explain to him the benefits of this new invention. He 
would like to know if there is evidence that the LVAD 
does improve symptoms and outcome in his condition. 

Which of the following best describes the evidence 
relating to outcome and clinical status in patients with 
LVADs? 



No.: 133 

Some interventional clinical trials have been carried out 

The Randomised Evaluation of Mechanical 
Assistance Therapy as an alternative in Congestive 
Heart failure (REMATCH) trial demonstrated 52% 
overall survival at 1 year in 68 non-transplantation 
candidates randomised to destination therapy. 
Subsequent 1-year survival in registries also centres 
around 50%. Outcomes are improving with device 
modifications and with strong emphasis on 
preventing infection. 



♦ 



No interventional trial has been conducted 
There are only observational studies 



♦ 



Exploratory studies only have been done without the 
power to draw a clinical conclusion 

Some interventional clinical trials have been carried 
out 

There is scanty evidence 






1^ 
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You receive a phone call from a 67-year-old lady you had 
seen in the cardiology clinic the previous week. She had 
been started on warfarin 2 months previously for her 
chronic atrial fibrillation. She tells you that she forgot to 
take her warfarin the previous day and wants to find out 
if she should take a double dose today. 

What would you advise her to do? 



No.: 134 

Take the usual dose 

Warfarin should be taken about the same time each 
day. If she forgot to take her warfarin, she could 
take it later that day. If she forgot to take it one day, 
she should not take a double dose the next day. She 
should make a note and let the clinic know when she 
attends. 



• 



Take the usual dose 

Take a double dose 

Take one and a half times the usual dose 

Go to the anticoagulation clinic 

Take the usual dose and an aspirin 



No.:135 

A 66-year-old man was admitted with infective 
endocarditis with Streptococcus faecalis, and treated with 
intravenous antibiotics for 6 weeks. He had a prosthetic 
metallic aortic valve put in 3 years ago for significant 
aortic stenosis. Repeated blood cultures are negative, and 
inflammatory markers have returned to the upper end of 
the normal range after five weeks of antibiotics. The 
latest transoesophageal echocardiogram (after the 6 
weeks of antibiotics) has revealed some tiny vegetations 
on the prosthetic aortic valve. 
How should this patient be managed? 






♦ 



Continue intravenous antibiotics for another week 

Discharge the patient 

Change to oral antibiotics for another two weeks 

Do a tons-thoracic echocardiogram 

Replace the metallic aortic valve 



No.: 135 

Discharge the patient 

The patient could be discharged and followed up as 
an outpatient. Stratification of patients into groups 
that are at high and low risk for heart failure, 
systemic embolisation, need for surgical intervention 
and death, based on the presence or absence of 
vegetations remains controversial. 

In this patient whose inflammatory markers have 
returned to normal, he could be followed as an 
outpatient because this indicates that it is unlikely 
there has been a further resurgence of infection. If 
there was a para-prosthetic leak or obstruction of 
the valve, the patient would probably need surgical 
intervention. 

Transoesophageal echo is more sensitive in picking 
up micro vegetations than the transthoracic echo. 
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A 50-year-old man comes to the cardiology clinic for 
follow-up. He has been annually followed up in the clinic 
for 10 years for his aortic stenosis. He informs you that 
his exercise tolerance has decreased. He gets some chest 
discomfort and dizziness on strenuous exertion. 
On examination, he is comfortable with a blood pressure 
of 125/85 mmHg, pulse of 76/min and regular. His 
jugular venous pulse is not raised, and his chest is 
clinically clear. First and second heart sounds are heard 
and there is an ejection systolic murmur grade 3/6 in the 
aortic distribution. An echocardiogram reveals a peak 
gradient of 32 mmHg across the aortic valve. 

How should this patient be managed? 

Continue yearly follow-ups 



• 



6-monthly follow-ups 

Discharge him from the clinic 

Start him on digoxin 

He needs replacement of the aortic valve 



an:r 
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He needs replacement of the aortic valve 

The patient would need replacement of his aortic 
valve since he has become symptomatic. Normally, a 
gradient of between 50 and 60 mmHg is required for 
a surgical intervention of a stenotic aortic valve, but 
in this case the gradient across the aortic valve 
gradient would not be the sole determinant. Since the 
patient is symptomatic there is a high likelihood of 
left ventricular dysfunction, hence the lower than 
expected aortic gradient. The patient would also 
need an angiogram to determine the patency of his 
coronary arteries before surgery. If there is any 
coronary artery disease, both the valve replacement 
and bypass surgery could be carried out at the same 
time. 



FI 
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A 50-year-old man comes to the cardiology clinic for 
follow-up. He has been annually followed up in the clinic 
for 10 years for his aortic stenosis. He informs you that 
his exercise tolerance has decreased. He gets some chest 
discomfort and dizziness on strenuous exertion. 
On examination, he is comfortable with a blood pressure 
of 125/85 mmHg, pulse of 76/min and regular. His 
jugular venous pulse is not raised and his chest is 
clinically clear. First and second heart sounds are heard 
and there is an ejection systolic murmur grade 3/6 in the 
aortic distribution. An echocardiogram reveals a gradient 
of 60 mmHg across the aortic valve. 
You explain to the patient that he will need a valve 
replacement. He would like to know the pros and cons of 
the different heart valves. 

Which one of the following statements is true of 
prosthetic heart valves? 



Tissue valves last as long as metallic valves 



♦ 



Both tissue and metallic valves need anticoagulation 
for life 



♦ 



No.: 137 

A metallic valve would be most suitable for this patient 

A metallic valve would be most suitable for this 
patient because he is young. The negative side of 
metallic valves is that he will need anticoagulation 
for life. Tissue valves do not require anticoagulation 
but on average they only last for about 10 years. 



A tissue valve would be most suitable for this patient 



A metallic valve would be most suitable for this 
patient 



♦ 



Tissue valves last for 5 years on average 
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A 74-year-old lady is referred by her general practitioner 
(GP) to the emergency department for worsening 
shortness of breath. She is a known patient with dilated 
cardiomyopathy that has been stabilised on medication. 
She is on furosemide 80 mg od, bisoprolol 5 mg od, 
ramipril 10 mg od, aspirin 75 mg od, and atorvastatin 80 
mg nocte. 

On examination she is dyspnoeic, her blood pressure is 
120/60 mmHg and pulse 92/min, regular. She has grossly 
swollen oedematous legs and her jugular venous pressure 
is raised. On auscultation, first and second heart sounds 
are heard, and there is a grade III pan- systolic murmur 
radiating to the axilla. Auscultation of her chest reveals 
bibasal crackles. 
Results of investigations are: 



Haemoglobin (Hb) 


12.1 g/dl 


Mean corpuscular volume (MC V) 


86 fl 


White cell count (WCC) 


8 10 9 /1 


Platelets 


288 1071 


Sodium 


141 mmol/1 


Potassium 


3.0 mmol/1 


U ea 


8.1 mmol/1 


Creatinine 


131 umol/1 



No.: 138 

Start her on spironolactone 

Heart failure has a uniformly poor prognosis. More 
money is spent on it than any other illness. Digoxin 
would not be a good choice in this case because the 
patient is in sinus rhythm and has mild 
hypokalemia. Results of the Digitalis Investigation 
Group (DIG) trial showed no difference in survival 
between the treatment arm and placebo. 
Spironolactone would be a good choice in this case. It 
would raise the potassium and help remove the 
excess fluids on board. The Randomized Aldactone 
Evaluation Study (RALES) showed that 
spironolactone in a small dose of 25 mg reduced 
mortality by 30% when added to conventional 
therapy. 






Chest X-ray shows an enlarged heart and bilateral small 
pleural effusions. 

Electrocardiogram (ECG) reveals a left bundle branch 
block (LBBB). 

What would be the most appropriate next step in long 
term management of her condition? 






• 



Start her on digoxin 
Start her on dobutamine 
Start her on spironolactone 
Urgent echocardiography 
Increase the dose of furosemide 
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A 27-year-old man is referred to the emergency 
department by his general practitioner (GP) after having 
collapsed at home. This event had happened earlier in the 
day while he was sitting on the couch listening to music. 
He does not remember having any chest pains or 
shortness of breath. He just passed out and this was the 
first time it had ever happened. He has never had any 
serious illness in the past and his family history is 
unremarkable. He is not on any medication and he is not 
allergic to any medication. 

On examination, he is alert, comfortable, his blood 
pressure is 125/70 mmHg and his pulse is 74/min and 
regular. First and second heart sounds are heard and there 
is no murmur. His chest is clear. His central nervous 
system and abdomen are normal. His full blood count and 
biochemistry are normal. 

Electrocardiogram (ECG) shows ST elevation in VI -V3 

and right bundle branch block (RBBB). 

Chest X-ray is normal. 

Echocardiography shows normal echo findings. 

Troponin T is <0.01 iu (normal is <0.01 iu). 



What is the likely diagnosis? 

Early repolarisation variant 









Acute anterior myocardial infarction 
Arrhythmogenic right ventricular dysplasia (ARVD) 
Brugada syndrome (BrS) 
Primary pulmonary hypertension 
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Brugada syndrome (BrS) 

In 1992 Brugada et al. described this novel clinical 
entity. It is an inherited form of cardiac arrhythmia, 
presenting with a typical electrocardiogram (ECG) 
pattern of ST segment elevation in leads VI to V3, 
and incomplete or complete right bundle branch 
block (RBBB). The underlying cause of BrS is a 
genetic defect in the SCN5A gene, which encodes the 
sodium channel controlling the depolarisation phase 
of the cardiac action potential. There are usually no 
structural abnormalities in Brugada syndrome (BrS) 
patients and the disease may be defined as a pure 
electrical abnormality of myocardial cells. 
BrS manifests with syncope and cardiac arrest 
typically occurring in the third and fourth decade of 
life, and usually at rest or during sleep. The implant 
of an implantable cardiac defibrillator (ICD) may 
remarkably improve quality of life. Studies suggest 
that the majority of BrS patients are likely to remain 
asymptomatic and are at relatively low risk of 
relapsing. 

ST segment elevation in right precordial leads and 
right RBBB has rarely been reported in 
arrhythmogenic right ventricular dysplasia (ARVD). 
Morphological analysis of the right ventricle should 
be carried out by echo and nuclear magnetic 
resonance (NMR) in order to exclude the presence of 
a structural cardiac abnormality. 
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A 73 -year-old female is brought into the emergency 
department by an ambulance because of a sudden onset 
of palpitations and shakes. This is the second time she 
has had such an experience. The first incidence only 
lasted about one minute, a month ago. She did not seek 
medical attention because she thought it was just one of 
those things that come with old age. The current episode 
has been going on for about an hour. She also has some 
shortness of breath but no dizziness. The ambulance crew 
noted that her blood pressure (BP) was very high, 
230/1 10 mmHg. Her past medical history and family 
history are unremarkable. 

On examination, she is dyspnoeic, sweating and shaking. 
Her blood pressure is 237/1 15 mmHg and her pulse is 
>150/min. Her chest is clear. 

Electrocardiograph (ECG) monitor shows a heart rate of 

188/min. 

12-lead ECG shows narrow complex tachycardia. 

You start the patient on high- flow oxygen (15 1) and you 
give her a fast intravenous dose of adenosine 6 mg. She 
experiences some chest tightness and the ECG monitor 
shows the heart rate slowing down. After a few minutes 
she calms down, the heart rate is 90/min, regular and the 
BP is 140/80mmHg. 

What type of supraventricular tachycardia is this 
likely to be? 



No.: 140 

Atrioventricular re-entrant tachycardia (AVRT) 

Atrioventricular re-entrant (AVRT) and 

atrioventricular nodal re-entrant tachycardia 
(AVNRT) may terminate with adenosine. Transient 
atrioventricular (AV) block will unmask atrial 
fibrillation, atrial flutter and atrial tachycardia but 
is unlikely to terminate them. 



♦ 



Atrial flutter 

Atrial fibrillation 

Sinus tachycardia 

Multifocal atrial tachycardia 

Atrioventricular re-entrant tachycardia (AVRT) 



F 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.:141 

A 27-year-old male comes to the emergency department 
complaining of palpitations. In the past year, he has had 
some occasional palpitations only lasting a few seconds. 
This particular episode is different because it has been 
going on for about 45 min. He also complains of some 
slight shortness of breath but no dizziness. He was 
diagnosed with Wolff-Parkinson- White (WPW) 
syndrome a year ago when he presented with similar 
symptoms. 

On examination, he is apprehensive, his pulse is 130/min 
and his blood pressure 125/70 rnmHg. His chest is 
clinically clear. His urea and electrolytes and full blood 
count are normal. 
Chest X-ray is unremarkable. 
Electrocardiogram (ECG) shows narrow complex 
tachycardia with heart rate of 1 34/min. 

What is the next appropriate immediate step in his 
management? 






DC cardioversion 
Intravenous (IV) flecainide 
IV verapamil 
Infusion of amiodarone 
Digoxin 



ANG 
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Intravenous (IV) flecainide 

DC cardioversion should be used early if the 
tachycardia is causing haemodynamic comprise. 
Intravenous flecainide or disopyramide should be 
used for chemical cardioversion. Beta-blockers may 
also be used. Amiodarone is slightly less effective in 
achieving cardioversion in this situation than 
flecainide. Digoxin and verapamil should be avoided 
as they may accelerate conduction down the 
accessory pathway. If symptoms are recurrent, 
patients should be referred for Radio -frequency 
ablation, which is the definitive treatment. 
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You have been called to the ward to review a patient who 
had suddenly changed condition. You quickly browse 
through the medical notes of the patient while walking up 
to his bed. He is a 60-year-old gentleman who was 
admitted the previous day with an acute coronary 
syndrome. His troponin was 0.03 iu (normal range is 
<0.01 iu) and his admission electrocardiogram (ECG) 
showed an ST segment depression of 1 .0 mm in the 
inferior leads. He was started on aspirin 300 mg start, 
glyceryl trinitrate (GTN) spray prn and enoxaparin 80 mg 
bd. His full blood count and urea and electrolytes are 
within normal limits. 

When you examine him, he is dyspnoeic, his pulse is 
140/min and his blood pressure (BP) is 90/45 mmHg. His 
chest is clinically clear and he is on high- flow oxygen (15 
1). You give him 6 mg of adenosine without any 
response. You repeat the same dose of 6 mg and then 
increase it to 12 mg. With the 12 mg dose, the heart rate 
(HR) on the monitor slows down to 105/min. A 12 -lead 
ECG is taken at the same time. 

ECG shows flutter waves best seen in the inferior leads 
and VI. 

After a couple of minutes, the HR shoots back to 150/ 
min. You recheck his BP that is still low at 94/50 mmHg. 
The patient starts complaining of chest tightness. 
How would you control this man's tachycardia? 



No.: 142 

DC cardioversion 

DC cardioversion is the therapy of choice as flutter 
can be resistant to pharmacological therapy. 
Additionally, given that he has been admitted with 
ACS, and his systolic is only 90 mmHg, 
cardioversion versus flecainide or verapamil would 
be the most appropriate option. Indeed, given he has 
a history of myocardial ischaemia and the results of 
the CARDS study, flecainide should be avoided. This 
patient would need to be sedated or have general 
anaesthesia before cardioverting him. Very low 
energies are needed for cardioversion (50-100 J). 






* 



* 



• 



DC cardioversion 

Intravenous (IV) flecainide 

Digoxin 

Verapamil 

Beta-blockers 
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You accompany a patient for an exercise test. This was 
the patient's 7th day post-myocardial infarction. He had 
an inferolateral myocardial infarction and he was having 
an exercise test for the purpose of risk stratification. At 
rest, his blood pressure (BP) was 130/75 mmHg. He was 
able to manage 8 min on the treadmill using the Bruce 
protocol. He could have gone on for some more minutes 
but was limited by shortness of breath and not chest pain. 
At maximum exercise, his BP was 190/72 mmHg. 
How would you best describe this BP response to 
exercise? 
(? 



The systolic response was excessive 



• 



Both the systolic and diastolic responses were 
abnormal 

The systolic response was normal but not the 

diastolic 
*»■» 

The diastolic response was normal but not the 
systolic 

Both systolic and diastolic responses were normal 



A\'G 
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Both systolic and diastolic responses were normal 

If you know how blood pressure (BP) responds to 
exercise, this is a very easy question. With exercise, 
systolic pressure progressively increases until 
maximum exercise. Diastolic BP remains the same 
and may decrease slightly with progressive exercise. 
With heart disease, abnormalities in BP response to 
exercise are common. A fall in blood pressure, 
failure to rise or excessive rise (systolic >250 mmHg) 
in blood pressure is an indication to terminate the 
exercise test. 



FI 
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Your registrar has asked you do some blood gases on a 
patient with chest pain who is on the coronary care unit. 
There is a previous history of deep vein thrombosis 5 
years ago. The patient is a 65 -year-old lady who just 
presented with severe chest pain that started 6 h earlier. 
The chest pain was central, radiated to the neck and 
lasted for about 45 min. She is still having some chest 
pains but not very severe. Her admission 
electrocardiogram (ECG) revealed sinus rhythm with T 
wave inversion in the anterior chest leads. 
While trying to draw some blood, the patient suddenly 
becomes restless and starts complaining of shortness of 
breath. The ECG monitor shows a heart rate of 188/min 
and her blood pressure (BP) is 105/60 mmHg. You 
immediately start the patient on high-flow oxygen using ; 
mask and request a 12-lead ECG. This ECG reveals a 
narrow complex tachycardia. 
What would you immediately do for this patient? 
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Give the patient a bolus dose of IV adenosine 6 mg 

This lady is likely to be having an acute coronary 
syndrome. Giving her a fast intravenous (IV) dose of 
adenosine 6 mg and repeating it if there is no 
response is the most appropriate immediate action. 
The patient's response to adenosine would depend on 
the underlying arrhythmia. In rare cases adenosine 
has been reported to cause destabilisation of VT and 
lead to further deterioration of blood pressure and 
heart rate, but on balance of probabilities adenosine 
would still be the best course of action here. 



DC cardioversion 



Start the patient on amiodarone infusion of 300 mg 
inlh 

Give the patient a bolus dose of intravenous (IV) 
lidocaine 100 mg 
6 



♦ 



Give the patient a bolus dose of IV adenosine 6 mg 
Start patient on oral beta-blockade 



Sinus tachycardia 


transient 
atrioventricular 
(AV) block 


Atrial fibrillation 


transient AV block 


Atrial flutter 


transient AV block 


Atrioventricular nodal 
re-entrant tachycardia 
(AVNRT) 


may terminate 


Atrioventricular re- 
entrant tachycardia 
(AVRT) 


may terminate 


Ventricular tachycardia 


Likely to have no 
effect 
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A 2 3 -year-old female presents to the emergency 
department with collapse. She was playing tennis when 
she suddenly fell to the ground and lost consciousness for 
a short period of time. She had a very brief period of 
palpitations and then everything just blacked out. This is 
second episode of collapse. The first one happened about 
a year ago when she suddenly collapsed while jogging. 
Extensive investigations were carried out the first time 
she had collapsed but none revealed anything diagnostic. 
The investigations included; electrocardiogram (ECG), 
24-h ECG monitor, echocardiography, chest X-ray 
(CXR), routine full blood count (FBC) and biochemistry, 
which were all normal. There is no past medical history 
of any serious illness apart from syncope. She is not on 
any medication. 

On examination, she is alert, her blood pressure is 120/65 
mmHg and pulse 70/min and regular. Cardiovascular, 
respiratory, nervous and abdominal examinations are all 
normal. FBC and blood biochemistry are all 
unremarkable. 



ECG reveals QT prolongation: QTc 0.49 s. 
CXR is normal. 

How would you manage this young lady? 



ANG 



♦ 



Electrophysiological studies 
Start her on amiodarone 
Start on a beta-blocker 



Start her on a calcium channel blocker 



Insert a pacemaker 
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Start on a beta-blocker 

Long QT syndrome (LQTS) is a congenital disorder 
characterised by a prolongation of the QT interval 
on electrocardiogram (ECG) and a propensity to 
ventricular tachyarrhythmias, which may lead to 
syncope, cardiac arrest, or sudden death. LQTS is 
caused by mutations of cardiac ion channel genes 
and two forms have been recognised; Romano-Ward 
syndrome and Jervell and Lang-Nielsen. Beta- 
blockers are drugs of choice for patients with LQTS. 
The protective effect of beta-blockers is related to 
their adrenergic blockade diminishing the risk of 
cardiac arrhythmias. Implantation of cardioverter- 
defibrillators appears to be the most effective 
therapy for high-risk patients, and left 
cervicothoracic stellectomy is another antiadrenergic 
therapeutic measure used in high-risk patients with 
LQTS. High risk in this context is usually described 
by a history of collapse, although given this woman's 
age she may prefer a trial of beta-blockade before 
comitting to an implantable cardioverter- 
defibrillator. 



F 
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You have just finished resuscitating a 69-year-old lady 
who was in ventricular fibrillation (VF). You managed to 
cardiovert her back to sinus rhythm after three shocks at 
360 J. This is the second time she has had VF. The first 
time was about 6 h ago and she was cardioverted back to 
sinus rhythm. This lady had suffered an anterior 
myocardial infarction (MI) and was thrombolysed two 
days previously. She is taking aspirin 75 mg, isosorbide 
mononitrate 30 mg bd and atenolol 50 mg od. 
The following results are obtained: 
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Amiodarone infusion 

Amiodarone infusion should be started (300 mg over 
the first hour and then 900 mg over the next 23 h), 
and then oral doses should be continued. Flecainide 
and propafenone have been shown to be associated 
with increased mortality in studies that have been 
done in patients with arrythmias post myocardial 
infarction and should be avoided. 



Haemoglobin (Hb) 


14.1 g/dl 


White cell count (WCC) 


12.3 10 9 


Platelets 


203 10 y 


Mean corpuscular volume (MC V) 


80.1 fl 


Sodium 


1 32 mmol/1 


Potassium 


4.1 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


121 umol/l 


P(0 2 ) 


23kPa 


P(C0 2 ) 


3.1 kPa 


PH 


7.29 



What prophylactic medication would you start her on 
to prevent further arrhythmias? 

Amiodarone infusion 

Lidocaine infusion 

Flecainide 



♦ 



Propafenone 
Verapamil 



F 
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A 72-year-old man comes for a review in the cardiology 
clinic. He had an infero lateral myocardial infarction that 
was thrombolysed 4 weeks ago. He had recovered 
uneventfully and was discharged on the fifth day post- 
myocardial infarction (MI). Now he comes to your clinic 
and he is asymptomatic. Regular medication includes 
atenolol lOOmg andramipril lOmg. On examination his 
blood pressure is 135/80 mmHg and his pulse is 40/min 
and regular. 

Electrocardiogram (ECG) shows sinus bradycardia with 

RR interval of 2.0 seconds, Q waves in leads II, III, aVF, 

V5-V6. 

Echocardiogram is normal. 

What would you do for this patient? 

Insert a permanent pace-maker 
Give atropine 






Give isoprenaline 
Give adrenaline 



Reduce his atenolol 
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Reduce his atenolol 



ANG 



This man is likely to be over beta-blocked. 
Management of choice would be to reduce his 
atenolol to 50mg and arrange follow up with his GP. 
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You are reviewing a 70 -year-old lady who you had seen 
in the cardiology clinic last week. You had requested for 
a 24 -hour ho Iter monitor for her. She had an inferior 
myocardial infarction that was thrombolysed 4 weeks 
ago. She had recovered uneventfully and was discharged 
on the fifth day post-myocardial infarction (MI). She 
came to your clinic last week with symptoms of 
palpitations and dizziness occurring at the same time. She 
would get those episodes about twice a day in the 
preceding 2 weeks. 

On examination, her blood pressure is 130/70 mmHg, her 
pulse 72/min and regular. Her jugular venous pressure is 
not raised, first and second heart sounds are heard and 
there are no murmurs. Her chest is clinically clear. Her 
full blood count and blood biochemistry are normal. 
ECG shows normal sinus rhythm with Q waves in II, III 
and aVF. The PR interval is prolonged. 

Echocardiography shows normal findings. 

Chest X-ray is unremarkable 

24-hour holter monitor shows two episodes of 

bradycardia with a heart rate of 30/min. These episodes 

coincided with the symptoms. 

How are you going to manage this lady? 
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Permanent pacemaker 






Start a beta-blocker 
Permanent pacemaker 
Calcium channel blocker 
Do nothing 
Electrophysiology studies 



This lady has symptomatic complete heart block and 
she would definitely benefit from a pacemaker. 
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A 70-year-old lady comes to your clinic for follow-up. 
She is a known patient with stable heart failure (NYHA 
II) due to ischaemic cardiomyopathy. She has chronic 
atrial fibrillation (AF) and has been anticoagulated with 
warfarin. Other medications include: digoxin 125 ug od, 
furosemide 40 mg od, ramipril 2.5 mg od and diltiazem 
60 mg bd. Today her international normalised ratio (INR) 
was 2.7. She would like to know if there would be any 
benefits if she was cardio verted to normal sinus rhythm. 
How would you advise this lady? 

Rate control is better than rhythm control 

Rhythm control has survival benefits over rate 
control 



She would benefit from cardioversion 



Rhythm control alone has no survival benefit over a 
rate control strategy 



♦ 



Cardioversion would be harmful for her 



No.: 149 

Rhythm control alone has no survival benefit over a rate 
control strategy 

When advising this lady current evidence should be 
taken into account: 

• when managing atrial fibrillation (AF), rhythm 
control strategy alone has no survival benefit over a 
rate control strategy as long as high-risk patients are 
anticoagulated 

• rate control is not inferior to rhythm control for 
prevention of death and cardiovascular morbidity in 
patients with persistent AF after electrical 
cardioversion. 






F 
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You get a crash call to the radiology department where a 
patient has just arrested. You dash there with another 
senior house officer and a house officer. The patient has a 
pulse but is not breathing. You immediately start 
cardiopulmonary resuscitation (CPR). You connect the 
ambu-bag to an oxygen cylinder and start ventilating the 
patient through a mask. In the meantime, you connect the 
patient to the defibrillator and he has a normal sinus 
rhythm. Despite the normal sinus rhythm, the pulse starts 
getting weaker. The ventilations through the mask are 
ineffective and you quickly intubate the patient. After 3 
min, blood pressure (BP) is unrecordable and you decide 
to give the patient some intravenous (IV) adrenaline and 
continue with CPR. The pulse becomes palpable and the 
patient starts making very weak respiratory efforts but the 
BP is still unrecordable. 

You quickly go through the notes of the patient and find 
that he just had a mediastinal lymph node biopsy. On 
auscultation of his chest, you only hear very coarse 
crackles. 
What would be your immediate next step? 

uive j mg oi atropine i v 

Give 300 mg of amiodarone IV bolus 
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Request an urgent portable chest X-ray 

I actually had this case when I was on call. This was 
a case of an Electromechanical Dissociation (EMD) 
due to a tension pneumothorax. After the chest X- 
ray was taken, we quickly inserted a chest drain and 
the patient recovered. 



♦ 



• 



Give 3 mg of atropine IV 

Give 300 mg of amiodarone IV bolus 

Request an urgent portable chest X-ray 

Insert a central line 

Catheter ise the patient 






r 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.:151 

A 31 -year-old anxious barrister presents to his GP 
complaining of fainting episodes which have had a recent 
onset. He does not attribute his faints to any particular 
activity and sometime he has noticed light-headedness 
even as he has changed position at rest. On further 
questioning, he admits to having felt increasingly tired 
and short of breath with minimal exertion. His appetite 
has decreased and he has lost about 5 kg of weight in the 
preceding 2 months. He had been otherwise fit and well 
and is not on any medication. He is a non-smoker. He 
admits to being very concerned since his father died 
suddenly at a similar age to the patient but he does not 
know the cause of death. Positive findings on 
examination of the patient include clubbing of his fingers 
and a raised JVP. Auscultation of the heart reveals a loud 
first heart sound, a third heart sound and a systolic 
murmur at the apex. Neurological examination was 
normal. 
What is the most likely diagnosis? 






Infective endocarditis 
Takayasu's disease 
Rheumatic fever 
Atrial myxoma 
Bornholm disease 
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Atrial myxoma 

An atrial myxoma is the most common primary 
heart tumour and produces symptoms either 
through distant embolisation or mechanical 
interference with cardiac function. Three-quarters of 
cases of atrial myxomas occur in females and sudden 
death may occur in 15% of patients. Patients may 
experience symptoms related to left- or right-sided 
heart failure. Exertional dyspnoea is present in three 
quarters of patients. Dizziness or syncope results 
from the atrial myxoma obstructing the mitral valve. 
The patient may also have constitutional symptoms 
that include fever, weight loss and arthralgias. On 
examination, a loud first heart sound is often heard 
due to a delay in mitral valve closure due to the 
prolapse of the tumour into the mitral valve orifice. 
However, atrial myxoma can cause a variety of 
findings on cardiac ausculation: for example 
diastolic tumour "plop", systolic murmur if 
tricuspid regurgitation occurs or a diastolic rumble 
if mitral valve obstruction is present. Although most 
cases of atrial myxomas are sporadic, an autosomal 
dominant variety may also exist within families. 
Takayasu's arteritis is an idiopathic arteritis causing 
narrowing of the proximal innominate, carotid and 
subclavian arteries and commonly affects females. 
Bornholm disease is a coxsackie B virus infection of 
the intercostals muscles and causes chest and 
abdominal pain. Infectious endocarditis should also 
be considered but the absence of fever would be very 
atypical for this condition and so it is not the most 
likely diagnosis here. 
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A novice house officer asks for advice about an ECG 
recording he has made on a young 20 -year-old female 
patient admitted unconscious after having taken a 
paracetamol overdose. The ECG showed sinus rhythm 
but with a P axis of +120 degrees and prominent QRS 
amplitudes in the right leads that diminish in size over the 
left precordial leads. No other abnormalities were noted. 
After seeing the ECG the registrar becomes interested in 
examining the patient. 

Which of the following statements is TRUE with 
regards to the probable diagnosis in this case? 

Wolff-Parkinson-White syndrome commonly 
occurs in these patients 



The male to female ratio is 10:1 
Kartagener's syndrome is a known association 
The ECG is corrected with reversal of the limb leads 



• 
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Kartagener's syndrome is a known association 

This patient has dextrocardia and so the cardiac 
apex now points rightwards with the morphological 
right atrium and right ventricle now being on the 
left. It is commonly associated with reversal in the 
position of the abdominal organs, known as situs 
inversus. Dextrocardia is a rare condition and occurs 
with equal frequency in males and females. The 
classical features on an ECG are inverted P waves in 
lead I, a shift of the P axis (usually about +120 
degrees) and reversed R wave progression. Reverse 
placement of the praecordial leads on the right chest 
at sites corresponding to the left chest positions 
corrects this trend. Typically patients have a normal 
life expectancy if no cardiac anomalies are present. 
Kartagener's syndrome is the combination of 
bronchiectasis, chronic sinusitis, male infertility and 
situs inversus with dextrocardia. 



Life expectancy is often reduced 
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A young man known with hypertrophic cardiomyopathy 

is undergoing a medical examination for private health 

insurance cover. A routine ECG is performed by the 

examining physician. 

Which of the following abnormalities seen on the 

ECG is NOT commonly found in patients with this 

condition? 






Right axis deviation 

Left axis deviation 

Sinus bradycardia with ectopic atrial rhythm 

Prolongation of the PR interval 

Sick sinus syndrome 
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Sick sinus syndrome 

Hypertrophic cardiomyopathy (HOCM) is an 
autosomal dominant condition with variable 
penetrance characterised by asymmetrical 
myocardial hypertrophy. Although any region of the 
left ventricle (LV) can be involved, the hypertrophy 
frequently involves the interventricular septum 
resulting in LV outflow tract obstruction. The 
condition is slightly more common in males, with the 
most common age of presentation being in the third 
decade of life. It is a leading cause of sudden death in 
otherwise fit and healthy young adults. Indeed, 
sudden death may be the first clinical manifestation 
of the disease. Common ECG findings in patients 
with HOCM include LV hypertrophy, atrial 
enlargement, ST-T segment abnormalities, right or 
left axis deviation, PR prolongation, sinus 
bradycardia with ectopic atrial rhythm and bundle 
branch block. Ventricular fibrillation is responsible 
for the sudden death in 80% of these patients. 
HOCM can also be associated with Wolff- 
Parkinson-White syndrome. 
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You are a general medical senior house officer in a 
district general hospital. You are asked to see a 20-year- 
old man in the emergency department who is breathless. 
He gives a history of recent air travel to South America 
within the last 10 days. He denies any past medical 
history but says that he has a chronic smokers' cough. 
The patient is not taking any regular medications. 
On examination, he is a thin man with tachypnoea at rest. 
His baseline observations are blood pressure = 120/80 
mmHg, heart rate =100 beats/min, oxygen saturations 
89% on room air. temperature = 37.5°C. He is noted to 
have bibasal crepitations and ill-defined heart sounds. 

An electrocardiogram (ECG) done on admission is 
shown below. 
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What is the next step in management? 

Referral to a specialist for Atrial Septal Defect 
(ASD) closure device and commence anti-coagulation 
therapy 

Organise ventilation-perfusion scan and commence 
intravenous heparin and warfarin 

Organise chest X-ray and commence antibiotic 
therapy 

Organise chest X-ray and ultrasound of the abdomen 
and commence antibiotic treatment 

a 

Blood test for alpha- 1 antitrypsin level and right 
heart catheterisation and commence antibiotic treatment 
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Organise chest X-ray and ultrasound of the abdomen 
and commence antibiotic treatment 

Although the story is of a young man having 
travelled to South America, the faint heart sounds, 
'chronic smokers' cough and abnormal 
electrocardiogram (ECG) all point towards 
dextrocardia, bronchiectasis and therefore, 
Kartagener's syndrome. The air travel is a red- 
herring! 

The ECG with leads in the usual precordial position 
reveals inverted P waves in lead I with a negative 
major QRS deflection. Upright P waves with a 
positive QRS deflection are seen in lead aVR with 
mirror image findings in lead aVL, and an abnormal 
precordial progression of R wave from lead VI 
through V6. 

The reason for the ultrasound scan is to examine the 
possibility of situs inversus with organ transposition, 
which is associated with Kartagener's syndrome. 



F 
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You are the heart failure senior house officer (SHO). A 
fellow medical SHO in endocrinology has asked you to 
review a 5 3 -year-old patient who has been admitted for 
closer monitoring of her diabetic treatment. Since her 
hospitalisation, her diabetes has been well controlled but 
she has become more breathless. On speaking to the 
patient, she has become more dyspnoeic over the last 3 
months with ankle oedema and orthopnoea with severe 
reduction in exercise tolerance to flat ground only. Her 
past medical history includes hypertension and ischaemic 
heart disease. 

Her medications include aspirin 75 mg daily, ramipril 2.5 
mg twice daily, simvastatin 10 mg nocte, 
bendroflumethiazide 2.5 mg mane and actrapid 15 units 
three times daily. 

On examination, she is hypertensive, blood pressure is 
165/100 mmHg, heart rate 98 beats/min regular. The 
jugular venous pressure is raised, the apex beat is not 
displaced and the heart sounds are normal with no added 
sounds. There are fine inspiratory crepitations at both 
bases of the lung posteriorly and there is pitting oedema 
up to the shins. 

Her recent full blood count and renal function are within 
normal ranges. Haemoglobin A ic (Hb A i c ) is 9.2%. Blood 
sugar ranges have been between 6.7 and 8.2 mmol/1. A 
chest X-ray has been reported as showing evidence of 
heart failure. An echocardiogram shows diastolic 
dysfunction and concentric left ventricular hypertrophy 
with an ejection fraction of 40%. 

What changes to her medications would you suggest 
to your colleague? 

Increase the ramipril to 5 mg twice daily and add in 
diltiazem modified release 200 mg daily 

Increase the ramipril to 5 mg twice daily and add in 
atenolol 25 mg daily 

Change the bendroflumethiazide to furosemide 40 
mg daily and add in digoxin 0. 125 mg daily 

Change the bendroflumethiazide to furosemide 40 
mg daily and add in spironolactone 100 mg daily 

Change the bendroflumethiazide to furosemide 40 
mg daily and add in spironolactone 25 mg daily 
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Change the bendroflumethiazide to furosemide 40 mg 
daily and add in spironolactone 25 mg daily 

This patient has New York Heart Association class 
III-IV. The dosage of ramipril should be titrated to 
10 mg daily but it is not the best option at this stage. 
The addition of a calcium channel blocker would 
worsen heart failure and is not used. Likewise, at this 
stage introducing a beta-blocker would also worsen 
heart failure. When stabilised, either carvedilol or 
metoprolol would be the first choice beta-blocking 
agents. Furosemide would be better for diuresis than 
a thiazide, which is better for hypertension. Digoxin 
is of symptomatic benefit if patients are already on 
maximal therapy or if they are in atrial fibrillation. 
In this scenario the best option is to add in 
spironolactone with furosemide. Spironolactone 100 
mg is used in decompensated liver failure. 



F 
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You are a member of the haematology team at your hospital. A 
63 -year-old man has been admitted to your ward with recurrent 
heart failure. He has an exercise tolerance of no more than 10 
steps on flat ground and severe limitations of his daily living. 
This has been the fourth episode in the last 9 months. His 
medications have been changed since his initial presentation 
and now he is taking bumetanide 3 mg daily spironolactone 50 
mg daily, carvedilol 25 mg twice daily, digoxin 0.0625 mg 
daily, calcichew D3 forte, fosamax 70 mg once weekly, aspirin 
75 mg daily and ramipril 1 mg daily. 
A chest X-ray clearly shows bilateral pleural effusions with 
cardiomegaly and upper lobe venous diversion. His 
electrocardiogram (ECG) on admission is shown below. An 
echocardiogram reports poor left ventricular function with an 
ejection fraction less than 35%. 
His blood tests are as follows: 



Sodium 


130 mmol/1 


Potassium 


5 mmol/1 


Urea 


10.3 mmol/1 


Creatinine 


173 mmol/1 


Haemoglobin (Hb) 


12.7 g/dl 


White cell count 
(WCC) 


6.3 x I0 y /1 


Platelet count 


350 x I0 y /1 
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You have been asked to refer the patient to the local 
cardiologist for further management. 

What question would you ask the cardiologist? 



Is there a need for long term oxygen therapy (LTOT)? 
Is he a suitable candidate for heart transplant? 



Is an implantable cardiac defibrillator device (ICD) 
needed in this situation? 

a 

Does he meet criteria for cardiac ^synchronisation 
therapy (CRT)? 

Does he fulfil criteria for a left ventricular assist device 
(LVAD)? 
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Does he meet criteria for cardiac resynchronisation 
therapy (CRT)? 

This man has refractory New York Heart 
Association (NYHA) class IV heart failure on 
maximal medical therapy. The best option is 
biventricular pacing (CRT) given the ejection is less 
than 35%, there is refractory heart failure and a 
QRS complex duration >120 ms. If there is a history 
of ventricular arrhythmias then a biventricular 
implantable cardiac defibrillator (ICD) is most 
suitable. An ICD is required if there is evidence of 
previous ischaemic heart disease and ventricular 
arrhythmias. To be eligible for cardiac 
transplantation there has to be normal renal 
function and his age is against him. A ventricular 
assist device is an alternative to transplantation. The 
criteria includes history of cardiogenic shock, a 
pulmonary capillary wedge pressure >20 mmHg, 
and either a cardiac index <2.0 1/min/m 2 or a systolic 
blood pressure <80 mmHg despite maximal inotropic 
support. 



F 
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You are a care of the elderly senior house officer. The 
emergency department registrar refers an 80-year-old 
man to you, who presented with light-headedness and 
palpitations. He gives a 2-year history of palpitations 
associated with dizziness that can occur any time during 
the day. He cannot identify any associated aggravating or 
alleviating factors. There is a history of hypertension and 
benign prostatic hypertrophy. His current medications are 
bendroflumethiazide 2.5 mg daily, atenolol 100 mg daily 
and tamulosin 0.4 mg daily. The presentation 
electrocardiogram (ECG) shows sinus rhythm with a rate 
of 56 beats/min. A lying and standing blood pressure 
shows 5 mmHg systolic variation. 
You decide to admit this man for observations and you 
ask the nurses to keep this man on cardiac telemetry. 
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Reduce the dose of atenolol and refer for a pacemaker 
insertion 

This man has sick sinus syndrome - there is sinus 
bradycardia with episodes of atrial fibrillation in the 
rhythm strips. The treatment is insertion of a dual 
chamber pacemaker. However, the high dose of 
atenolol is not helping and so this should be reduced. 
Stopping atenolol completely may result in rebound 
tachycardia. It can be argued that the sinus 
bradycardia is a direct result of atenolol and this 
should be stopped slowly and the patient monitored 
for any bradycardia. If at this stage bradycardia 
persists then a pacemaker should be inserted. 





IG 



The following morning you review the overnight rhythm 
strips and are surprised to find the above traces. 

What is the next step in your management? 

Continue on current medication and add in digoxin 

Reduce the dose of atenolol and discharge patient 
with a 6-week follow- up appointment 

Stop the atenolol and discharge patient with a 6- 
week follow- up appointment 

Reduce the dose of atenolol and arrange for in- 
patient 24 h ECG monitoring 

Reduce the dose of atenolol and refer for a 
pacemaker insertion 
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A 56-year-old woman is admitted to the medical 
assessment unit with hypertension and a 6 -hour history of 
a sudden sharp intrascapular pain while out shopping. 
She reported being acutely breathless but suffered no 
retrosternal chest pain. There is a family history of 
Marfan' s syndrome but she has never had any 
investigations out of fear that she may have the syndrome 
like her mother and sister. They both died in their 50s 
quite suddenly. The patient is anxious that this is going to 
happen to her. There is no other past history and she 
takes no regular medications. 

On examination, the patient is Marfanoid in appearance 
with a blood pressure (BP) of 176/101 mmHg (right 
brachial artery), and 168/98 mmHg (left brachial artery), 
her heart rate is 100 beats/min. The venous pressure is 
not raised and the apex beat is not displaced. There is an 
early diastolic murmur at the left sternal edge 
characteristic of aortic regurgitation. There is no radio - 
radial or radio-femoral pulse pressure delay. She is 
passing good amounts of clear urine. No palpable 
tenderness was found between the scapulae. 
The electrocardiogram (ECG) shows normal sinus 
rhythm and the upper mediastinum is at the upper limits 
of normal with a small left- sided pleural effusion noted 
on the chest radiograph. 

You make the diagnosis of type A aortic dissection in a 
patient with a family history of Marfan' s syndrome. You 
call the cardiology registrar on-call and he agrees to see 
the patient. In the meantime he has given you specific 
instructions on management of this patient. 

What did he tell you? 

Start intravenous nitrate and labetalol infusion and 

keep the systolic BP <130 mmHg 
^-» 

Start intravenous labetalol and hydroxocobalamin 

infusions to keep the systolic BP <120 mmHg 

To give intravenous opiates and transfer to a high 
dependency unit 

Refer to the on-call cardiothoracic team and start 
intravenous labetalol and arrange a contrast CT of the 
thorax 

Call the on-call radiologist to arrange an urgent 
contrast computerised tomography scan of the thorax 
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Refer to the on-call cardiothoracic team and start 
intravenous labetalol and arrange a contrast CT of the 
thorax 

Aortic regurgitation can occur in both Marfan' s 
syndrome and in acute dissection but the left pleural 
effusion clinches the diagnosis. Blood pressure 
reduction is the primary aim and this should be done 
using intravenous labetalol. A combination of 
intravenous nitrate and labetalol can be used in the 
acute phase to obtain a systolic blood pressure < 120 
mmHg. Proximal dissections should be dealt with 
surgically. Distal dissections are treated medically 
unless it is a complicated dissection or in a Marfan' s 
patient. On discharge from hospital it is vital that 
patients should be treated with combination 
antihypertensive therapy. Investigations to confirm a 
dissection include transthoracic echo, computerised 
tomography (CT) of the thorax with contrast, 
magnetic resonance imaging (MRI) of the thorax and 
trans-oesophageal echo. The latter should preferably 
be done in theatre if there is a high suspicion. 
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You are a care of the elderly senior house officer in 
clinic. A 70-year-old man comes to see you in clinic. 
Looking through his medical notes you see that he has 
had a single ventricular lead (VVIR) pacemaker 
implanted 6 years previously for episodes of sinus arrest. 
At the time he had symptoms of sudden collapse with 
pre- syncope. Since the pacemaker he has not experienced 
such symptoms but on occasions he has been tired and 
listless, with a feeling of pounding in the neck or chest. 
His wife says that she can sometimes see large pulsating 
veins in his neck. The symptoms last only a matter of 
seconds and are associated with chest pain or 
palpitations. He has mentioned this on several occasions 
in previous clinics but has always been reassured that 
nothing was wrong and to sit down when it occurs. 
Otherwise, he is well in himself with a mild degree of 
prostatism. 

On examination, there is nil of note in his cardiovascular 
or respiratory characteristics. In his neurological system, 
the power is equal in both upper and limbs with intact 
reflexes. His plantar responses are down going. 
The interrogation of the pacemaker has shown no adverse 
complications. The battery life is good and the lead 
impedance is satisfactory. 

What is your advice to this gentleman? 

He needs his VVIR pacemaker box changed 
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He needs an upgrade of the WIR pacemaker 

This is pacemaker syndrome. The VVIR prefix 
denotes a single Ventricular lead pacemaker, which 
senses and paces the Ventricle and Inhibits 
Responses to a sensed event. An untimely 
contraction of the atria caused by retrograde 
conduction of the ventricular pacemaker impulse 
mimics complete heart block and the pounding is the 
feeling of atria contracting against a closed tricuspid 
valve causing cannon waves in the neck The 
treatment is to upgrade the system to a dual 
chamber pacemaker; this allows the atria to sense 
any retrograde electrical impulse, so inhibiting 
native atrial depolarisation. 

A tilt test is used to diagnose autonomic instability. 






♦ 



♦ 



'• 



He needs repositioning of his pacemaker lead 
He needs an upgrade of the VVIR pacemaker 
He needs a tilt test 



He needs treatment with amiodarone 
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You are the on-call medical senior house officer (SHO) 
for the emergency department of a small district general 
hospital which does not have a cardiac surgery unit. You 
are fast bleeped to the emergency department on the first 
day of the SHO change- over in August. A new 
emergency department SHO has been called to see a 45- 
year-old hypertensive, obese man who has new onset of 
severe, central, crushing chest pain associated with 
diaphoresis and he has vomited once. He has anterior ST 
elevation on his electrocardiogram (ECG) and the 
casualty officer wants to administer thrombolysis for an 
acute myocardial infarction but has never done this 
before. 

You agree that this man is having an acute anterior 
myocardial infarction and after questioning him, he 
agrees verbally to thrombolysis and so you administer 
tenectoplase (TNK). Soon after thrombolysis he becomes 
hypotensive and so he is laid flat and 500 ml of colloid is 
infused. His blood pressure picks up to 1 15/65 mmHg 
and he is subsequently transferred to coronary care. 
His 90 min post-thrombo lysis ECG shows complete 
resolution of his ST segment elevation. The patient is 
doing well and has no chest pain. His blood pressure is 
now 120/70 mmHg. Unfortunately, 2 h later you are 
called to see him as he has sudden onset of new chest 
pain and a re-elevation of his ST segments. 
After administering intravenous nitrate and diamorphine 
he continues to have chest pain. 

What is the next step of management? 
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Call the nearest cardiology intervention centre 

He needs urgent rescue revascularisation. He 
probably has an unstable intra coronary plaque and 
thrombus that needs urgent attention. Re- 
thrombolysis is not a viable option now that there 
are many more intervention centres. There is a much 
greater risk of haemorrhage, especially as he will be 
given an adenosine diphosphate (ADP) inhibitor 
(clopidogrel), intravenous heparin and aspirin. At 
present glycoprotein lib Ilia inhibitors are not 
advocated for use within 12 h of thrombolysis due to 
the deleterious effects of haemorrhage. This patient 
needs maximum beta-blockade and as much 
vasodilatation as possible with nitrates and pain 
relief with opiates. 



G 



♦ 






Administer a glycoprotein lib Ilia inhibitor 
Re-thrombolyse with tenectoplase 
Thrombolyse with a different thrombolytic agent 
Call the nearest cardiology intervention centre 
Start a diamorphine infusion 
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A general practitioner (GP) calls you up. He is asking for 
advice regarding a 25 year-old Caucasian man who came 
to his surgery complaining of chest pain, which was 
subsequently diagnosed as musculoskeletal in origin. 
During his initial assessment the patient's blood pressure 
was 170/100 mmHg and on subsequent checks it has 
remained around this level. There is a strong family 
history of ischaemic heart disease and hypertension. The 
GP wants advice regarding treating his blood pressure. 

What is your advice to the GP? 






You suggest treatment with a beta-blocker 



You need him to provide more information before 
making a suggestion 

You suggest treatment with an angiotensin- 
converting enzyme (ACE) inhibitor 

You suggest reassurance and 'do- nothing approach' 

You suggest that this might be 'white-coat 
hypertension' 
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You need him to provide more information before 
making a suggestion 

The best answer is of course that you need more 
information regarding other risk factors such as 
smoking, diabetes and cholesterol profile. Knowing 
these variables will allow you to estimate his 10-year 
cardiovascular risk using the Framingham charts. It 
has to be borne in mind that patients under 40 years 
of age the risk will be overestimated. Each case has 
to be treated on its own clinical merit, and quite 
clearly depending on weight, smoking history, diet 
etc., you may decide on lifestyle intervention before 
committing him to medication. 
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A general practitioner (GP) calls you up. He is asking for 
advice regarding a 52-year-old Caucasian man who came 
to his surgery complaining of chest pain, which was 
subsequently diagnosed as musculoskeletal in origin. 
During his initial assessment the patient's blood pressure 
was 170/100 mmHg and on subsequent visits it has 
remained around this level. He is an ex- smoker of 4 
years. There is a strong family history of ischaemic heart 
disease and hypertension. He says that there is no 
evidence of left ventricular hypertrophy on his 
electrocardiogram (ECG) and his urine dipstick did not 
show proteinuria. The GP wants advice regarding treating 
his blood pressure. 

What is your advice to the GP? 

You suggest treatment with a calcium channel 
inhibitor 

You suggest a low salt diet and regular exercise and 
to recheck his blood pressure in 3 months time 

You suggest treatment with an angiotensin- 
converting enzyme (ACE) inhibitor 

C? 

You suggest reassurance and a do- nothing approach 

You suggest treatment with an angiotensin II 
receptor blocker 
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You suggest treatment with an angiotensin-converting 
enzyme (ACE) inhibitor 

This man has moderate hypertension, confirmed 
over several readings. Even though there is no 
evidence of end-organ damage and without knowing 
his total cholesterol to high-density lipoprotein 
(HDL) cholesterol ratio he falls into the 
cardiovascular disease (CVD) risk group of 10-20% 
over the next 10 years on the Framingham charts. 
This therefore warrants pharmacological 
intervention (and not just lifestyle modification). The 
recently updated NICE guidelines give separate 
guidance for adults over and under the age of 55 
years. Meta-analysis of all currently available 
evidence indicates that first line therapy for those 
aged less than 55 years should be an ACE inhibitor 
(or angiotension II blocker if ACEI is not tolerated). 
In patients over 55 years, initial therapy should be a 
Ca channel blocker or a thiazide diuretic. The 
general rule is that smoking cessation of less than 5 
years should be regarded as current smoking. 
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A 66-year-old obese patient has been admitted to the 
coronary care unit 2 days ago following an anterior 
myocardial infarction. Aspirin, atenolol, ramipril, 
atorvastatin and prophylactic low- molecular weight 
heparin has been started. The patient has been pain free 
since thrombolysis and the latest electrocardiogram 
(ECG) shows Q waves across the anterior chest leads. 
You are fast bleeped to coronary care and on arrival the 
sister tells you that the patient has suddenly become 
extremely breathless but has no chest pain. He is 
hypotensive and tachycardic - blood pressure is 80/60 
mmHg and heart rate 138 beats/min. Looking through his 
admission notes there was nil of note on examination and 
his chest X-ray showed only minimal basal pleural 
effusions. 

On examination, the patient is unwell and feels clammy 
to touch, you cannot see clearly his jugular venous 
pressure, and the apex beat is diffuse but not displaced. 
The heart sounds are difficult to hear, as the patient is so 
obese. There is very little to find on respiratory 
examination other than tachypnoea. The patient has 
passed 500 ml of urine over the last 10 h. 
The present ECG shows Q waves in the anterior chest 
leads but no ischaemia. There appears to be electrical 
alternans in the rhythm strip. 

What is the immediate management? 

Give an immediate dose of intravenous furosemide 
and organise an urgent chest X-ray 

Start intravenous inotropes and organise an urgent 

chest X-ray 

^» 

Immediate cardioversion with 200 J synchronised 

shock 

^. 

Start intravenous inotropes and organise for insertion 
of intra- aortic balloon pump 

Start intravenous inotropes, organise insertion of 
intra-aortic balloon pump and arrange urgent 
pericardiocentesis 
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Start intravenous inotropes, organise insertion of intra- 
aortic balloon pump and arrange urgent 
pericardiocentesis 

The diagnosis is cardiac tamponade, a known 
complication of an acute myocardial infarction. The 
clues in this question are sudden onset of 
breathlessness with clear lung fields, cardiogenic 
shock and electrical alternans, consistent with 
ventricular rupture. In this case the patient is 
shocked and needs haemodynamic support, but the 
definitive treatment is drainage of the pericardial sac 
with emergency ventricular repair. An aortic balloon 
pump is often used in conjunction with inotropes and 
colloid replacement to stabilise the patient before a 
pericardiocentesis takes place. 
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A 65-year-old man known to have rheumatoid arthritis presents 
with a 2-month history of breathlessness and orthopnoea. He 
initially presented to his general practitioner (GP) who 
diagnosed a chest infection and prescribed a course of 
antibiotic treatment that had helped his breathlessness. But his 
symptoms soon returned. He comes to see you today in clinic. 
He gives no history of rheumatic fever, tuberculosis or chest 
pains. His only medication is codydramol for pain relief. 
On examination, you find classical arthritic small joint changes 
with distended neck veins (see below). He is breathless at rest 
and has normal heart sounds with ascites and ankle oedema. 
There are bibasal lung crepitations posteriorly. 
You arrange admission for this man. His blood tests are 
normal, an electrocardiogram (ECG) shows sinus rhythm and a 
lateral chest X-ray is shown below. An echocardiogram reports 
global bi-ventricular failure with gross bi-atrial dilatation. 
There is a high-intensity echo signal around the heart. 
He is treated as heart failure with intravenous furosemide and 
fluid restriction and he has a good response. 
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Surgical pericardial biopsy 

This is a case of constrictive pericarditis. There is 
calcification of the pericardium on the lateral chest 
X-ray. The echo is characteristic of the condition. 
Right and left heart catheterisation will demonstrate 
equal left and right ventricular and right atrial 
pressures confirming constrictive pericarditis. 
Treatment is for heart failure and the underlying 
cause, hence the need for pericardial biopsy and 
examination of the tissue. 










What further investigation is most likely to determine the 
underlying diagnosis? 



♦ 



• 



Left heart catheterisation and myocardial biopsy 

Left and right heart catheterisation with pressure studies 



Left and right heart catheterisation with venous blood 
sampling 

Rheumatoid factor titre and Mantoux testing 

Surgical pericardial biopsy 
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You are a gastroenterology senior house officer (SHO). 
A cardiothoracic SHO has called you asking for some 
advice. A 70-year-old man has been admitted as an 
elective patient for aortic valve replacement. A recent 
echocardiogram reported severe calcific aortic stenosis 
with a gradient of 1 10 mmHg across the valve and a 
valve area of 0.6 cm 2 . Routine blood tests have shown 
this man to have microcytic hypochromic anaemia with 
an Hb of 8.7 g/dl. Over the past 5 years the patient has 
undergone several gastric endoscopies and colonoscopies 
in search of an underlying cause of his anaemia, the last 
only 1 year ago. However, on each occasion nothing was 
found. The patient is taking lansoprazole and iron tablets. 

Which of the following is the most appropriate course 
of action with respect to his clinical condition? 

Give a blood transfusion and replace the aortic 
valve. No further gastro-endoscopies are needed 

Give a blood transfusion and arrange for a selective 
mesenteric angiogram before valvular surgery 

Give a blood transfusion and cancel the valve 
surgery, as the patient is too high risk 

Give a blood transfusion, prescribe additional 
ranitidine and organise a further endoscopy 
^* \ ^\ ~~-~ 

Refer to a haematologist for bone marrow 

examination and cancel the valve surgery 
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Give a blood transfusion and replace the aortic valve. 
No further gastro-endoscopies are needed 

This is Heyde's syndrome, a well-known association 
between microcytic anaemia and calcific aortic 
stenosis. The treatment is to replace the valve, as the 
mechanism is thought to be due to destruction of von 
Willebrand's factor as the platelets traverse the 
stenosed valve resulting in bleeding per rectum. In 
view of the severity of aortic stenosis in this case, and 
the fact that mesenteric angiography may not be 
easily available, it could potentially be undertaken 
post surgery. The investigation of choice after valve 
replacement is mesenteric angiography as the 
bleeding vessels are poorly visualised on 
colonoscopy. This would look for the presence of 
angiodysplasia, which may be associated with aortic 
stenosis. Resection of the diseased bowel has also 
been described as a treatment. There is an 
association with jaundice and aortic stenosis; this is 
thought to be due to microangiopathic haemolysis. 
Haemodynamic optimisation prior to surgery with 
blood transfusion is preferred but this would depend 
on the surgeon. 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.: 166 

You are the supervising senior house officer in tilt table 
testing. A 24-year-old man arrives for his appointment. 
He gives a history of syncope without any preceding 
symptoms. You perform the tilt test and as suspected it is 
negative. You decide to review the electrocardiogram 
(ECG) performed by the general practitioner (GP), after 
which you take a more thorough history of events. 
Following this, you organise an echocardiogram and 
make a follow-up appointment in the cardiology clinic. 
Four weeks later he comes to see you in clinic. He gives 
a 4-year history of syncope of unknown cause. So far his 
investigations reveal a normal echocardiogram, tilt test 
and his ECG is as shown below. He is not on any 
medications or takes any recreational drugs. There is no 
known family history of cancers or ischaemic heart 
disease but he reports that his father and grandfather had 
died in their sleep. Both of them were in their 50s. No 
cause was found. 
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What is the next step in investigating his syncopal 
episodes? 



Intravenous amiodarone infusion with continuous 



ECG 

24 -hour sleep studies with ECG monitoring 
^» 

Intravenous ajmaline with electrophysiological 
testing 






Cardiac magnetic resonance imaging 



Referral for an Implantable ECG Loop Recorder 
(REVEAL) device 
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Intravenous ajmaline with electrophysiological testing 

This young man has Brugada syndrome. It is a 
sodium channel abnormality associated with sudden 
death arising from ventricular fibrillation. It has a 
male predominance with onset in the early years of 
life. Clinical suspicions are raised by a positive 
family history of sudden death together with an 
electrocardiogram (ECG) showing right bundle 
branch block (RBBB) and ST elevation in leads VI- 
3. Intravenous drug testing and electrophysiological 
testing for diagnostic confirmationand this is the 
reason for doing the ajmaline test here. There is no 
treatment at present but prophylactic implantable 
cardiac defibrillator insertion aims to treat life- 
threatening arrhythmias. 
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You are asked to review a man who has been transferred 
to the ward from coronary care. He is day 3 post- 
thrombolysis after an inferior myocardial infarction. A 
routine electrocardiogram (ECG) was requested by the 
team but was not reviewed as it was done late during the 
day. The nurse in charge bleeps you and to say the ECG 
looks abnormal. The nurse reports the patient is eating his 
dinner at present and his BP is a little low at 95/50 
mmHg with a pulse of 48/min. He is on aspirin, 
metoprolol 25 mg three times daily, atorvastatin 40 mg 
daily, and ramipril 5 mg twice daily. 
The ECG is shown below. 
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You reassure the nurse in charge and reduce the dose of 
metoprolol 

This is 2 nd degree atrioventricular (AV) block. It is 
usually a transient and benign rhythm following an 
inferior infarct involving the AV nodal artery. It is 
not an indication for pacing. It may be due to drug 
toxicity from beta-blockade, digoxin and verapamil. 
In this scenario, the patient is obviously well and 
should be kept on 24 h electrocardiogram (ECG) 
telemetry. If there is development of a higher degree 
of block then a permanent pacemaker may be 
needed. 
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What is your next step in management? 

The patient needs a temporary pacemaker inserted 

■ ♦ 

The patient needs a permanent pacemaker the 

following day 

The patient needs a stat dose of intravenous atropine 
0.3 mg 



You reassure the nurse in charge and do nothing 



• 



You reassure the nurse in charge and reduce the dose 
of metoprolol 






F 




ANGELS TEAM H* ' 






PasTest 2012. . . MRCP 2. . . Cardiology 



No.:168 

A 5 5 -year-old female, diabetic for 5 years and a smoker 
for 10 years, presents with a history of retrosternal chest 
pain. The ECG shows deep T-wave inversions in VI to 
V5; her cardiac enzymes are elevated. The patient is 
treated in the coronary care unit with aspirin 300 mg OD, 
propranolol 20 mg TID, captopril 12.5 mg TID, 
atorvastatin 40 mg OD and low molecular weight heparin 
subcutaneous ly. The patient makes an uneventful 
recovery. She later undergoes coronary angiography that 
shows 80% stenosis of the left anterior descending 
coronary artery (LAD), which is then stented. The patient 
is discharged home with clopidogrel in addition to her 
medications as listed above. 

She presents again two days later with substernal chest 
pain; the ECG now shows ST elevation in V2 to VS. On 
examination she is sweaty and anxious; BP 90/55 mmHg; 
heart rate 92 bpm; respiratory rate 22/min. 

What is the next best step in management? 

Intravenous (IV) abciximab, heparin, aspirin and 
immediate transfer to Cardiac Catheterisation Lab 

IV dobutamine to raise the BP above 100 mmHg 
systolic, and then IV administration of tissue 
plasminogen activator 



• 



Immediate IV administration of tPA 
Immediate angiography +/- angioplasty 
Emergency coronary artery bypass grafting (CABG) 
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Intravenous (IV) abciximab, heparin, aspirin 
immediate transfer to Cardiac Catheterisation Lab 



and 



Anterior myocardial infarction two days after intra- 
coronary stenting suggests occlusion of the LAD, 
hence implying stent thrombosis in this patient. Stent 
thrombosis usually occurs in the first two days after 
the procedure. Combined antiplatelet therapy with 
aspirin and clopidogrel, reduces the risk of 
thrombosis. 

This patient should be taken immediately to the 
Cardiac Catheterisation Lab with a view to 
performing angioplasty or to administer 
intracoronary thrombolytic therapy to open up the 
blocked stent. Simultaneous use of abciximab (a 
glycoprotein Ilb/IIIa inhibitor) has been shown to 
improve morbidity and mortality in acute coronary 
stent thrombosis (1). So option A is the best answer. 

Emergency CABG might be considered if 
percutaneous intervention fails. IV thrombolytic 
therapy is not the optimum therapy in this setting. 

(1): Usefulness of abciximab for treatment of early 
coronary artery stent thrombosis. 

AU - Casserly IP; Hasdai D; Berger PB; Holmes DR 
Jr; Schwartz RS; Bell MR 

SO - Am J Cardiol 1998 Oct 15; 82(8):981-5. 
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A 4 5 -year-old smoker, presents to the Accident and 
Emergency Department following a prolonged episode of 
chest discomfort lasting 3 hours. His initial 
electrocardiogram (ECG) shows segment (ST) elevation 
in the chest wall leads. Thrombolysis therapy with tissue 
plasminogen activator is given on the advice of the 
cardiology team. The patient is admitted onto a coronary- 
care bed and is discharged after an uneventful 5 -day 
period. He re-presents after one month complaining of 
palpitations and dizziness. The electrocardiogram (ECG) 
shows a broad complex tachycardia. 

Blood tests: 
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Automated implantable cardiac defibrillator 

The development of ventricular 

tachycardia/fibrillation (VT/VF) in the first day 
following an acute myocardial infarction (MI) is 
thought to be of no prognostic significance if dealt 
with promptly. However the late development of 
VT/VF in the context of a full thickness myocardial 
scar, as evidenced by the Q waves on the ECG, 
carries a very poor prognosis. Implantable 
defibrillators have been shown to offer improved 
survival over anti-arrhythmic therapy. 



haemoglobin (Hb) 


14.2 g/dl 


white cell count (WCC) 


7.8x1071 


platelets 


310xl0 y /l 


sodium 


140 mmol/1 


potassium 


3.7mmol/l 


urea 


6.0 mmol/1 


creatinine 


95 p.mol/1 


calcium 


2.21 mmol/1 


Mg 


0.88 mmol/1 



A central line is inserted and the patient is loaded with 
amiodarone. His electrocardiogram (ECG) reverts to 
sinus rhythm with anterior Q waves. An echocardiogram 
shows antero-septal hypokinesis with moderate left 
ventricle (LV) impairment. 
Which one of the following is the treatment of choice? 

♦ 



Amiodarone 200 mg tds 

Amiodarone 200 mg od 

Sotalol 80 mg bd 

Automated implantable cardiac defibrillator 

Mexiletine 
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A 68-year-old man with a history of ankylosing 
spondylitis is referred to the cardiology department 
following the discovery of a diastolic murmur by the GP. 
He does not describe any chest pain or breathlessness but 
he has experienced some palpitations over the last six 
months. His blood pressure (BP) is 175/95 mmHg with a 
heart rate of 100 bpm at rest. Clinical examination 
reveals a collapsing pulse, cardiac apex displaced to the 
anterior axillary line and a diastolic murmur. The chest is 
clear on auscultation and there is no peripheral oedema. 
Electrocardiogram (ECG) shows sinus rhythm with 
ventricular ectopics and left ventricular hypertrophy. 
Chest X-ray shows cardiomegaly with clear lung fields. 
An echocardiogram confirms the presence of aortic 
regurgitation with a dilated left ventricle and an ejection 
fraction of 50%. A 24-h ECG shows sinus rhythm with 
frequent ventricular ectopics that correspond to the 
patient's experienced palpitations. 

Which of the following is the management of choice in 
this case? 



♦ 



• 



Ramipril 

Bisoprolol 

Antibiotic prophylaxis advice 

Annual echocardiographic follow-up 



ANG 



Referral to cardiothoracic team for valve 
replacement 
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Referral to cardiothoracic team for valve replacement 

Angiotensin-converting enzyme (ACE) inhibitors but 
not antibiotic prophylaxis are part of the treatment 
regime in aortic regurgitation. However this patient, 
although relatively asymptomatic, needs to be 
considered for valve replacement given the echo- 
cardiographic findings of a dilated left ventricle. In 
the case of regurgitant murmurs, patients tend to be 
relatively asymptomatic till later on in the course of 
the disease so regular echocardiographic follow up is 
required to pick-up individuals with early features of 
left ventricular failure (LVF) that would benefit 
from valve replacement. 
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A 59-year-old heavy goods vehicle driver was admitted 
to hospital with chest pain. An electrocardiogram (ECG) 
showed T-wave inversion in leads II, III and aVF. His 
pain settled within one hour and repeat electrocardiogram 
(ECG) was normal. A troponin T level after 12 hours was 
0.10 Vg/1 (0-0.1). He underwent coronary angiography 
and had a stent to his right coronary artery. At 
angiography the other coronary arteries were mildly 
stenosed. He was sent home at 5 days post admission. 
What advice should have been given to him regarding 
driving? 
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Do not drive the heavy goods vehicle until assessed by 
the DVLA. Car driving is permitted after one week if 
pain free 

Following angioplasty or non-ST elevation 
myocardial infarction, driving Class one vehicles is 
permitted after one week providing symptoms are 
under control. For Class two vehicles, driving may 
be permitted, by the DVLA, after six weeks, 
providing the exercise test requirements are met. For 
further information refer to DVLA website. 



Do not drive for one month 



Do not drive the heavy goods vehicle until assessed 
by the DVLA. Car driving is permitted after one week if 
pain free 

Inform the DVLA and do not drive until assessed 
further 

He will never be able to drive heavy goods vehicle 
again but car driving permitted in one month if pain free 



No restriction on driving 



AKG 
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A 79-year-old man presented with a history of 
syncope. The electrocardiogram (ECG) is shown below. 



©OLJC 2000 
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What cardiac conduction problem is the most likely 
underlying cause of his syncope? 






Right bundle branch block (RBBB) 
First degree heart block 
Second degree heart block 
Bifascicular block 
Trifascicular block 



No.: 172 
Trifascicular block 

The electrocardiogram (ECG) shows normal sinus 
rhythm. The PR interval is grossly prolonged and 
there is an RSR complex in Vi compatible with a 
right bundle branch block (RBBB) and a QRS axis 
compatible with a left anterior hemi-block (LAHB) 
(LAHB is diagnosed because the net QRS deflection 
in lead II is negative). The combination of RBBB, 
LAHB and long PR interval has been called 
'trifasicular' block. Bifascicular and trifascicular 
block refer to conduction disturbances below the 
atrioventricular (AV) node in which two or more of 
the fascicles of the left bundle branch and the right 
bundle branch are involved. It has been suggested 
that otherwise unexplained syncope in the presence 
of bifascicular or trifascicular block is an indication 
for a permanent pacemaker. 
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An 1 8-year-old man is referred to the hospital clinic 
complaining of severe headaches. The GP notes that he is 
hypertensive with a blood pressure of 155/80 mmHg. He 
has suffered nose bleeds and feels too fatigued to perform 
any physical exercise. On examination there appears to 
be radio femoral delay and a late systolic murmur is heard 
on auscultation. Chest X-ray shows cardiac enlargement 
with evidence of rib-notching. 

Which of the following diagnoses fits best with this 

clinical picture? 

(5* 






• 



Congenital aortic stenosis 
Congenital mitral regurgitation 
Coarctation of the aorta 
Transposition of the great vessels 
Atrial septal defect 
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Coarctation of the aorta 

This is a narrowing of the aorta, usually found just 
distal to the origin of the left subclavian artery. It 
represents 5-10% of all congenital cardiac lesions 
and patients repaired before the age of 14 years have 
a 20-year survival of 91%. Survival rates then 
steadily fall, the later repair is attempted. Associated 
conditions include Turner's syndrome. Older 
patients may present with hypertension, headaches, 
nose bleeds, cold peripheries or intermittent 
claudication. A continuous or late systolic murmur is 
heard on auscultation. 



No.: 174 



A KG 



A 48-year-old van driver presents with central chest pain. 
Past history of note includes type-1 diabetes, 
hypertension and smoking with a 30 pack-year history. 
The pain is pleuritic, retrosternal and relieved on sitting 
forward. On examination his blood pressure is 148/90 
mmHg, pulse is 85/min and regular. There is generalised 
saddle shaped ST elevation on ECG. 
Which of the following is the most appropriate 
treatment in this case? 






Aspirin 

Indometacin 

Streptokinase 

Tissue plasminogen activator 

Paracetamol 
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Aspirin 

This history and ECG appearance is highly 
suggestive of acute pericarditis. The most common 
viral cause is Coxsackie B virus, other causes include 
adenovirus, echovirus and influenza viruses. Acute 
viral pericarditis may occasionally be associated with 
accumulation of a pericardial effusion. Diagnosis is 
usually made on clinical history and ECG findings. 
Treatment of choice is with non-steroidal anti- 
inflammatory agents, and aspirin is the currently 
preferred first line option. Patients should be told to 
reduce physical activity for a number of days after 
diagnosis. 
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A 78-year-old man is referred is referred to the 
cardiology clinic complaining of increased tightness in 
his chest. He gets chest tightness and shortness of breath 
on walking up a hill, and on going out in very cold 
weather. His exercise tolerance has been reduced over the 
past few months but he is still easily able to walk his dog. 
He has a past medical history of angina although he has 
never had any diagnostic tests. Having said that, he has 
been using his glyceryl trinitrate (GTN) spray more 
frequently and as such, his general practitioner had to add 
a long acting nitrate to his regime a few months earlier. 

On examination, he is comfortable at rest with a blood 

pressure of 1 35/80 mmHg, pulse of 72 bpm and regular. 

He has no peripheral oedema and his jugular venous 

pulse is not raised. First and second heart sounds are 

heard and there are no murmurs. His chest is clinically 

clear. 

The following results are obtained: 
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Medical management for angina 

Newest NICE guidance from 2010 suggests that in 
this man with good exercise tolerance and stable 
angina, medical management would a logical first 
step. If his pain worsens then exercise testing is no 
longer recommended and the option is to progress 
straight to angiography. 



ECG 


sinus rhythm with Q waves in the 
inferior leads 


chest X-ray 


normal 


full blood count 
(FBC) 


U/Es and lipid profile are within 
normal range 



What is the next step in this gentleman? 

Medical management for angina 



♦ 



'• 



Angiography 
Technetium scan 
Exercise stress testing 
Positron emission tomography 
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A 71 -year-old man is admitted to the Emergency 
Department with shortness of breath. He had taken his 
dog for a walk 2 h ago when he started having 
palpitations, feeling very dizzy and short of breath. He 
sat down and dialled 999 for an ambulance. He has a past 
medical history of two myocardial infarctions sustained 
over the previous couple of years and heart failure. He is 
on the following medications: bisoprolol 2.5 mg od, 
spironolactone 25 mg od, ramipril 2.5 mg od and aspirin 
75 mg od. 

On examination he is breathless with a blood pressure of 
86/50 rnmHg, pulse of >100/min and respiratory rate of 
28/min. His jugular venous pulse is raised and he has 
pedal oedema. First, second and third heart sounds are 
heard producing a gallop rhythm. Respiratory 
examination reveals bibasal crackles. 

His ECG reveals a broad complex tachycardia and you 
decide that he needs a direct current (DC) shock. You DC 
cardiovert him and he reverts back to sinus rhythm. His 
blood pressure comes up to 1 10/60 rnmHg and his pulse 
to 82/min and regular. 

What measure is most likely to prolong this 
gentleman's life? 

Start him on furosemide 

Start him on amiodarone 

Start him on flecainide 

Start him on procainamide 

Insert an implanted cardioverter defibrillator 
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Insert an implanted cardioverter defibrillator 

This gentleman with ischaemic heart disease, heart 
failure and ventricular arrhythmias would benefit 
from an implanted cardioverter defibrillator (ICD). 
ICDs have been shown to prolong life in patients 
with left ventricular dysfunction and sustained 
ventricular arrhythmias. Patients with an ejection 
fraction higher than 35% did no better with an ICD 
than with drug treatment. 

The Cardiac Arrhythmia Suppression Trial (CAST) 
revealed that when encainide and flecainide were 
used to prevent arrhythmias in patients post 
myocardial infarction, these drugs were detrimental 
to survival. 



♦ 
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A 71 -year-old man is admitted to the Emergency 
Department with shortness of breath. He had taken his 
dog for a walk 2 h ago when he started having 
palpitations, feeling very dizzy and short of breath. He 
sat down and dialled 999 for an ambulance. He has a past 
medical history of two myocardial infarctions sustained 
over the previous couple of years and heart failure. He is 
on the following medications: bisoprolol 2.5 mg od, 
spironolactone 25 mg od, ramipril 2.5 mg od and aspirin 
75 mg od. 

On examination he has blood pressure of 100/50 mmHg, 
pulse of >100/min, respiratory rate of 22/min and oxygen 
saturation of 96%. His jugular venous pulse is just visible 
and he has no pedal oedema. First, second and third heart 
sounds are heard producing a gallop rhythm. His chest is 
clinically clear. His electrocardiogram (ECG) reveals a 
broad complex tachyarrhythmia. 

Which one of the following should make you think he 
has a supraventricular tachycardia with aberrant 
conduction? 






Left bundle branch block pattern 
His haemodynamic status 
Presence of fusion beats 
Presence of capture beats 
QRS> 160 ms 



ANQ 
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Left bundle branch block pattern 

Classic left or right bundle branch block 
morphology is a sure marker that this is likely to be 
a supraventricular tachycardia (SVT) with aberrant 
conduction. A classic right bundle branch block 
(RBBB) include: a prolonged QRS > 120 ms, an M- 
shaped QRS complexes in the right sided chest leads 
and a slurred S wave in the lateral leads. A classic 
left bundle branch block (LBBB) include: a 
prolonged QRS > 120 ms and slurred M-shaped 
QRS complexes in the lateral leads. 

Fusion beats, capture beats and a QRS > 160 ms 
would be in favour of a ventricular tachycardia 
(VT). The haemodynamic status of a patient does not 
distinguish between an SVT and ventricular 
tachycardia (VT). 






F 
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A 57-year-old gentleman is referred to the cardiology 
clinic by his general practitioner for an abnormality on 
his electrocardiogram (ECG). He had gone to see his GP 
for a general medical check up. His past medical history 
is unremarkable and he is not on any medication. His 
physical examination is essentially normal. 
The following results are obtained: 



ECG 


sinus rhythm with second- 
degree heart block (Mobitz 
type I) 


chest X-ray 
(CXR) 


normal 


full blood 

count 

(FBC) 


U/E, liver function tests 
(LFTs) and lipid profile are 
within normal range. 



How would you manage this gentleman? 



• 



• 



Refer him for permanent pacemaker insertion 
Start him on amiodarone 
Start him on flecainide 
Temporary pacemaker insertion 
Discharge him from the clinic 



ANG 
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Discharge him from the clinic 

This asymptomatic man with second-degree (mobitz 
type I) heart block should be discharged from the 
clinic. Second-degree atrioventricular block Mobitz 
type I (Wenckebach phenomenon) is the progressive 
PR interval prolongation until a P wave fails to 
conduct. The PR interval before the blocked P wave 
is much longer than the PR interval after the blocked 
P wave. The risk of progression to complete heart 
block with Mobitz type I in an asymptomatic man is 
very low, unlike in Mobitz type II. The risk factors 
for cardiovascular disease are very low in this man 
and he can be safely discharged from the clinic. 
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A 67-year-old gentleman is referred to the cardiology 
clinic by his General Practitioner for an abnormal heart 
sound. He had gone to see his GP for a general medical 
check up. His past medical history is unremarkable and 
he is not on any medication. 

On examination, he is comfortable at rest with a blood 
pressure of 145/65 mmHg, pulse of 66/min and regular. 
He has no pedal oedema and his jugular venous pressure 
is not raised. He has an early diastolic murmur grade 3/6 
best heard at the left sternal edge in expiration with the 
patient leaning forward. His chest is clinically clear. 
The following results are obtained: 



No.: 179 

Start him on an angiotensin-converting enzyme (ACE) 
inhibitor 

This asymptomatic man with aortic regurgitation 
should be started on an ACE inhibitor. The Studies 
Of Left Ventricular Dysfunction (SOLVD) trial did 
show that enalapril did improve the prognosis in 
asymptomatic left ventricular dysfunction. ACEI 
slowed the development of left ventricular 
dysfunction. This same trial also showed 
symptomatic improvement and prognosis in patients 
with symptomatic heart failure. 



chest X-ray 


normal 


electrocardiogram 
(ECG) 


sinus rhythm 


Echocardiogram 


LV enlargement seen. There 
is a mild to moderate aortic 
regurgitation 


full blood count 
(FBC) 


U&E, liver function tests 
(LFTs) and lipid profile are 
within normal range 



How are you going to manage this man? 

Start him on a B-blocker 

a 

Start him on an angiotensin-converting enzyme 
(ACE) inhibitor 



• 



Start him on digoxin 
Discharge him from the clinic 
Start him on aspirin 






F 




ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.: 180 

A 69-year-old woman is admitted to the Emergency 
Department with palpitations. The palpitations started 
while she was doing some house chores 2 h ago. There is 
no associated shortness of breath but she is just 
uncomfortable being aware of her heart beating fast. She 
has had palpitations in the past but these have been brief 
and lasted for only a very short time, a previous holter 
has captured periods of SVT with aberrant conduction. 
She has a past medical history of hypertension and she 
takes 10 mg of amlodipine for it. 

On examination, she is anxious with a blood pressure of 
130/70 mmHg, pulse rate of 143/min and a respiratory 
rate of 22/min. Her oxygen saturation is 99% on air and 
her chest is clinically clear. Her jugular venous pulse is 
not raised and there is no peripheral oedema. The first 
and second heart sounds are heard but you are not sure 
whether there is a third heart sound. 
The following results are obtained: 



No.: 180 

Consider adenosine to differentiate between VT and 
SVT 

This patient is haemo dynamically stable but has a 
broad complex tachycardia. It is not always easy to 
tell whether the broad complex tachycardia is of 
ventricular or supraventricular origin but the safest 
course of action is to consider a drug like adenosine 
which will cause short lived AV block in SVT but not 
in VT. The haemo dynamic status has little bearing in 
distinguishing whether it has a ventricular or 
supraventricular origin. Chemical cardioversion 
would be appropriate in this patient who is 
haemo dynamically stable. 



Electrocardiogram 
(ECG) 



Chest X-ray 



reveals a broad complex 
tachycardia, QRS complex > 
140 ms, but you are not sure 
whether this is a 
supraventricular or a 
ventricular tachycardia 



appears normal 



How would you manage this patient? 

Treat this as a supraventricular tachycardia 



SVT 



Consider adenosine to differentiate between VT and 



Just observe the patient 
DC cardioversion 



Discharge the patient 
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You rush for a crash call on the ward for a patient who 
has just collapsed. On arriving at the scene, you find the 
nurses have already started basic life support and put the 
defibrillator pads on the patient. The tracing from the 
defibrillator pads reveals a broad complex tachycardia. 
The patient has no spontaneous respirations and the 
carotid pulse is not palpable. 

What energy shock should be given to this patient 
(using a mo no phasic defibrillator)? 



No.:181 

360 J unsynchronised 

In pulseless ventricular tachycardia the initial shock 
should be 360 J unsynchronised according to the UK 
Resuscitation Council guidelines. The rationale for 
using unsynchronised shock in pulseless VT is to 
avoid the slight delay that might occur with 
synchronised shock. Pulseless VT has the same 
protocol as ventricular fibrillation. 



. 



• 



200 J synchronised 
360 J synchronised 
200 J unsynchronised 
360 J unsynchronised 
100 J synchronised 



No.: 182 

A 6 5 -year-old lady comes to the cardiology clinic for 
follow up of her angina. She attended clinic 6 weeks ago 
and an exercise test was requested. The following is the 
summary of her exercise test: 'she started having chest 
pains in the second stage of the Bruce protocol. There 
was ST depression of 2.5 mm in VI to V4. This is a 
positive exercise test'. 

What is the next step in the management of this lady? 






By-pass surgery 
Angiogram ± angioplasty 
Technetium scan 
Thallium stress test 
24-hECG 
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Angiogram ± angioplasty 

The diagnostic value of electrocardiogram (ECG) 
exercise testing was recognised as early as 1928 by 
Feil and Siegel. The test is used to estimate prognosis 
and to determine functional capacity, likelihood and 
extent of coronary disease and effects of therapy. 
This lady had early onset of angina and ischaemic 
ECG changes that are associated with an adverse 
prognosis and more severe coronary artery disease. 
This lady would need an angiogram to determine the 
extent of her disease. The extent of her coronary 
disease would determine which therapeutic 
intervention would be most suitable. 
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A 48-year-old man is referred to the cardiology clinic for 
palpitations. The palpitations have been there for 6 
months and he had been trying to ignore them but his 
wife encouraged him to seek medical attention. He gets 
palpitations every other day and they last for up to a 
minute. The palpitations are not associated with shortness 
of breath, chest pain, dizziness and there is no obvious 
precipitating factor. His past medical history is 
unremarkable and he is not on any medication. 

On examination, he is comfortable with a blood pressure 
of 1 32/72 mmHg and pulse rate of 66/min. 
Cardiovascular, respiration, abdominal and central 
nervous systems are all normal. 
The following results are obtained: 



ECG 



Chest 
X-ray 



sinus rhythm 



normal 



FBC, U/Es, LFTs, TFTs, lipid profile and Echo are 
within normal range 



24- 
hour 
tape 



sinus rhythm throughout except one 
episode of premature ventricular ectopics 
(PVEs). This episode comprised 5 PVEs 
within a minute 



No.: 183 
Reassure him 

With normal investigations it is unlikely that there is 
anything sinister going on in this young man. For 
PVE to be significant they have to meet the following 
criteria: 

• Occurring frequently (6 or more beats/min) 

• PVE in bigeminal rhythm 

• PVE in short runs of ventricular tachycardia 

• PVE exhibiting R-on-T phenomenon 

• PVE associated with serious organic heart disease 
and left ventricular decompensation. 

The symptoms in this young man are not disabling 
and he will only need reassurance. 



How would you manage this gentleman? 

Arrange an angiogram for him 






Start him on a beta blocker 

Start him on a calcium-channel blocker 

Start him on amiodarone 

Reassure him 
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A 68-year-old year lady comes to the cardiology clinic 
for follow up. She had a posterior myocardial infarction 6 
weeks ago, was thrombolysed and recovered 
uneventfully. She is on 80 mg atorvastatin, 15 mg aspirin 
and 2.5 mg bisoprolol. 

She read an article on the Internet that vitamin E was 
good for people who have had a previous heart attack and 
would like your opinion on it. 
How would you advise this lady? 



She should start taking 400 U/day of vitamin E 
She should start taking 400 U of vitamin E weekly 
There is no evidence that it is beneficial 
It reduces the incidence of strokes 



It is only good for diabetics who have had heart 
attacks 



No.: 184 

There is no evidence that it is beneficial 

The Heart Outcomes Prevention Evaluation (HOPE) 
study was a large randomised trial of ramipril and 
vitamin E in patients at high risk of cardiovascular 
events. This study showed no significant differences 
in the numbers of myocardial infarction, stroke or 
cardiovascular death between the vitamin E group 
and the placebo group. The HOPE-TOO was an 
extension of the same study and still showed no 
significant differences between the vitamin E group 
and the placebo group. 



No.: 185 



ANG 



A 72-year-old year man comes to the cardiology clinic 
for follow up. He had a posterior myocardial infarction 6 
weeks ago, was thrombolysed and recovered 
uneventfully. He was started on 80 mg atorvastatin, 2.5 
mg bisoprolol, but discontinued the aspirin because it 
was causing him some indigestion. 

What drug would you consider as a replacement for 
aspirin? 

Clopidogrel 

Warfarin 

Dipyridamole 

Ticlopidine 

Glycoprotein Ilb/IIIa 



No.: 185 
Clopidogrel 

The Clopidogrel versus Aspirin in Patients at Risk of 
Ischaemic Events (CAPRIE) study assessed the 
relative efficacy of clopidogrel and aspirin in 
reducing the combined risk of ischaemic stroke, 
myocardial infarction or vascular death. Compared 
with aspirin, clopidogrel reduced the combined risk 
of cardiovascular events by 8.7% (P = 0.043), which 
was statistically significant. The incidence of adverse 
effects was similar for both the drugs. Dipyridamole 
and ticlopidine are plagued with more severe adverse 
effects compared with either aspirin or clopidogrel. 
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A 1 9-year-old football player is referred to the 
emergency department for a suspected acute coronary 
syndrome. He was one of the several players who were 
being recruited into a study. He had just finished training 
at the sports centre and was undergoing a series of tests 
including an ECG. When the ECG was taken, it showed 
an ST segment elevation of 2 mm in the anterior chest 
leads and he was quickly referred to the emergency 
department. 

On arrival at the emergency department, he was 
comfortable at rest but a bit apprehensive. He had no 
chest pain during or after exercise, shortness of breath or 
dizziness. His past medical history was unremarkable and 
he was not on any medication. His physical examination 
was entirely normal. 
The following results were obtained: 



No.: 186 

Early repolarization variant 

There exists a benign but often alarming 
electrocardiographic entity that presents with ST 
segment elevation. It is known as the early 
repolarization variant and expresses as an early 
uptake of the ST segment before the descending limb 
of the R wave has reached the baseline. Features of 
early repolarization variant are: 

• Classically the ST segment returns to the baseline 
following exercise 

• It is common in black males 

• Clinical evaluation is entirely normal 

• ST elevation is usually seen in the precordial leads 



Chest 
X-ray 



ECG 



normal 



sinus rhythm with no acute changes (taken 
in the emergency department). The ECG 
taken at the sports centre an hour earlier 
showed ST elevation of 2 mm in VI -V6 



What is the most likely diagnosis? 



♦ 



♦ 



Wolff-Parkinson-White syndrome 
Early repolarization variant 
Acute myocardial infarction 
Pericarditis 
Pulmonary embolism 
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A 45-year-old woman of no fixed abode is brought to the 
emergency department by police officers. She was found 
lying on a bench at the railway station very weak. She is 
a poor historian and has only complained of several loose 
motions and vomiting. She denied any other symptoms. 

On examination, she is dehydrated with a blood pressure 
of 100/55 mmHg, a pulse of 104/min and regular. She 
has slight abdominal tenderness on deep palpation but no 
organomegaly. Cardiovascular, respiratory and nervous 
systems are essentially normal. 
The following results are obtained: 



CXR 


normal 


ECG 


sinus rhythm with tachycardia 
and prominent U waves 


Haemoglobin 


15.8 g/dl | 


Mean cell 
volume 


88.6 fL 


Platelets 


210xl0 9 /l | 


White cell 
count 


11 xl0 9 /l 


Sodium 


136 mmol/1 


Potassium 


2.6 mmol/1 


Urea 


9.7 mmol/1 


Creatinine 


131 umolfl 


Magnesium 


0.71 mmol/1 



No.: 187 

Rehydration with potassium supplementation 

This patient is clearly dehydrated and hypokalaemic. 
The significance of the hypokalaemia is reflected in 
the prominence of the U waves on the ECG. The U 
wave is produced by slow and late repolarization of 
the intraventricular Purkinje system and follows the 
T wave. The causes of prominent U waves are: 

• Hypokalaemia 

• Cardiovascular drugs, e.g. digitalis, quinidine, 
amiodarone 

• Psychotropic drugs, e.g. phenothiazines, tricyclic 
antidepressants. 



What is the most important immediate management 
of this patient? 






♦ 



Start her on oral antibiotics 

Start her on intravenous antibiotics 

Rehydration with potassium supplementation 

Dialysis 

Drug screen 
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A 73 -year-old lady comes to the cardiology clinic for 
follow up. Her general practitioner referred her to the 
cardiology clinic when she was found to have isolated 
systolic hypertension 3 months ago. Her systolic blood 
pressure (BP) ranged between 155 and 188 mmHg and 
her diastolic BP ranged between 70 and 82 mmHg. She 
was not started on medication and was encouraged to 
reduce her salt intake, lose some weight and start 
exercising. 

She now comes to your clinic and her BP is 1 80/75 
mmHg. She had been taking a series of BPs at home with 
systolic ranging from 150 to 180 mmHg and diastolic 
ranging from 65 to 75 mmHg. 

How would you manage this lady? 

Continue with non-pharmacological approach 
Reassure her not to worry 






No evidence that treatment affects outcome 
Discharge her from the clinic 
Start antihypertensive treatment 



ANG 
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Start antihypertensive treatment 

This elderly lady with isolated systolic hypertension 
needs to be started on antihypertensive treatment. 
Evidence comes from the Systolic Hypertension in 
the Elderly Program (SHEP) study, which evaluated 
whether antihypertensive drug treatment reduces 
the risk of total stroke in men and women with 
isolated systolic hypertension, aged >60 years. The 5- 
year incidence of total stroke was 5.2% in the active 
treatment group and 8.2% in the placebo group (P = 
0.0003). Major cardiovascular events were also 
reduced. 
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A 47-year-old man is referred to the emergency 
department by his general practitioner because of a very 
high blood pressure. He is complaining of a severe 
headache and has vomited. He was being investigated for 
hypertension and is not on any medication. 

On examination, he has mild dyspnoea with a blood 
pressure (BP) of 200/105 mmHg and a pulse of 90/min. 
Jugular venous pressure is not raised. First and second 
heart sounds are heard and there are no murmurs. There 
are bibasal crackles consistent with hypertensive left 
ventricular failure. 

The other systems are entirely normal The following 
results are obtained: 



No.: 189 

Intravenous nitroprusside titrated for gradual reduction 
inBP 

This man has markedly elevated blood pressure and 
evidence of decompensation with evidence of LVF. 
IV sodium nitroprusside titrated for gradual BP 
reduction would be a good choice. IV labetolol may 
be a reasonable alrernative. Sublingual nifedipine 
and oral captopril would cause rapid BP reduction 
followed by rebound in blood pressure and may be 
associated with increased mortality although the 
evidence to support this notion is a little weak. 



Chest X-ray 



ECG 



Fundoscopy 



normal 



sinus rhythm 



Grade 2 

hypertensive 

retinopathy 



FBC, U/Es, LFTs, TFTs, 
urinalysis and lipid profile 
are within normal range 



What is the most important immediate management 
of this patient? 

Intravenous nitroprusside titrated for gradual 
reduction in BP 

Sublingual nifedipine 

Oral atenolol 

Oral captopril 

Just observe the patient 



. 
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No.: 190 

A 38-year-old man is referred to the cardiology clinic by 
a company doctor for an abnormal heart murmur detected 
during a routine medical check up. He had to undergo a 
medical check up before starting a new job with the 
company. He is asymptomatic. His past medical history 
is unremarkable and he is not on any medication. 

On examination, the blood pressure is 135/65 mmHg, 
pulse 74/min and regular. His apex beat is in the 6th 
inter co stals space in the anterior axillary line and his 
jugular venous pulse is not raised. First and second heart 
sounds are heard and there is a pan-systolic murmur of 
grade 3/6 radiating to the axilla. 

His chest is clinically clear. The following results are 
obtained: 



No.: 190 

Start him on a ACE inhibitor 

There is evidence that ACE inhibitors reduce 
adverse events in patients with left ventricular 
dysfunction with no overt heart failure. The Studies 
of Left Ventricular Dysfunction (SOLVED) study 
investigated left ventricular dysfunction with and 
without overt congestive heart failure. In the 
prevention arm, enalapril reduced the combined 
incidence of death and development of overt 
congestive heart failure that was statistically 
significant. 



ECG 



Chest 
X-ray 



Echo 



sinus rhythm with evidence of left 
ventricular hypertrophy 



slight cardiomegaly 



diastolic left ventricular dimension of 6.6 
cm with an ejection fraction of 35%. The 
left atrial dimension is 5.5 cm and there is 
moderate mitral regurgitation 



FBC, U/Es, LFTs, TFTs, urinalysis and lipid profile 
are within normal range 



How would you manage this young man? 



♦ 



* 



• 



♦ 



Start him on a ACE inhibitor 

Review him in 6 months 

Start him on a diuretic 

Start digoxin 

Start a calcium channel blocker 
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No.: 19-1 

A 32-year-old intravenous drug abuser presents with 
history of fever of 2 weeks' duration. The fever is 
intermittent and partially responds to paracetamol. He 
also is experiencing generalised fatigue, anorexia, and 
has a weight loss of 1 .5 kg in last 2 weeks. He has no past 
medical history of note and takes no regular medications. 
Physical examination reveals temperature 38.2°C, blood 
pressure 132/88 mmHg, heart rate 108/min and 
respiratory rate 22/min. There is no jugular venous 
distension, a soft ejection systolic murmur is heard at the 
aortic area and the chest is clear to auscultation. Blood 
cultures are taken and patient is started on intravenous 
(iv) ceftriaxone. The blood cultures are reported positive 
for Candida albicans. An echocardiogram is requested 
that shows bicuspid aortic valve with vegetations. 
Ceftriaxone is stopped and the patient is started on 
amphotericin B. 

What is the next most appropriate management of 
this patient? 



Continue iv amphotericin B for 6 weeks 



♦ 



Continue amphotericin B for 2 weeks then iv 
fluconazole for 4 weeks 



iv Amphotericin B plus fluconazole for 6 weeks 



Valve replacement followed by amphotericin B for 6 
weeks 

Amphotericin B for 6 weeks followed by surgical 
resection 



No.:191 

Valve replacement followed by amphotericin B for 6 
weeks 

Intravenous drug abuse, immunodeficiency states 
and indwelling catheters are risk factors for Candida 
endocarditis. The aortic valve is the most common 
valve to be involved. Optimum management involves 
intravenous (iv) amphotericin and early surgery. 
Amphotericin should be continued for at least 6 
weeks. Despite this, recurrences can occur. Other 
conditions in which surgery should be done for 
optimum management in the setting of infective 
endocarditis include 

• congestive heart failure 

• organisms that are difficult to eradicate by medical 



brucella, coxiella, 
vancomycin-resistant 



therapy as such fungi, 
pseudomonas aeruginosa, 
entero cocci 

• recurrent embolisation 

• persistent bacteraemia despite appropriate 
antibiotic therapy 

• extension of infection to a extravalvular site 

• early prosthetic valve endocarditis (within 2 
months) 

• dehiscence or obstruction of a prosthetic valve. 



1^ 
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No.: 192 

A 21 -year-old medical student is admitted by ambulance 
to the Emergency department. He was found by a passer- 
by in a state of undress and was unresponsive. On 
admission to the Emergency department he has a GCS of 
4, with unresponsive dilated pupils. Core temperature is 
measured at28^C, and re-warming is commenced. Some 
10 minutes after admission to the department he develops 
ventricular fibrillation. 

Which of the following fits best with the treatment of 
pulseless ventricular arrhythmias in this case? 

Amiodarone is likely to be effective 






Lignocaine is likely to be effective 
Repeated defibrillation is highly effective 



Prolonged cardiopulmonary resuscitation (CPR) is 
likely to be required 

Defibrillation at voltages higher than 360V is 
recommended 



No.: 192 

Prolonged cardiopulmonary resuscitation (CPR) 
likely to be required 

At core temperatures of less than 3(0°C, treatment of 
ventricular arrhythmias with medical therapy is 
largely ineffective and electrical cardioversion is less 
effective. For this reason, a prolonged period of CPR 
may be required until core temperature is above 
30*fC. Where available, for a long period of cardiac 
arrest, cardiopulmonary bypass may be effective, 
although practically this would be possible in only a 
handful of centres within the UK. Recovery is 
usually complete for patients with mild to moderate 
hypothermia (28 MC or higher core temperature) and 
no pre-existing medical conditions, severe 
hypothermia coupled with pre-existing medical 
illness carries a mortality of around 50%. 



No.: 193 

You are called to a cardiac arrest on the cardiac unit. A 
58-year-old man was admitted 2 days previously with an 
anterior myocardial infarction; the nurses tell you that he 
was making a reasonable recovery until the onset of chest 
pain 30 minutes ago. As the ward doctor was reviewing 
he went into ventricular fibrillation. You give an initial 
cycle of 1 shock at 360 J followed by 2 minutes of CPR, 
and he becomes asystolic. Blood gasses taken peri-arrest 
reveal a pH of 6.9 and potassium of 4.9mmol/l. Adrenalin 
lmg IV is given. 

Which of the following is the optimal next step in his 
management? 



No.: 193 
Continue CPR 

Despite the fact this man is acidotic, the use of 
sodium bicarbonate is no longer recommended as 
part of the ALS algorithm drawn up by the UK 
resuscitation council. It may however still be 
considered in cases of profound hyperkalaemia or 
where there is overdose of tricyclic antidepressants. 
Amiodarone 300mg IV is part of the guidelines for 
the treatment of persistent VF/VT (with pulse) after 
three shocks have been given. Where there is 
suspicion of hypovolaemia, e.g. after massive blood 
loss due to trauma, then IV fluids may be of value. 






Give sodium bicarbonate 8.4% IV 
Give sodium bicarbonate 1 .2% IV 
Continue CPR 
Give amiodarone 300mg IV 
Give IV fluids 
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No.: 194 

A 28-year-old IV heroin abuser is admitted to the 
Emergency department. He has been suffering from 
fevers for the past few days and is feeling very unwell. 
There is a history of a flu-like illness which resolved 
about a week ago. On further questioning he admits to 
problems finding an injecting site and has recently taken 
to using groin vessels. On examination he looked 
emaciated, with a BMI calculated at 16. Cardiovascular 
examination revealed a murmur consistent with 
pulmonary regurgitation. Respiratory examination was 
suggestive of pockets of infection consistent with 
pneumonia. 



Investigations reveal :- 


Hb 


10.1 g/dl 


MCV 


97 fl 


WCC 


11.2 xl0 9 /l(Neut 8.2 xl0 9 /l) 


K + 


5.4 mmol/1 


Na + 


135 mmol/1 


Creatinine 


185Vmol/l 


Urea 


10.1 mmol/1 


ESR 


87mm/l st hr 


CXR 


Multiple areas of patchy consolidation 
consistent with pneumonia with abscess 
formation 



Which of the following is the most likely diagnosis in 
this case? 






Klebsiella pneumonia 
Streptococcus pneumoniae pneumonia 
Streptococcus viridans endocarditis 
Staphylococcus aureus endocarditis 
Pseudomonas endocarditis 



No.: 194 

Staphylococcus aureus endocarditis 

The most likely diagnosis is Staph aureus 
endocarditis. This man is an IV drug abuser, has 
evidence of poor injection technique and right sided 
valvular disease. Often right sided endocarditis leads 
to septic emboli distributed via the pulmonary 
vasculature and the chest x-ray findings would be 
consistent with this. In contrast left sided 
endocarditis is more commonly associated with 
embolic phenomena involving the periphery, such as 
the toes or even with emboli affecting the renal or 
cerebral vasculature. Diagnosis is based on the 
collection of multiple blood cultures (at least 3), and 
imaging of affected valves via Echocardiography. 
Choice of antibiotics depends upon local policy, but a 
regime suitably targeted against Staph aureus would 
be appropriate in this case. 



F 




ANGELS TEAM H* ' 






PasTest 2012. . . MRCP 2. . . Cardiology 



No.: 195 

A 54-year-old man with Type 2 diabetes controlled with 
metformin 1 g BD and gliclazide 80mg BD attends the 
Emergency department with chest pain. ECG reveals 
evidence of an inferior myocardial infarction. You review 
his notes and his recent HbAlc was 6.8%. 

How should you manage his blood glucose control 
from now on? 

Treat with IV insulin for 48hrs then transfer 

permanently to a S/c insulin regime 
^. 

Treat with IV insulin for 48hrs then transfer to a s/c 

insulin regime for 3 months 
*»* 

Continue oral blood glucose lowering therapies 
^-» 

Treat with IV insulin for 48hrs then consider 
restarting oral therapies 

IT* 

Stop metformin and continue gliclazide therapy 



No.: 195 

Treat with IV insulin for 48hrs then consider restarting 
oral therapies 

The DIGAMI(l) study suggested that using IV 
insulin for a short period, followed by S/c insulin 
therapy was associated with a survival benefit versus 
conventional glucose management. This was not 
replicated in the later DIGAMI(2) study, where no 
benefit was seen from the DIGAMI regime versus 
conventional treatment of blood glucose. The 
DIGAMI(2) study was confounded by the fact that a 
number of patients in the conventional group had 
been given IV insulin treatment at the time of 
myocardial infarction, but even so, the majority of 
clinicians now recommend only a short period of IV 
insulin therapy followed by a return to tablet 
treatment if the HbAlc was adequately controlled 
pre-myo cardial infarction. 






F 
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No.: 196 

A 64-year-old man with a long history of IHD and 
cardiac failure is reviewed in the cardiology clinic. He 
unfortunately still has symptoms of shortness of breath 
on exercise and is dyspnoeic at night despite being 
managed with ramipril lOmg daily, carvedilol 12.5mg 
BD, digoxin 125mcg daily and spironolactone 25mg 
daily, furosemide 80mg daily. On examination is BP is 
104/60 mmHg, with a pulse of 50BPM. 



Investigations; 




Hb 


13.2 g/dl 


WCC 


4.8xl0 9 /l 


PLT 


304x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


175 umol/1 


ECG 


Sinus rhythm, QRS widening 
(155ms) 


Ejection 
fraction 


28% 



No.: 196 

Consider cardiac re-synchronisation therapy 

According to NICE guidelines, this patient fits the 
drug therapy, ECG and echocardiographic criteria 
for cardiac resynchronisation therapy. This is 
usually with permanent dual chamber pacing, 
although certain patients at high risk of ventricular 
arrhythmias and cardiac arrest may receive an 
implantable cardioverter defibrillator instead. Of 
course he may also fit the criteria for home oxygen 
support, yet you are not given any arterial blood gas 
results to evaluate this. 



Which of the following is the most appropriate 
management for him? 

Offer morphine to relieve his shortness of breath 

Start home oxygen therapy 

Increase his furosemide to 1 60mg daily 

Add metolazone to his regime 

Consider cardiac re-synchronisation therapy 
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No.: 197 

A 76-year-old man with a history of chronic asthma 
managed with high dose seretide comes to the 
Emergency room complaining of palpitations. He has felt 
very faint, with shortness of breath for the past 30 mins. 
Two previous episodes have also occurred since arrival at 
the Emergency room, documented as fast atrial 
fibrillations. By the time you examine him his BP is 
135/80 mmHg, with a pulse 80/min regular. ECG reveals 
sinus rhythm with evidence of lateral ST depression. 

Which of the following is the most appropriate 
treatment for him to prevent a relapse? 

Bisoprolol 

G TV ■ 

Digoxm 
Ivabradine 
Verapamil 
Adenosine 



No.: 197 
Verapamil 

Bisoprolol should be used with caution in patients 
with a history of asthma, and digoxin, whilst useful 
at controlling the ventricular rate, does not 
cardiovert Adenosine is a short acting agent which 
leads to transient AV block and may be useful in the 
treatment of transient tachyarrhythmias. Ivabradine 
is a new agent for the treatment of symptomatic 
angina in patients who cannot use beta-blockers, and 
has been used off licence for the management of AF. 
In contrast, verapamil is a non-dihydropridine 
calcium antagonist which has been used for many 
years for prophylaxis against paroxysmal AF. 



No.: 198 






A 60-year-old man presents to the Casualty department 
with a history of headaches and palpitations. He has mild 
bilateral ankle swelling. Three weeks previously he was 
diagnosed by his GP as having hypertension and started 
on medication. His BP was noted to be elevated at 155/97 
mmHg on three successive visits to the surgery. 



Investigations 


Hb 


12.1 g/dl 


WCC 


5.0 xl0 9 /l 


PLT 


220 xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


102 umol/1 



Which of the following is the most likely medicine that 
he was commenced on? 



No.: 198 

WO X^m 

Amlodipine 

Both prazosin and amlodipine may cause headaches 
and palpitations, but amlodipine is a calcium 
antagonist, amongst recommended first line agents 
for the treatment of hypertension in this age group 
(>55 years), and as such is the more likely agent 
used. It is also most likely to cause ankle swelling. 
Non-dihydropyridine calcium antagonists such as 
diltiazem are much less likely to cause palpitations as 
they are cardioselective. 

An ACE inhibitor is recommended as first line 
treatment of hypertension for patients under 55 
years; for patients >55 years, or for black patients of 
any age, a calcium antagonist should be chosen as a 
first step. 



• 



Atenolol 

Prazosin 

Amlodipine 

B endroflumethiaz ide 

ACE inhibitor 
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No.: 199 

A 17-year-old traveller attends the Emergency 
department because he feels tired, lethargic and short of 
breath. You understand that his mother removed him 
from the hospital soon after the birth and he did not 
receive an adequate paediatric pre- discharge 
examination. You understand that he has had no formal 
medical care and has spent the past few years travelling 
around the UK and Ireland with his community. 

On examination he looks thin and tired, his right arm BP 
is 145/92 mmHg. There is a late systolic murmur which 
appears loudest over the thoracic spine. He has bilateral 
basal crackles consistent with heart failure, and mild 
pitting ankle oedema. A plain chest radiograph appears to 
show evidence of scalloping of the posterior ribs. 

Which of the following is the most likely diagnosis? 

Hypertrophic obstructive cardiomyopathy 
Mitral regurgitation 
Co-arctation of the aorta 



* 



♦ 



Ostium secundum defect 
Aortic stenosis 



ANG 



No.: 199 

Co-arctation of the aorta 

Whilst the classical sign of coarctation of the aorta is 
said to be radio -femoral delay, or differential blood 
pressures, we are not given this information here. 
Hence we have to make our diagnosis on the fairly 
limited information given. We are told that he is a 
traveller, which opens up a number of options with 
respect to congenital heart disease diagnoses, given 
that his mother did not wait for a paediatric check 
on the child and he has not used health services 
since. We are told that there is a late systolic 
murmur, loudest over the thoracic spine, and this is 
indeed a characteristic feature of co-arctation of the 
aorta. Scalloping of the posterior ribs on CXR is 
another feature of long-standing co-arctation. 
Echocardiography, coupled with magnetic resonance 
angiography would be appropriate radiological 
investigations. 
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No.:200 

A 34-year-old patient is admitted with an episode of 
cardiac chest pain lasting 40 mins, which resolved just 
before admission. He has a history of coarctation of the 
aorta which was repaired some years ago. He has been 
well since this time, taking minimal medication for the 
treatment of hypertension. 

investigations; 



Hb 



WCC 



PLT 



Na" 



K7 



Cr 



ECG 



CXR 



12.1 g/dl 



5.0 xl071 



230 xlOTl 



139mmol/l 



4.5 mmol/1 



120 umol/1 



No acute changes 



unremarkable 



Which of the following is the most appropriate initial 
investigation? 






Trans-oesophageal echocardiogram 

12hr troponin 

Discharge 

Exercise test 

CT thorax 



No.:200 
12hr troponin 

Due predominantly to changes in blood flow after 
coarctation repair, patients may suffer accelerated 
coronary artery disease quite late after surgery. As 
such, given that the pain has now gone and the ECG 
shows no acute changes, this patient should at least 
be observed until a 12hr troponin is available. Other 
possibilities include late presenting re-coarctation, as 
such, if the troponin is normal, this patient may well 
progress to angiography anyway. 



ANG 
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No.:201 

A 71 -year-old man is admitted to the Emergency 
department with cardiac failure. He suffered a myocardial 
infarction 6 weeks earlier and current medication 
includes ramipril lOmg daily, aspirin 75mg and 
atorvastatin 40mg daily. Other past medical history of 
note includes severe COPD and chronic renal 
impairment. He appears lucid although he is extremely 
short of breath, and wants to discuss his resuscitation 
status. 

Which of the following would have most influence of 
recommending this person not for resuscitation? 

Age 
^-» 

Co-morbidities 

Patient's wish to be resuscitated no matter what 

Family's wishes about resuscitation 

Views of a colleague 



No.:201 
Co-morbidities 

Whilst selected elderly patients may do as well as 
younger patients post resuscitation, those with co- 
morbidities have a survival to hospital discharge of 
only around 5%. Wishes of the family, and the views 
of a colleague can of course be part of your 
assessment but the final decision is yours. Whilst 
patient's wishes not to be resuscitated are now 
enshrined as part of an advanced directive, if you 
feel it is in your patients best interests to withhold 
resuscitation and this is contrary to their opinion, the 
final decision still rests with you. 
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No.:202 

A 70-year-old man is reviewed in the clinic some 6 
weeks after admission with an acute ischaemic stroke. He 
has made an almost complete recovery, although there he 
is left with poor co-ordination affecting his right hand. 
Medication includes ramipril 1 Omg daily, atorvastatin 
lOmg daily, and aspirin 75mg daily. On examination his 
BP is 145/82 mmHg. 



Investigations 




Hb 


12.1 g/dl 


WCC 


5.0 xl0 9 /l 


PLT 


231 xl07l 


Na + 


140 mmol/1 


*r 


5.0 mmol/1 


Cr 


131 umol/1 


ESR 


11 mm/hr 


Carotid USS 


less than 70% stenosis bilaterally 


ECHO 


Good LV function, no dilatation 


ECG 


Old inferior infarct, sinus rhythm 



No.:202 

Switch to clopidogrel 

Recent NICE guidance supports clopidogrel as first 
line for secondary stroke prophylaxis. The American 
Heart Association-American Stroke Association 
guidelines suggest that either extended-release 
dipyridamole plus aspirin or clopidogrel 
monotherapy should be used over aspirin 
monotherapy. ESPS-2 is the main study which 
supports the use of aspirin and dipyramidole in 
combination. Both guidelines recommend avoiding 
the combination of clopidogrel and aspirin for most 
patients with previous stroke or TIA. He is in sinus 
rhythm so there is no indication for warfarinisation. 



Which of the following is the intervention which is 
most appropriate to reduce his future risk of stroke? 



♦ 



Increase aspirin to 300mg 
Switch to clopidogrel 



ANG 



Switch to aspirin/dipyridamole combination therapy 
Consider warfarinisation 
Refer for endarterectomy 
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No.:203 

A 1 9-year-old student with a history of asthma is 
admitted from a night club with palpitations. He does not 
admit to having taken any alcohol or illicit drugs. On 
further questioning he also seems to have suffered 
palpitations on two or three occasions at night over the 
past few months, but says that these resolved 
spontaneously, on one occasion he went to A&E for an 
ECG. On examination he has a BP of 1 10/70 mmHg, and 
his pulse rate on the monitor is 170/min. He is not in 
cardiac failure. 



Investigations; 


Hb 


12.9 g/dl 


WCC 


5.2 xl0 9 /l 


PLT 


195xl0 9 /l 


Na+ 


140 mmol/1 


K+ 


4.9mmol/l 


Creatinine 


100lumol/l 


ECG 


SVT, ventricular rate 170/min (previous 
ECG on casualty attendance, normal 
sinus rhythm) 



Which of the following is the most appropriate agent 
for chemical cardioversion? 

Adenosine 

Esmolol 

Sotalol 

Amiodarone 

Verapamil 



No.:203 
Verapamil 

Both of the beta blockers listed here, esmolol and 
sotolol would be potentially suitable therapy options 
here in cardiac terms alone, but the history of 
asthma precludes their use. Similarly, use of 
adenosine is not recommended in patients with 
asthma. Verapamil blocks calcium influx in the slow 
channels of the AV node, decreases conduction 
velocity and prolongs the refractory period, thus 
increasing the chances of achieving sinus rhythm. 
Given that verapamil is given as an IV bolus, versus 
amiodarone being administered by infusion, 
verapamil is the preferred option here. 



, 
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No.:204 

A 52-year-old woman who has received chemotherapy 
and radiotherapy for previous Hodgkin's lymphoma 20 
years ago presents to the clinic complaining of shortness 
of breath, feeling faint and gradually increasing ankle 
swelling. On examination she looks short of breath, her 
systolic BP is 100 rnmHg, but there is a decrease of 
20mmHg on inspiration. 

Investigations; 

ECG - Low voltage sinus tachycardia 

Cardiac catheterization: 



No.:204 
Pericardial effusion 

This woman has pulsus paradoxicus, with a 
significant drop in BP on inspiration. From the 
options given pericardial effusion is the most likely 
cause. It is likely that she received a substantial dose 
of midline radiotherapy as part of her Hodgkin's 
treatment. A recognised late complication is 
inflammatory pericarditis with effusion. Given this 
woman's substantial functional impairment as a 
result of the effusion, she is likely to require drainage 
of the effusion and surgical pericardectomy. 



200 mmHg 
150 mmHg 




Left ventricular 

pressure loommHg 



50 mmHg 



/ Expiration Pulmonar y 0rnmH g 
Inspiration artery 

wedge 
pressure 






Which of the following is the most likely diagnosis? 

Pericardial fibrosis 
Myocarditis 



• 



Dilated cardiomyopathy 
Pericardial effusion 
Constrictive pericarditis 
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No.:205 

A 60-year-old man with heart failure comes to the clinic. 
Current medication includes furosemide 80mg daily, 
spironolactone 50mg, bisoprolol 5mg and ramipril lOmg. 
He has increased shortness of breath over the past 3 
months and is now housebound, only able to live 
downstairs and move from room to room. On 
examination his BP is 1 10/70 mmHg, with a pulse of 
55/min, he has late inspiratory crackles in both lung 
fields on auscultation, and bilateral swollen ankles. 



Investigations; 




Hb 


11.4 g/dl 


WCC 


5.0 xl0 9 /l 


PLT 


130x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


155 umol/1 


ECG 


Sinus rhythm, with QRS 160 ms 


CXR 


Evidence of bilateral pulmonary 
oedema, cardiomegaly 


Ejection 
fraction 


30% 



No.:205 

Cardiac re-synchronisation therapy 

This man is taking multiple medications for heart 
failure yet still has a very poor level of function and 
his ECG suggests QRS prolongation. As such he fits 
the criteria for cardiac resynchronisation therapy 
(CRT), involving lead placement in the right atrium, 
right ventricle, and coronary sinus representing left 
ventricular placement. Significant impact on all 
cause mortality was seen for CRT as an adjunct to 
pharmacotherapy across a range of clinical trials. 
Other positive endpoints included hospital 
admissions for heart failure and functional NYHA 
status. 



Which of the following is the most appropriate 
intervention? 

Implantable cardioverter defibrillator 

Single chamber pacing 






Start low dose digoxin 

Cardiac re- synchronisation therapy 

Increase furosemide 
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No.:206 

A 55-year-old man with a history of multiple myocardial 
infarctions and biventricular heart failure comes to the 
clinic complaining of recurrent syncopal attacks. 
Medication includes ramipril 1 Omg daily, furosemide 
80mg ; spironolactone 50mg daily and carvedilol 12.5mg 
BD. On examination his BP is 1 15/65 mmHg, pulse is 
61/min and regular. He has bilateral inspiratory crackles 
on auscultation and bilateral ankle oedema. 



Investigations; 




Hb 


11.0 g/dl 


WCC 


4.9xl0 9 /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


r 


4.0 mmol/1 


Creatinine 


145 umol/1 


ECG QRS 


150ms 


72hr holter 
monitor 


short episodes of 
ventricular tachycardia 


Ejection 
fraction 


29% 



No.:206 

Implantable cardioverter defibrillator 

This man fulfils NICE criteria for cardiac 
resynchronisation therapy, but the history of 
syncope and ventricular tachycardia fulfils the NICE 
criteria for implantable cardioverter defibrillator, 
these include survival of VF or VT arrest, sustained 
VT without syncope, or recorded spontaneous VT 
with a history of syncope. Evidence shows that 
survival is significantly greater for implantable 
cardioverter defibrillator therapy versus long-term 
anti-arrhythmics. 



Which of the following is the most appropriate 
intervention? 



• 



Cardiac resynchronisation therapy 
Oral amiodarone 
Single chamber pacing 
Implantable cardioverter defibrillator 
Stop carvedilol 
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No.:207 

A 68-year-old woman presents to the Emergency room 
after a collapse in the local supermarket. Apparently she 
had attended the Emergency room a few months earlier 
with a similar episode. She had suffered an inferior 
myocardial infarction some 7 years ago but was 
otherwise relatively well. Other past history of note 
includes paroxysmal AF 3 years earlier. Medication 
includes ramipril lOmg daily, aspirin 75mg , indapamide 
1.5mg, bisoprolol 5mg and atorvastatin lOmg. She also 
takes ranitidine for indigestion. On examination in the 
Emergency room she looks relatively well, her pulse is 
62/min and regular with a BP of 1 1 5/72 mmHg. 



No.:207 

Dual chamber pacemaker 

This woman has second degree heart block with 
periods of complete heart block as documented on 
24hr tape. Stopping her bisoprolol or her ranitidine 
may have a limited effect on her heart rate but it is 
unlikely to impact significantly on her risk of 
complete heart block. A dual chamber pacemaker is 
therefore the most appropriate intervention. 



Investigations; 




Hb 


12.1 g/dl 


WCC 


5.6x1071 


PLT 


156x1071 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


120 umol/1 



ECG - Second degree heart block 

24hr tape while on the ward: 2 episodes of complete heart 

block, both occurring at night, the longest lasting 8 

seconds 

Which of the following is the most appropriate 
intervention? 






Stop bisoprolol and discharge 

Single chamber pacemaker 

Dual chamber pacemaker 

Stop bisoprolol and observe as an inpatient 

Stop ranitidine and discharge 



F 
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No.:208 

A 59-year-old man presents to the Emergency room with 
central crushing chest pain radiating to both arms. He is 
sweaty and vomiting. There is a past history of 
hypertension for which he takes ramipril lOmg daily and 
he smokes 20 cigarettes per day. On examination his BP 
is 1 10/70 mmHg, his pulse is 62/min. He has pulmonary 
oedema. 



Investigations; 


Hb 


13.1 g/dl 


WCC 


5.0x109/1 


PLT 


199x109/1 


Na+ 


139mmol/l 


K+ 


4.9mmol/l 


Creatinine 


120 lumol/1 



No.:208 

Temporary pacing wire 

Unfortunately in this case, unlike the case in inferior 
myocardial infarction, there is a significant 
likelihood of permanent complete heart block here. 
Whereas in the context of inferior MI, heart block 
may just be indicative of temporary ischaemia and 
may thus resolve after supportive management and 
thrombolysis, in anterior MI it is indicative of 
extensive infarction. Therefore rather than 
attempting external pacing it is most appropriate to 
manage him with a temporary pacing wire, which 
may need to be converted to permanent pacing after 
a few days. 



ECG - Widespread anterior ST elevation 

While you are examining him his pulse slows to 40. A 
repeat ECG demonstrates complete heart block. You give 
him atropine 3mg but it makes little difference. 

Which of the following is the most appropriate 
intervention? 



♦ 



• 



• 



External pacing 
Further atropine lmg 
Adrenalin 
Isoprenaline 
Temporary pacing wire 
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No.:209 

A 72-year-old woman who has known biventricular 
failure and left atrial dilatation on Echocardiogram, 
COPD and peripheral vascular disease is admitted in fast 
AF with a ventricular rate of 146/min. In view of low 
chances of successful chemical cardioversion you elect to 
begin treatment with digoxin. You load her with 0.5mg 
digoxin IV and then a further 0.25mg over 6hrs. On 
examination her BP is 132/72 mmHg, her rate is now 
128/min and she feels well. 



Investigations; 


Hb 


12.8 g/dl 


WCC 


4.9xl0 9 /l 


PLT 


206 xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.9mmol/l 


Creatinine 


132 umol/1 



What would you do now with respect to her digoxin 
dosing? 

Stop the digoxin and commence metoprolol 






Start 125mcg PO 

Give one further 250mcg IV loading dose 

Add amiodarone to the regime 

Give one further 500mcg IV loading dose 



ANG 



No.:209 

Give one further 250mcg IV loading dose 

Digoxin is highly water soluble, which necessitates 
IV loading for rate control in a situation like this. 
Given her creatinine of 132 however, loading again 
with 500mcg is likely to be too large a dose, equally, 
beginning 125mcg orally now means that she would 
take a few days to reach adequate rate control. 
Amiodarone is likely to be more effective for 
prospective chemical cardioversion and as such it is 
not the most appropriate choice here. Digoxin and 
beta blockade in combination may precipitate 
significant bradycardia and may worsen her cardiac 
failure. 






F 
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No.:210 

A 38-year-old woman who is 30 weeks pregnant is 
admitted with central crushing chest pain, sweating and 
vomiting of 3hrs duration. She smoked 20 cigarettes per 
day prior to her pregnancy and has continued to smoke 
10 cigarettes per day since becoming pregnant. Her father 
suffered a myocardial infarction at the age of 48. On 
examination she has a BP of 100/50 mmHg, looks pale 
and sweaty. Her pulse is 60/min regular and she is not in 
cardiac failure. During the examination she suffers a VF 
arrest which responds to one DC shock. 



Investigations; 


Hb 


11.0 g/dl 


WCC 


5,9x1071 


PLT 


179xl0 9 /l 


Na + 


139mmol/l 


K + 


4.2 mmol/1 


Creatinine 


95 jxmol/1 


ECG 


Anterior ST elevation consistent with 
STEMI 



No.:210 

Angioplasty 

There is very limited data on the management of 
acute myocardial infarction in pregnancy because of 
its rarity. Whilst there is little placental transfer of 
TPA, reports of thrombolysis indicate a number of 
cases of maternal haemorrhage, subchorionic 
haemorrhage, placental abruption, uterine bleeding 
and sudden unexplained foetal loss. In contrast acute 
angioplasty in one case series of 92 was associated 
with favourable outcome in all except one patient 
who suffered a coronary dissection and progressed to 
CABG. 



Which of the following is 
management for her? 

Angioplasty 

LMW Heparin 

rTPA 

IV amiodarone 

Tirofiban 



the most appropriate 



AJMQ 
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No.:211 

A 72-year-old woman was admitted to the Emergency 
room with her second fall in 3 months. She was 
discharged home, but an astute SHO ordered a 24hr tape 
as an outpatient. You review her in the clinic. She has a 
history of hypertension which is managed with ramipril 
and indapamide and she reports episodes of dizziness and 
fast palpitations over the past few months. On 
examination she looks slim, her BP is 155/84, pulse is 82 
sinus rhythm. She is not in cardiac failure. 



Investigations; 




Hb 


12.4 g/dl 


WCC 


5.1x1071 


PLT 


198x1071 


Na + 


140 mmol/1 


K + 


4.9mmol/l 


Creatinine 


110 umol/1 


TSH 


2.5 U/l 


Resting 
ECG 


Sinus rhythm, no acute changes but 
inferior Q waves identified 


24hr tape 


short periods of paroxysmal AF, 
pauses of up to 3 seconds 



No.:211 

Referral for pacemaker 

Pauses of up to 2 seconds may be accepted, but 
longer pauses in this context, coupled with short 
periods of paroxysmal AF and the history of falls 
suggest that this woman may be suffering from Sinus 
Node Disease (SND). The treatment plan for SND 
usually needs to take account of both the problems 
with tachycardia, and the episodes of heart block In 
the first instance it would seem sensible therefore to 
arrange pacemaker insertion prior to starting 
warfarin therapy or medication to maintain sinus 
rhythm which is likely to precipitate bradycardia. 






How would you plan to initially manage the patient 
with respect to her rhythm disturbance? 

(* . . 

Aspirin 

\* 

Digoxm 

Amiodarone 

Warfarin 

Referral for pacemaker 






EL 
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No.:212 

A 78-year-old woman with a history of ischaemic heart 
disease and left ventricular failure is admitted with 
urinary sepsis. According to her daughter she has been 
unwell for some days and is now drowsy and confused. 
On examination she looks dry, she is pyrexial 38.2°C, 
and is agitated when you press over her lower abdomen. 
Her BP is 95/50 mmHg and her pulse is 98/min. 



Investigations; 




Hb 


13.9 g/dl 


WCC 


13.1xl0 9 /l 


PLT 


94x1071 


Na + 


139mmol/l 


K + 


5.6 mmol/1 


Creatinine 


225 umol/1 


Urine 


white cells ++, protein +, 


red cells + 



You arrange admission to the ITU for monitoring of fluid 

balance. 

Which of the following cardiac catheterisation results 

would fit with this clinical picture? 






Pulmonary artery systolic pressure 44 mmHg 
Left ventricular systolic pressure 95 mmHg 
Right atrial pressure 1 5 mmHg 
Pulmonary artery wedge pressure mmHg 
Right ventricular pressure 23 mmHg 






No.:212 

Left ventricular systolic pressure 95 mmHg 

This patient almost certainly has gram negative 
sepsis as a result of urinary tract infection; she is dry 
because of poor fluid intake, and gram negative 
sepsis leads to further decreases in arterial pressure 
and perfusion. These two factors have led to the pre- 
renal failure seen here. The pulmonary artery 
systolic pressure seen here is too high and consistent 
with raised pulmonary artery pressure; the right 
ventricular pressure is in the normal range, although 
you might expect in this situation for it to be lower 
because of poor venous return. The left ventricular 
pressure of 95 mmHg is lower than you might 
expect, and corresponds to this clinical situation; 
hence B is the correct answer. 






F 




ANGELS TEAM H* ' 






PasTest 2012. . . MRCP 2. . . Cardiology 



No.:213 

A 2 3 -year-old homeless patient comes to the Emergency 
room. She has been feeling sick for some considerable 
time with fevers and rigors and has now begun to develop 
a rash. On examination she is pyrexial 38. 1° C. She has 
splinter haemorrhages on examination of her finger nails 
and a generalized purpuric rash. Further examination 
reveals injection sites on both forearms and evidence that 
she has tried to inject into her femoral vein. 



Investigations; 




Hb 


10.0 g/dl 


WCC 


12.4x1071 


PLT 


35x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


152 umol/1 


ESR 


70 mm/hr 


Blood cultures 


negative 


Urine 


blood + 


CXR 


Cavitating lesions both lower lobes 



No.:213 

Trans-oesophageal echocardiogram 

This unfortunate girl is a heroin addict, and with 
poor needle hygiene has introduced bacteria, most 
likely staphylococcus aureus into the right side of the 
circulation. This will have introduced right sided 
valvular endocarditis, with seeding of bacteria into 
the pulmonary circulation. This then results in 
multiple cavitating lung abscesses, as seen on CXR. 
Vasculitis, leading to the purpuric rash and 
haematuria is a common epiphenomenon associated 
with staphylococcal infection. Trans-oesophageal 
echocardiogram is the diagnostic modality of choice. 



Which of the following is the most appropriate next 
investigation? 






Further blood cultures 

CT thorax 

Trans-oesophageal echocardiogram 

Urine cultures 

ANA 
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No.:214 

A 32-year-old Romanian man presents to the Emergency 
room complaining of shortness of breath and tiredness. 
He tells you that this has been increasing over the past 6 
months. He also complains of a chronic cough. On 
examination his BMI is 2 1 and he looks tired. His BP is 
1 10/70 mmHg and his resting pulse is 80/min. He has 
bilateral ankle oedema. 

investigations; 



Hb 


10.5 g/dl 


WCC 


11.6xl0 9 /l 


PLT 


201 xl07l 


Na + 


138mmol/l 


K + 


4.5 mmol/1 


Creatinine 


120 umol/1 


ECG 


Low volume complexes, 
note 


nil else of 


ECHO 


pericardial effusion 


Effusion 
fluid 


Lymphocytes ++ 



No.:214 

Tuberculous pericarditis 

Tuberculous pericarditis is the commonest cause of 
constrictive pericarditis worldwide. The increased 
prevalence of tuberculosis in Eastern Europe, the 
chronic cough and raised white count all lead us 
towards the diagnosis. We aren't given the CXR as 
part of the investigations, but clearly CXR, sputum 
culture for AAFBs and culture of the pericardial 
effusion for tuberculosis would all be crucial to the 
work up of this case. He should be managed 
aggressively with quadruple anti-microbial therapy. 



Which of the following is the most likely diagnosis? 



♦ 
♦ 
♦ 



Autoimmune pericarditis 
Viral pericarditis 
Restrictive cardiomyopathy 
Tuberculous pericarditis 
Amyloidosis 



ANG 
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No.:215 

A 41 -year-old bond trader is brought to the Emergency 
room by ambulance with crushing central chest pain, 
nausea, vomiting and collapse. He smokes 20 cigarettes 
per day and uses daily cocaine. On examination his BP is 
180/72 mmHg, his pulse is 95/min and he looks very 
unwell. He has bilateral crackles at both lung bases. 



No.:215 



GTN 



Investigations; 




Hb 


13.1 g/dl 


WCC 


6.7 xl0 9 /l 


PLT 


167xl0 9 /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


100 umol/1 


Troponin 


3.0 u.g/1 


ECG 


Anterior ST elevation 
consistent with acute MI 


Coronary artery 
angiography 


Left main stem, flow decreased 
by 85%, but no focal lesion 
identified 



Which of the following is the most appropriate 
immediate management with respect to his chest 
pain? 



♦ 



Aspirin 
LMW heparin 
rTPA 
Atenolol 
GTN 



This patient has coronary artery vasospasm as a 
result of cocaine use. Management of choice is with 
nitrates and/or calcium channel blockers. In this case 
given his presentation, IV GTN would be most 
appropriate. Whilst there is low flow, there is no 
evidence of acute occlusion, so rTPA would not be 
appropriate. Beta blockade may actually worsen 
vasoconstriction in some patients and therefore 
should be avoided in this situation. Long-term 
prognosis depends on giving up the cocaine habit. 
Smoking and cocaine use in combination is thought 
to contribute to development of accelerated 
atherosclerosis. 
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No.:216 

A 52-year-old man with a history of diabetes mellitus had 
a bare metal stent inserted after an inferior myocardial 
infarction. 3 months later he is admitted with a further 
episode of chest pain. 12hr troponin is negative and an 
exercise test is arranged. On examination his BP is 
140/82 mmHg, his pulse 72/min and regular and he is not 
in heart failure. His exercise test reveals infero lateral ST 
depression. 
Which of the following is the most likely diagnosis? 






In-stent thrombosis 

New coronary artery disease distal to the stent 

Coronary artery emboli 

In-stent re-stenosis 

Coronary artery vasospasm 



No.:216 

In-stent re-stenosis 

Bare metal stent re-stenosis occurs more commonly 
in patients with a history of diabetes mellitus. This 
precipitated increased use of coated stents, 
particularly for patients with diabetes over the past 
few years. Recently, studies have suggested that 
coated stents may also be associated with late re- 
stenosis in diabetes mellitus, in the context of 
discontinuation of clopidogrel in patients who are 
aspirin resistant. This has precipitated guidance that 
coated stents are preferred for patients with diabetes 
mellitus, and dual anti-platelet therapy with both 
aspirin and clopidogrel should be continued for at 
least a year after the procedure. 
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No.:217 

A 61 -year-old patient was admitted with central crushing 
chest pain radiating down his left arm. He has a history of 
hypertension treated with atenolol and smokes 20 
cigarettes per day. On examination his BP was 100/60 
mmHg with a pulse of 38/min (Complete heart block). 
ECG revealed inferior ST elevation. He was paced and 
given rTPA. Some 4hrs later you are asked to see him as 
he has developed a further episode of severe central chest 
pain, accompanied by a period of bradycardia. His BP is 
now 85/60 mmHg, his pulse is 90/min. You notice that 
his JVP is elevated. There are no signs of left ventricular 
failure. 



No.:217 

Right ventricular infarction 

The presentation with initial complete heart block 
followed by hypotension with a raised JVP is highly 
suggestive of right ventricular infarction. Whilst the 
other answers are all possible occurrences, in terms 
of probability, right ventricular infarction is the 
most likely. Management includes optimising right 
ventricular filling pressure, and closely monitoring 
pressures with a pulmonary artery catheter where 
appropriate. Once filling is optimised, if hypotension 
persists, addition of inotropes may be required. 



Investigations; 


Hb 


13.1 g/dl 


WCC 


8.2 xl07l 


PLT 


199xl0 9 /l 


Na + 


138mmol/l 


K + 


4.9mmol/l 


Creatinine 


156 umol/1 


ECG 


Inferolateral ST elevation, which had 
resolved post TPA 



What is the most likely diagnosis? 






Right coronary artery dissection 
Right ventricular rupture 
Tricuspid regurgitation 
Right ventricular infarction 
Ventricular septal defect 
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No.:218 

A 65-year-old man with a history of cigarette smoking of 
20 cigarettes per day and Type 2 diabetes presents with 
pain in both calves and feet. He has a history of calf pain 
on walking to the pub over the past few months, but says 
that the pain got much worse a few weeks ago, now being 
also present at rest. He also has suffered pins and needles 
in his feet for 2-3 years and takes a PDE-5 inhibitor for 
erectile dysfunction. On examination his distal foot 
pulses are not easily palpable. Capillary return is poor in 
both feet and there is an absence of hair. His arches have 
dropped and his feet have evidence of bony deformity. 
There is an ulcer on his right great toe with evidence of 
surrounding infection and oedema. His BP is measured at 
155/85 mmHg with a pulse of 75/min AF. 
investigations; 



Hb 


12.1 g/dl 


WCC 


6.2 xl0 9 /l 


PLT 


201 xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


192umol/l 


HhAiC 


9.2% 


ABPI 


0.4 -both legs 



No.:218 

Chronic arterial insufficiency 

The answer here is chronic arterial sufficiency. The 
patient has suffered calf claudication for many 
months and has now got pain at rest. His ABPI has 
fallen into the critical zone and he requires arterial 
ultrasound and an arteriogram. He may have lesions 
which are angioplastiable at the time of angiography, 
or require referral for bypass surgery. It is also 
noted that his creatinine is elevated at 192Dmol/l, 
which puts him at significantly increased risk of 
contrast nephropathy. For this reason it is crucial 
that he is adequately hydrated before the procedure. 
There is of course also evidence here of peripheral 
neuropathy although that isn't the cause of the pain 
picture seen here. 



Which of the following is the most likely cause of his 
pain? 



G 






Peripheral neuropathic pain 
Chronic arterial insufficiency 
Mixed arterial disease and neuropathy 
Peripheral arterial emboli 
Osteomyelitis 
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No.:219 

A 62-year-old man presents with fatigue. He says that he 
goes through periods in the day when he feels absolutely 
washed out. He tries to keep himself fit, walking a 
number of miles per day, but finds it virtually impossible 
to keep up his usual exercise schedule. He denies periods 
of loss of consciousness or dizziness. Medication of note 
includes amlodipine and indapamide for hypertension. 
On examination his BP is 125/75 mmHg, his pulse is 
75/min regular, cardiovascular and respiratory 
examination is unremarkable. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


5.4 xl0 9 /l 


PLT 


205 xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.8mmol/l 


Creatinine 


110 umol/1 


72hr ECG: 3 periods of complete heart block, each 
occurring while asleep, with pauses lasting for 3 
seconds or longer 



No.:219 

Admit for permanent pacing 

Despite the fact that there have been no episodes of 
syncope yet, this man has significant pauses lasting 
for greater than 3 seconds associated with episodes 
of complete heart block. Whilst calcium channel 
blockers may be associated with complete heart 
block, non-dihydropyridine agents are more likely to 
be responsible, and stopping his amlodipine is 
unlikely to resolve the problem. Indapamide may be 
associated with hyponatraemia rather than heart 
block. Consequently the most appropriate 
management of choice is permanent pacing. 



Which of the following is the most appropriate 
intervention? 






Stop amlodipine 

Arrange review in 6 months time 

Admit for permanent pacing 

Start midodrine 

Stop indapamide 
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No.:220 

A 72-year-old man comes to the clinic for review. He has 
severe biventricular failure and is taking ramipril lOmg, 
furosemide 160mg, spironolactone 25 mg, digoxin 125 
meg and bisoprolol lOmg. On examination he looks a 
little dry, his BP is 1 10/72 mmHg lying and 95/65 mmHg 
on standing. There is no peripheral oedema and no 
crackles on auscultation of the chest. 
investigations; 



Hb 


12.1 g/dl | 


WCC 


5.0 xl0 9 /l 


PLT 


208 xl07l 


Na + 


140 mmol/1 


K + 


5.6 mmol/1 


Urea 


13.1 mmol/1 


Creatinine 


210 nmol/1 (165 at last clinic 
appointment) 



Which of the following agents should be reduced in 
dose or discontinued? 






Ramipril 

Furosemide 

Spironolactone 

Digoxin 

Bisoprolol 



ANG 



No.:220 

Furosemide 

Spironolactone, ramipril and selective beta blockers 
such as bisoprolol are all associated with positive 
outcome in patients with CHF. The raised urea and 
increased creatinine since his last clinic appointment 
suggests pre-renal failure. In the absence of signs of 
cardiac failure, it would seem prudent to reduce his 
dose of furosemide. Post the dose reduction it is 
crucial that his U&Es are regularly monitored: his 
potassium is elevated at 5.6 mmol/1, and whilst it may 
be expected to fall as the pre-renal failure resolves, 
further elevation in the presence of continued 
spironolactone is also possible. 
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"U'-U-" 

No.:221 


No.:221 


A 63-year-old woman with congestive cardiac failure 


Increase her furosemide 


comes to the clinic for review. She has suffered two 




previous myocardial infarctions and takes ramipril lOmg, 


Ramipril, bisoprolol and spironolactone are all 


furosemide 80mg, bisoprolol lOmg, digoxin 125mcg, 


associated with improved outcome in patients with 


spironolactone 25mg. On examination her BP is 142/82 


CHF. She is also relatively hypertensive with 


mmHg, her pulse is 80/min regular, she has bibasal 


evidence of fluid overload. As such the most 


crackles consistent with left ventricular failure, and 


appropriate management here is an increase in her 


bilateral pitting oedema. 


diuretic therapy. Studies suggest that increasing the 


Investigations; 




dose of spironolactone above the lowest doses does 
not lead to improved outcomes; as such an increase 
in her furosemide would be the best option. 


Hb 


11.9 g/dl 




WCC 


5.4 xl0 9 /l 


PLT 


210xlO y /l 


Na + 


140 mmol/1 


*r 


4.9mmol/l 


Creatinine 


135lumol/l 


Which of the following is the most appro 


priate 


management for her? 




Reduce her bisoprolol 




Increase her spironolactone 




Increase her furosemide 




Increase her digoxin 


i&xfr\ 


Increase her bisoprolol 
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No.:222 

A 73-year-old woman comes for review at the clinic with 
her husband. He is very worried as she passed out after 
getting out of her chair to go to the toilet. She apparently 
went pale and then collapsed, hitting her head on the 
floor. She had around 20-30 seconds of twitching and 
was incontinent of urine. She has a history of 
hypertension for which she takes ramipril 5mg daily. Her 
BP is 155/90 mmHg checked by the nurse in the clinic, 
otherwise cardiovascular examination is unremarkable. 
Neurological examination is entirely normal. 



Investigations; 




Hb 


13.1 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


130Vmol/l 


Resting 
ECG 


Old inferior infarct, otherwise 
normal 


CXR 


Slight cardiomegaly but nil else of 
note 



No.:222 

Tilt table test 

This woman gives a history which is very typical for 
orthostatic hypotension. The twitching and 
incontinence witnessed by her husband is most likely 
to be related to the syncopal event, rather than a 
primary neurological problem. The tilt table allows 
for very accurate measurement of pulse and blood 
pressure moving from a supine to a standing 
position. Bradycardic or hypotensive carotid body 
syndrome can then be managed with appropriate 
intervention. 



Which of the following investigations is most likely to 
reveal the diagnosis? 

72hr ECG monitoring 



• 
♦ 



Tilt table test 

CT head 

24hr BP recording 

EEG 



F 
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No.:223 

A 54-year-old man is referred by his GP for routine 
cardioversion after a new diagnosis of atrial fibrillation. 
He did not require rate control, his rate was 75/min AF 
with a BP of 142/82 mmHg at presentation. There were 
no signs of cardiac failure or respiratory tract infection 



Investigations; 




Hb 


12.9 g/dl 


WCC 


7.2 xl0 9 /l 


PLT 


288 xl07l 


Na + 


141 mmol/1 


K + 


4.2 mmol/1 


Creatinine 


130 lumol/1 


TSH 


3.1U/l(<0.5-4.5) 


Echocardiogram 


Normal left atrial size, no 
significant valvular disease 



No.:223 

Low molecular weight heparin whilst being 
warfarinised, then review need for continued anti- 
coagulation at 1 month follow up 

Evidence suggests that l/3rd of patients who attain 
sinus rhythm revert to atrial fibrillation during the 
first month after cardioversion. This puts them at 
significant risk of thromboembolic events. The 
normal left atrial size and lack of significant valvular 
disease in this man puts him in a high potential 
success group. As such his anti-coagulation can be 
assessed at the 1 month follow up appointment, and 
if he is still in sinus rhythm and has no further 
symptoms of palpitations, anticoagulation can be 
discontinued. 



Which of the following is the most appropriate plan 
with respect to his anti-coagulation, knowing that he 
is booked for admission in 1 month? 

Aspirin and clopidogrel 6 weeks pre and until 1 

month after the procedure 
«£. 

Low molecular weight heparin for 72hrs pre and 
then 48hrs post the procedure 






Low molecular weight heparin whilst being 
warfarinised, then continue warfarin for 6 months after 
the procedure 

Low molecular weight heparin whilst being 

warfarinised, then continue warfarin for 1 year after the 

procedure 
«-» 

Low molecular weight heparin whilst being 
warfarinised, then review need for continued anti- 
coagulation at 1 month follow up 
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A 73-year-old woman collapses on the ward just 24hrs 
post permanent pacemaker insertion whilst waiting for 
her daughter to collect her. She had been stable after the 
procedure, which was performed for collapse and 
episodes of complete heart block on her 72hr tape. On 
examination she has a fever of 37.8 °C, and is hypotensive 
at 88/50 mmHg, with a thready pulse of 1 10/min. Her 
JVP seems to increase with inspiration. 
investigations; 



Hb 



WCC 



PLT 



Na" 



IT 



Creatinine 



pH. 



p0 2 



pCQ 2 



10.8 g/dl 



8.8x1071 



201 xl071 



139mmol/l 



4.9mmol/l 



120 \\imoVl 



7.38 



12.1 kPa 



4.2 kPa 



No.:224 

Cardiac tamponade 

This clinical picture is consistent with the pacing 
wire piercing the myocardium. Despite the fact this 
is a rare occurrence, cardiac tamponade due to 
haemorrhage is a recognised adverse event 
associated with pacemaker insertion. Hypotension, 
tachycardia, low volume pulse and Kussmaul's sign 
are all consistent with the diagnosis. She requires 
urgent review with echocardiography and drainage 
of the haematoma. The mild pyrexia is most likely to 
be related to the collection of blood. 



< P> Which of the following is the most likely 
diagnosis? 

Pulmonary embolus 

Septic shock 

Acute myocardial infarction 

Cardiac tamponade 

Mitral regurgitation 



ANG 
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A 72-year-old man returns to the GP feeling unwell, 
around 1 week after right hemicolectomy for colonic 
carcinoma. He has begun to suffer from sweats, 
particularly at night, and is increasingly lethargic. On 
examination he has pyrexia 37.8°C, and a pan-systolic 
murmur. 
investigations; 



Hb 


10.3 g/dl 


WCC 


12.1xl0 9 /l 


PLT 


145 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


180 umol/1 


ESR 


77mm/hr 


Trans-oesophageal ECHO 


mitral valve vegitations 



Which of the following is the most likely responsible 
organism? 



♦ 






Bacteroides fragilis 
Staph aureus 
Staph epidermidis 
Strep viridans 
Pseudomonas 



ANG 



No.:225 

Bacteroides fragilis 

Endocarditis is a rare complication associated with 
colonic resection, and Bacteroides is the most likely 
organism. As passage of bacteria to the heart occurs 
via venous drainage, valve lesions tend to be right 
sided but may also occur as here on the left side of 
the heart. In this case the mitral valve lesions have 
lead to mitral regurgitation. Management of choice 
is with metronidazole. The incidence of post-op 
endocarditis is actually very low because of the use of 
peri-operative broad-spectrum antibiotics, normally 
the combination of a cephalosporin and 
metronidazole. 
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A 57-year-old man who had received a prosthetic aortic 
valve replacement 6 months earlier presents to the GP 
with tiredness. He had an uneventful procedure but now 
feels increasingly tired and lethargic, he is warfarinised 
and a recent INR was 3.0. On examination he looks pale, 
his BP is 105/70 mmHg, pulse 90/min, his prosthetic 
valve is easily audible. He has bilateral coarse crackles at 
both lung bases consistent with mild LVF. 
investigations; 



Hb 


9.7 g/dl 


MCV 


105 fl, reticulocytosis, 
decreased haptoglobins 


WCC 


5.0 xl07l 


PLT 


115xl0 9 /l 


Na + 


139mmol/l 


K + 


5.0 mmol/1 


Creatinine 


120 umol/1 


ESR 


15 mm/hr 


Alb 


39g/l 


ALT 


45U/1 


Bilirubin 


86 umol/1 



No.:226 

Valve haemolysis 

Valve haemolysis is associated with prosthetic valve 
replacement and occurs because of mechanical 
destruction of red cells. This leads to anaemia with 
increased reticulocyte count and decreased 
haptoglobins. The bilirubin elevation is likely to be 
due to a rise in unconjugated bilirubin. The other 
possibility for this presentation is GI haemorrhage, 
but haptoglobins would be expected to be normal in 
this case. 



Which of the following is the most likely diagnosis? 

Subacute bacterial endocarditis 

Gastrointestinal haemorrhage 

Valve haemolysis 

Liver abscess 

Warfarin related haemo lytic anaemia 
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A 72-year-old man with temporal headaches, hip and 
shoulder girdle pain presents to the Emergency 
department with sudden loss of vision in his right eye. He 
also reports pain in his jaw on eating. He has a past 
history of hypertension for which he takes ramipril lOmg 
daily. On examination he appears to have no vision in his 
right eye and he has 6/12 vision in his left eye. There is 
tenderness to palpation over bom temples. 
investigations; 



Hb 


11.5 g/dl 


WCC 


10.3 xl0 9 /l 


PLT 


321 xl07l 


ESR 


79 mm/hr 


Na + 


139mmol/l 


K + 


4.9mmol/l 


Creatinine 


100 umol/1 


ECG 


Slow AF, ventricular rate 
65/min 



Which of the following is the most likely cause of his 
loss of vision? 



Right carotid stenosis 

Right inflammatory optic neuritis 

Thromboembolic disease 

Vasculitis 

Mastoiditis 






No.:227 

Vasculitis 

This man has temporal arteritis, as evidenced by his 
clinical history, examination, and raised ESR. The 
slow AF is a red herring here, as the most likely 
cause of his blindness is vasculitis leading to 
endothelial damage and hence arterial occlusion. 
Management of temporal arteritis involves the use of 
high dose steroids, and if successful, symptoms 
usually improve significantly within a few days of 
starting therapy, In patients who fail to respond to 
treatment, another diagnosis should be suspected. 
The jaw pain on eating seen here most likely 
represents claudication due to maxillary artery 
involvement 
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A 73-year-old woman who felt dizzy and had a fall while 
at the supermarket is admitted for review. She has a past 
history of myocardial infarction some 20 years ago, and 
hypertension. Current medication includes atorvastatin 
lOmg, ramipril lOmg and aspirin 75mg, On examination 
her BP is 105/72 mmHg. Her pulse is 56/min and regular. 
She has no hear murmurs and is not in cardiac failure. 
investigations; 



Hb 



WCC 



PLT 



Na" 



K + 



Creatinine 



ECG 



24hr ECG 



11.9 g/dl 



4.3 xl071 



212 xl0 9 /l 



139mmol/l 



5.0 mmol/1 



171 Sumol/1 



Bifascicular block, sinus bradycardia 



Episodes of 3 second pause, one short 
episode of VT, fast atrial fibrillation 



No.:228 

Permanent pacemaker 

Bifascicular block and history of pauses on 24hr tape 
indicate the need for permanent pacemaker 
insertion. Whilst amiodarone may be a reasonable 
treatment for ventricular tachycardia, and sotaol for 
atrial fibrillation, both may worsen this lady's 
pauses. As such the best way to manage this patient 
is with a permanent pacemaker. The VT may be 
related to the pauses, and should be re-assessed after 
pacemaker insertion has occurred. 



Which of the following is the most appropriate 
management? 



* 



* 






Implantable cardioverter/ defibrillator 

Permanent pacemaker 

Digoxin 

Amiodarone 

Sotalol 
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A 55-year-old male presents to the emergency 
department with a history of severe substernal chest pain 
of 4 h duration. He has been diabetic for 5 years on 
metformin 500 mg three times a day and has a 20 -pack 
year history of smoking. Apart from this he has no past 
medical history of note. 

He appears sweaty and anxious. His heart rate is 108 
beats/min, blood pressure 75/50 mmHg. There is jugular 
venous distension and crepitations up to the lower end of 
scapulae and S3 gallop. An electrocardiogram (ECG) 
shows 2 mm ST segment elevation in leads VI to V5 and 
2 mm ST segment depression in leads II, III and aVF. 
Chest X-ray shows cardiomegaly and pulmonary 
congestion without any evidence of mediastinal widening 
or pericardial effusion. He is given chewable aspirin. 
He remains hypotensive at 85/60 mmHg post angioplasty 
and still has signs of heart failure. 

Which of the following is the most appropriate way to 
manage his blood pressure? 






Intra-aortic balloon pump (IABP) 
Fluid loading 
IV adrenaline 
IV noradrenaline 
IV furosemide 



ANG 



No.:229 

Intra-aortic balloon pump (IABP) 

This patient has presented with acute anterior 
myocardial infarction complicated by cardiogenic 
shock Cardiogenic shock occurs in about 7% of 
cases of acute myocardial infarction; of these 10% 
have this condition at admission and 90% develop it 
in hospital; it carries high mortality. Management of 
cardiogenic shock in this setting involves circulatory 
support in the form of vasopressors such as IV 
dopamine and intra-aortic balloon pump (IABP). 
Given however that his symptoms have not 
significantly improved post revascularisation he has 
a poor prognosis. One thing that is established 
beyond doubt is that angioplasty is superior to 
thrombolysis in this situation. Fluid loading will 
worsen his LVF, IV furosemide will worsen his blood 
pressure and renal perfusion. Adrenaline and 
noradrenaline carry significant risk of exacerbating 
ischaemia. 
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A 76-year-old man with a long-standing history of 
hypertension is referred to the cardiology department 
with a 6-month history of worsening shortness of breath 
on exertion and peripheral oedema. He is now unable to 
walk more than 20 yards without getting breathless. He 
finds it very uncomfortable to lie flat at night and over 
the last month there were a couple of nights when he 
woke up trying to catch his breath. He is currently on 
furosemide 40 mg bd and ramipril 5 mg od. 
On arrival in the clinic his blood pressure is 145/90 
mmHg, heart rate 85 beats/min regular. His heart sounds 
are normal on auscultation and there are bi-basal crackles 
on auscultation of his chest. His jugular venous pulse is 
seen at 4 cm and there is pitting oedema bilaterally to 
mid calves. 

His electrocardiogram (ECG) shows sinus rhythm with 
left ventricular hypertrophy. 

His chest X-ray confirms an enlarged cardiac shadow 
with evidence of left ventricular failure. 
31ood tests show: 



ANG 



Hb 


10.2 g/dl 


WCC 


6.3 10 9 /1 


Platelets 


198 1071 


Na + 


1 32 mmol/1 


K + 


3.9mmol/l 


Urea 


6.0 mmol/1 


Creatinine 


101 Vmol/1 



Which of the following measures is the most 
appropriate next step in this case? 

Increase furosemide 



• 



Add bisoprolol 
Add digoxin 
Add metolazone 
Add spironolactone 



No.:230 

Add spironolactone 

This man has New York Heart Association III 
congestive cardiac failure. If the patient is taking a 
calcium antagonist such as amlodipine (not the case 
here), it can precipitate peripheral oedema and fluid 
retention and should be withdrawn. Digoxin is a last 
resort in patients with no evidence of atrial 
fibrillation. A beta-blocker such as bisoprolol offers 
great prognostic benefit but should be initiated 
during a stable stage of the condition. Metolazone 
can be used very cautiously if there is no satisfactory 
diuresis on furosemide alone and preferably in an 
inpatient setting. Spironolactone combines a good 
diuretic effect with prognostic benefit as seen in the 
RALEs. In this case it will also help raise the 
patient's potassium. Alpha-blockers and nitrates are 
alternatives for offloading patients who do not 
tolerate first-line agents. 
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A 70-year-old known diabetic is referred to the rapid 
access clinic by his general practitioner (GP) because of a 
three-month history of intermittent palpitations. He 
describes these as fast and irregular and of sudden onset 
and termination. He has felt quite light-headed on a 
couple of occasions during these palpitations but denies 
any chest pain or shortness of breath. The general 
practitioner (GP) mentions in the referral letter that he 
has a borderline high blood pressure and was recently 
started on ramipril. 

Examination reveals a blood pressure of 145/95 mmHg 
but is otherwise unremarkable. 

A routine electrocardiogram (ECG) shows sinus rhythm 
with left ventricular hypertrophy. 
31ood tests reveal: 



No.:231 

Bisoprolol 

Digoxin has little value in paroxysmal atrial 
fibrillation (PAF) and flecainide is contraindicated in 
patients with structural abnormalities and at high 
risk of ischaemic heart disease. Amiodarone should 
be reserved for refractory cases due to its side-effect 
profile. A beta-blocker can limit the episodes of PAF 
and achieve rate control during the episodes as well 
as being beneficial for blood pressure control and 
left ventricular impairment and is the treatment of 
choice if there are no contraindications. He should of 
course be warfarinised as he is at significant risk of 
an embolic stroke. 



Hb 


13.1 g/dl 


WCC 


5.6 10 9 /1 


Platelets 


253 1071 


Na + 


136 mmol/1 


K + 


4.8mmol/l 


Urea 


5.0 mmol/1 


Creatinine 


99 fumol/1 


TSH 


3mU/l 



A 24-h ECG reveals episodes of paroxysmal atrial 
fibrillation. 

An echocardiogram shows concentric hypertrophy with 
mild impairment of left ventricular function, dilated left 
atrium and no significant valvular pathology. 
Which one of the following would be the anti- 
arrhythmic of choice? 






♦ 



• 



♦ 



Flecainide 

Bisoprolol 

Digoxin 

Amiodarone 

Verapamil 
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A 24-year-old previously fit and well man is admitted 

under the care of the orthopaedic team following a road 

traffic accident. He was riding his motorbike when he 

was hit by another car and he sustained a comminuted 

open fracture of his left tibia and fibula. He undergoes an 

open reduction and fixation operation and is returned to 

the ward. 

A week later he is found to be pyrexial at 38.9>°C and 

tachy cardie at 130 beats/min. His blood pressure is 

100/60 mmHg. There are splinter haemorrhages on two 

of his finger nails. There is a systolic murmur on 

auscultation of his chest. His chest is clear on 

auscultation. 

A bedside urine dipstick is positive for blood, protein and 

leucocytes. 

Given the likely cause of his fever, which of the 

following is the most appropriate early treatment in 

this case? 

(? 



Intravenous (IV) benzylpenicillin and gentamicin 

IV Cefuroxime and metronidazole 

IV Vancomycin 

IV Gentamicin and IV flucloxacillin 

IV Clarithromycin 






No.:232 

IV Gentamicin and IV flucloxacillin 

This patient has clinical features consistent with a 
diagnosis of infective endocarditis. After at least 
three sets of blood cultures have been taken from 
three different sites, blind treatment should be 
instigated pending results. The treatment is targeted 
to the most likely suspected organism. In this case 
the most likely pathogen is Staphylococcus because 
of his extensive trauma and initial treatment should 
involve flucloxacillin and gentamicin. MRSA is less 
likely, which is why flucloxacillin rather than 
vancomycin is the preferred anti-staphylococcal 
agent. 
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A 27-year-old professional football player is admitted 
with a fracture of his right tibia which he sustained 
during the course of a match. He is put on traction in the 
ward and he is scheduled for theatre two days later. On 
the eve of the procedure he is seen by the house officer 
because of an episode of chest pain. Clinical examination 
is unremarkable. His electrocardiogram (ECG) and chest 
X-ray are reported as normal, and the patient is 
prescribed some analgesia. 

The following morning the patient is taken to theatre as 
planned. While in the anaesthetic room, he is noted to 
have a respiratory rate of 25/min, and oxygen saturations 
of 90% on room air. His heart rate is 100 beats/min 
regular and his blood pressure is 1 14/65 mmHg. His heart 
sounds are normal and there are coarse crackles on 
auscultation of his chest bilaterally. His jugular venous 
pressure is raised to 5 cm. There is no peripheral oedema. 
His ECG shows right axis deviation with prominent R 
waves on leads VI -V2. 

Which one of the following measures would be the 
appropriate next step in this patient's management? 

intravenous (i v j iurosemiae 

IV glyceryl trinitrate infusion 



• 



Intravenous (IV) furosemide 

IV glyceryl trinitrate infusion 

IV Fluids 

Subcutaneous enoxaparin 

IV Tissue plasminogen activator 



No.:233 

IV Fluids 

This patient has symptoms and signs suggestive of 
acute pulmonary oedema. This is extremely unlikely 
to be cardiac in origin in a young athlete. In this case 
the most likely diagnosis is acute respiratory distress 
syndrome secondary to a fat embolus. Initial 
resuscitation should involve high flow oxygen and 
intravenous (iv) fluids to maintain high right 
ventricular filling pressures. Steroid therapy is 
normally introduced later in ARDS, used at this 
stage it can worsen pulmonary oedema, and evidence 
is equivocal as to benefit. Continuous positive 
airways pressure ventilation would help in the 
management of the pulmonary oedema and is the 
next consideration after IV fluids. It should be noted 
that diuretic treatment would be strongly 
contraindicated in this case. This is because right 
ventricular output is dependent on elevated filling 
pressures. Reducing the preload is therefore not a 
good idea. 
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An 83-year-old man is seen in the cardiology department 

for pre-syncopal episodes. He describes a couple of 

events when he felt that he was going to faint and had to 

sit down. There were no precipitating factors on either of 

these episodes. There was no associated chest pain or 

palpitations. In his everyday life he has a good exercise 

tolerance with no symptoms of chest pain on exertion, 

shortness of breath on exertion, orthopnoea or 

paroxysmal nocturnal dyspnoea. 

There is a past medical history of hypertension for which 

he is on bendrofluazide 2.5 mg od. There is no history of 

ischaemic heart disease or valvular heart disease. 

On examination he is comfortable with a blood pressure 

of 138/86 rnmHg, and a heart rate of 76 beats/min, which 

is irregular. His heart sounds are normal and his chest is 

clear. 

An electrocardiogram (ECG) performed shows sinus 

rhythm with occasional ventricular ectopics. 

The patient has a 24-h ECG monitoring as an outpatient. 

Which one of the following findings would be an 

indication for permanent pacemaker implantation? 

r requeni ventricular ectopics 

Sinus pauses ot >3.0 s 



♦ 



• 



Frequent ventricular ectopics 

Sinus pauses of >3.0 s 

Intermittent Wenckebach phenomenon 

Paroxysmal atrial fibrillation 

Non- sustained ventricular tachycardia 



No.:234 

Sinus pauses of > 3.0 s 

Indications for permanent pacemaker implantation 
include third-degree heart block, symptomatic 
second-degree block, asymptomatic type II second- 
degree block and pauses of more than 3.0 s. 
Indications for implantable defibrillators (AICD) are 
expanding. The MADIT trial showed a 54% 
reduction of death in patients post-myo cardial 
infarction (MI) with left ventricular ejection fraction 
(LVEF) <35% and sustained ventricular tachycardia 
(VT) on monitoring or inducible on 
Electrophysiological Studies (EPS). The AVID trial 
showed a 31% death reduction in patients with 
resuscitated VT or ventricular fibrillation (VF). 
Currently indications for AICD include cardiac 
arrest due to VF or VT, not due to a reversible cause, 
spontaneous sustained VT, unexplained syncope with 
VT inducible at EPS and non-sustained VT with 
prior ML 
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A 4 3 -year-old man presents to the emergency department 

with a 2-h history of central crushing chest pain radiating 

to his left arm. This has started suddenly and has been 

building up in intensity. He has been feeling very 

nauseous and sweaty and is starting to get short of breath. 

There is no past medical history. He smokes 30/day and 

drinks about 25 units per week. 

On examination he is in pain, his blood pressure is 

165/95 rnmHg, heart rate 120/min regular, saturations of 

95% on room air. His heart sounds are normal and there 

are bibasal crackles on auscultation of his chest. 

A 12-lead electrocardiogram (ECG) shows ST elevation 

of 4 mm in leads V2-V5. 

A portable chest X-ray shows evidence of left ventricular 

failure. 

Which one of the following measures would offer the 

greatest prognostic benefit in this patient in the 

immediate few hours after admission? 






Thrombolysis with streptokinase 



Thrombolysis with tissue plasminogen activator 
(tPA) 

Immediate primary angioplasty 

Atenolol 25 mg 

Ramipril 5 mg 
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Immediate primary angioplasty 

The patient has an acute anterior myocardial 
infarction (MI) leading to acute left ventricular 
failure (LVF). Aspirin 300 mg stat and immediate 
primary angioplasty if the option is available are the 
two measures that offer the greatest prognostic 
benefit in the early hours. If in a setting where 
primary angioplasty is not an option, thrombolytic 
therapy should be instigated as early as possible, 
although the fact that angioplasty has such a 
superior outcome versus thrombolysis has driven the 
government to increase provision significantly across 
the UK. Tissue plasminogen activator (tPA) is 
preferable to streptokinase in the case that 
thrombolysis is the only option. In the long run 
following an MI p-blockers and angiotensin- 
converting enzyme inhibitors as well as statins 
should of course form part of the treatment regime. 
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A 1 9-year-old girl presents with exertional breathlessness 

and palpitations. On examination there are giant v waves 

on inspection of her jugular venous pulse (JVP) and a left 

parasternal heave on palpation of her chest. Her heart 

sounds are normal and her chest is clear. 

She undergoes an echocardiogram that confirms the 

presence of elevated right-sided pressures with tricuspid 

regurgitation. 

She undergoes a left and right heart catheter which yields 

the following data: 



Sample site 


Oxygen saturations (%) 


Inferior vena cava 


62 


Superior vena cava 


58 


Right atrium 


80 


Right ventricle 


78 


Pulmonary artery 


78 


Arterial saturation 


97 



G 



Given these data which is the likeliest diagnosis? 






Patent ductus arteriosus 

Primary pulmonary hypertension 

Patent foramen ovale 

Mitral stenosis 

Chronic pulmonary thromboembolism 



No.:236 

Patent foramen ovale 

The oxygen saturation data show a step-up in the 
saturations between the vena cava and the right 
atrium. This signifies the existence of a left to right 
shunting of oxygenated blood at the level of the 
atrium. This could be a result of an atrial septal 
defect (ASD) or a patent foramen ovale (PFO). 
ASDs make up 30% of congenital heart disease 
detected in adults. The female to male ratio is 2:1 
and 75% of ASDs are ostia secunda. Treatment is 
with closure (either surgically or percutaneously) if 
the shunt is >1.5:1. 

PFOs are relatively common in young people. 
Autopsy studies have shown a prevalence of up to 
30%. Opinions are divided on whether they 
represent an increased risk of stroke secondary to a 
paradoxical embolus. They are also thought to be 
associated with development of migraine in some 
patients. 
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A 78-year-old man attends the emergency department 
complaining of palpitations. He describes these as fast 
and regular of sudden onset and termination. He 
describes a particularly bad episode when he almost lost 
consciousness. He knows he is on warfarin to thin the 
blood but unsure about the rest of his medications. He 
says that in the past he has been suffering from an 
irregular heartbeat, and that he recently was prescribed a 
course of antibiotics for a chest infection. He is allergic 
to penicillin, smokes 10 a day and drinks very 
occasionally. He denies any recent alcohol binges. 
On examination he appears comfortable with a heart rate 
of 85 beats/min and a blood pressure of 144/89 rnmHg. 
His heart sounds are normal and his chest is clear. 
A 12-lead electrocardiogram (ECG) shows sinus rhythm 
with normal QRS complexes. The PR interval is 0. 16 s 
and the QTc interval is 0.52 s. 
His blood tests show: 



No.:237 

Erythromycin treatment 

This gentleman has a long QT interval and he is at 
risk of atypical ventricular tachycardia (VT) 
(torsades de pointes). Although there are some rare 
congenital causes of long QT syndrome these are 
unlikely to present so late in life. It is more likely 
that this is iatrogenic in origin. Out of the antibiotics 
described, erythromycin is recognised to result in 
long-QT syndrome. Other drugs causing a long QT 
include antiarrhythmics (amiodarone, procainamide, 
disopyramide, quinidine, sotolol and bretylium), 
psychotropics (phenothiazines, tricyclic 

antidepressants, lithium, haloperidol), quinine, 
tacrolimus and cisapride. 



Hb 


14.1 g/dl 


WCC 


9.6 10 9 /1 


Platelets 


253 1071 


Na + 


138mmol/l 


K + 


4.2 mmol/1 


Urea 


4.7 mmol/1 


Creatinine 


103Vmol/l 


TSH 


3mU/l 



ANG 



Which one of the following is most likely to account 
for the ECG findings in this case? 



♦ 



Amoxicillin treatment 
Ciprofloxacin treatment 
Doxycycline treatment 
Erythromycin treatment 
Cephalexin treatment 
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A 74-year-old hypertensive man is referred by his general 
practitioner (GP) to the cardiology department with a 
diastolic murmur that was picked up incidentally during 
one of his regular reviews. He denies any symptoms of 
angina, shortness of breath or palpitations. He is on 
bendrofluazide and ramipril for his hypertension but no 
other medications. There is no past medical history of 
note. 

On examination he is comfortable at rest with a blood 
pressure of 1 55/65 mmHg and a heart rate of 85 
beats/min. He has a heaving precordium on palpation and 
there is a diastolic murmur at left sternal edge which is 
present for half of diastole. 

His electrocardiogram (ECG) shows sinus rhythm with 
left ventricular hypertrophy (LVH). 
An echocardiogram shows a dimensionally normal left 
ventricle with good function. There is moderate aortic 
regurgitation and no other significant valve pathology. 
Which one of the following should form part of this 
patient's management? 



♦ 



Coronary angiography 

Annual echocardiographic follow-up 

Beta-blocker therapy 

Antibiotic prophylaxis advice 

Outpatient 24 h ECG 



ANG 



No.:238 

Annual echocardiographic follow-up 

This patient has asymptomatic moderate aortic 
regurgitation (AR) with no signs of left ventricular 
failure. According to recent NICE guidelines, 
antibiotic prophylaxis is no longer required. There is 
some evidence to suggest that treatment with 
angiotensin-converting enzyme (ACE) inhibitors 
prevent left ventricular (LV) dilatation in the long 
term. They are preferred to beta blockade which 
may significantly impact on cardiac output. 
Patients with AR require regular echocardiographic 
follow-up to assess the state of the left ventricle, as 
symptoms develop quite late in the course of the 
disease. 

Elective valve replacement is indicated in patients 
who develop limiting symptoms and in asymptomatic 
patients with evidence of progressive LV dilatation 
on echocardiography. 

Emergency valve replacement should be considered 
in patients with severe acute AR usually due to 
endocarditis. 
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A 48-year-old male presents with general malaise and 
ankle swelling. On close questioning he describes a 
decrease in his exercise tolerance over the last few 
months because of increasing breathlessness. He also 
describes a cough which is productive of clear sputum. 
There is no history of chest pains. He has no past medical 
history of note. He works as a financial consultant in a 
city firm. He smokes 1 cigarettes a day and drinks 40 
units of alcohol per week. 

On examination he is comfortable at rest with a blood 
pressure of 1 55/98 mmHg and a heart rate of 90 
beats/min regular. His jugular venous pressure (JVP) is 
raised and there is bipedal oedema. There is a pansystolic 
murmur on auscultation of his heart and bibasal crackles 
on auscultation of his chest. 

His chest X-ray shows an enlarged heart with evidence of 
fluid overload. 

His electrocardiogram (ECG) shows borderline left 
bundle branch block. 
31ood tests show: 



ANG 



No.:239 

Alcohol cessation 

This patient has symptoms and signs of heart failure. 
The most likely cause in this case is one of dilated 
cardiomyopathy secondary to alcohol abuse. 
Abstinence from alcohol and angiotensin-converting 
enzyme (ACE) inhibitor therapy are paramount in 
arresting the progress of the condition, although if he 
doesnt stop drinking he will continue to experience 
significant symptoms. Before a diagnosis of dilated 
cardiomyopathy can be made, any occult coronary 
artery disease should also be excluded. Viral 
serology has a very low diagnostic yield and would 
not affect the advice to discontinue with alcohol 
consumption. 



Hb 


16.1 g/dl 


WCC 


6.6 10 9 /1 


Platelets 


273 1071 


MCV 


98 fl 


Na + 


137 mmol/1 


K + 


4.8mmol/l 


Urea 


6.0 mmol/1 


Creatinine 


89 lumol/1 


TSH 


3 mU/1 


Albumin 


36g/l 


ALP 


30 IU/1 


AST 


65 IU/1 


gGT 


100 IU/1 






An echocardiogram shows a dilated left ventricle, with 
moderate global impairment of function and an ejection 
fraction of 40%. There is mild to moderate mitral 
regurgitation which is deemed to be functional. 
Which of the following would be of most value 
impacting on his long term prognosis? 






Viral serology 

Beta blocker therapy 

Angiotensin converting enzyme inhibitor therapy 

Alcohol cessation 

Diuretic therapy 
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A 6 5 -year-old Jamaican lady is referred to the cardiology 
department by her GP with a history of progressive 
breathlessness. She has also noticed that her ankles have 
been swelling up recently. A trial of furosemide 40 mg 
once daily by her general practitioner (GP) has not 
produced any noticeable results. 

On examination in the clinic she is found to have a blood 
pressure of 1 38/95 mmHg with a heart rate of 85 
beats/min. Her jugular venous pressure is elevated and 
there is a third heart sound on auscultation. There is pedal 
oedema bilaterally. Her chest X-ray shows bilateral hilar 
lymphadenopathy with a normal- sized heart. 
An echocardiogram is performed that shows biatrial 
enlargement with normal- sized ventricles and preserved 
left ventricular systolic function. 

Which of the following investigations would be most 
appropriate next step in establishing the diagnosis? 



* 



♦ 



Computerised tomography (CT) of the chest 

Serum angiotensin-converting enzyme (ACE) 

Rectal biopsy 

Liver biopsy 

Immunoglobulin electrophoresis 



No.:240 

Computerised tomography (CT) of the chest 

This patient presents with symptoms of heart failure 
with preserved systolic function of the heart. This 
raises the possibility of restrictive cardiomyopathy 
leading to diastolic dysfunction. In the presence of 
hilar lympadenopathy in a Jamaican lady, 
sarcoidosis is a possible underlying cause. The true 
incidence of cardiac involvement in sarcoidosis is 
unknown. Infiltrating granulomas may occur in the 
heart of up to 50% of patients with systemic 
sarcoidosis, but clinical manifestations of cardiac 
involvement are thought to occur in 5%. Cardiac 
involvement in sarcoidosis is not always associated 
with widespread disease but when present it 
indicates a poor prognosis. Serum ACE is non- 
specific and a normal serum ACE would not exclude 
the diagnosis, and therefore CT of the chest is the 
preferred next diagnostic step. Definitive diagnosis 
may require transbronchial biopsy. Myocardial 
biopsy might be considered where myocarditis 
specifically is suspected. 
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A 78-year-old woman has been admitted to the 
emergency department after a sudden episode of collapse. 
She has a history of hypertension and heart failure, and 
has recently been commenced on metolazone for 
increasing fluid retention. In addition she has recently 
been prescribed amitriptyline for reactive depression. 
Blood tests on admission revealed grossly deranged 



electrolytes with: 




Na + 


128 mmol/1 


K + 


3.0 mmol/1 


Urea 


18.2 mmol/1 


Creatinine 


223 urn 1/1 



Electrocardiograph testing reveals periods of sinus 
rhythm interspersed with episodes of polymorphic 
ventricular tachycardia where the axis appears to rotate 
around the isoelectric line. 

Which one of the following interventions is most 
appropriate in this patient? 






Intravenous verapamil therapy 
Intravenous sotalol therapy 
Intravenous potassium replacement 
Continuation of tricyclic antidepressant therapy 
Intravenous amiodarone therapy 



No.:241 

Intravenous potassium replacement 

This patient has torsades de pointes ventricular 
tachycardia (polymorphic ventricular tachycardia 
associated with QT prolongation). The causes 
include class I or III anti-arrhythmic drug therapy, 
tricyclic antidepressants, macrolide antibiotics and 
phenothiazines. Hypokalemia, hypomagnesaemia, 
congenital abnormalities of cardiac repolarisation 
and profound bradycardia are other causes. Key 
steps in management include correction of 
hypokalemia and hypomagnesaemia (in view of his 
metolazone therapy magnesium levels should also be 
checked), and withdrawal of precipitating drugs. 
Prolonged episodes of ventricular tachycardia 
associated with circulatory compromise may 
necessitate direct-current cardioversion. Where 
patients fail to respond to correction of electrolyte 
abnormalities, ventricular pacing at a rate of 100 
beats/min may abort attacks. Where there are 
congenital abnormalities of cardiac repolarisation, p- 
blockade, surgical sympathectomy or long-term 
pacing may be indicated after discussion with a 
cardiac electrophysiologist. 
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A 64-year-old woman is referred by her general 
practitioner for review. She has felt washed-out over the 
past few weeks and has suffered a number of fevers and 
chills. There is a past medical history of Sydenham's 
chorea and a dental extraction was carried out around 2 
months ago. Examination reveals the murmur of mitral 
regurgitation. She has peripheral splinter haemorrhages. 
Blood cultures are taken. 
31ood testing reveals: 



Hb 


9.0 g/1 


MCV 


92.0 fl 


WCC 


12.5 1071 


neutrophils 


10.5 1071 


Platelets 


190 1071 


ESR 


95 mm/hr 



Which one of the following stems represents the best 
choice for initial management? 






♦ 



♦ 



Commence IV steroids 

Commence IV penicillin and gentamicin 

Check autoimmune profile 

Arrange endoscopy to investigate anaemia 

Commence ferrous sulphate 



ANG 



No.:242 

Commence IV penicillin and gentamicin 

This patient has a history of Sydenham's chorea, a 
condition associated with rheumatic fever, and a 
recent history of dental extraction. It is likely that 
there has been some long-standing damage as a 
result of the rheumatic fever, and that the dental 
extraction has introduced infection resulting in 
endocarditis. The history of fever and malaise, 
normochromic, normocytic anaemia and markedly 
raised erythrocyte sedimentation rate (ESR) 
associated with the murmur of mitral regurgitation 
and splinter haemorrhages (signifying immune 
complex deposition) points towards a diagnosis of 
endocarditis. The key to establishing a 
microbiological diagnosis is the taking of multiple 
sets of blood cultures from multiple sites. Empirical 
antibiotic therapy should be started as soon as 
possible, even before echocardiography if there is 
any delay in obtaining an echo, in the face of such 
strong evidence pointing to the diagnosis. The most 
likely infective agent in this case would be 
Streptococcus viridans. 
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A 32-year-old man is admitted from King's Cross Station 
after a cardiac arrest. One of the station staff used an 
automatic defibrillator and shocked him from ventricular 
fibrillation into sinus rhythm. He denies chest pain prior 
to the event, has an unremarkable past medical history 
and documented normal glucose, blood pressure and 
cholesterol at his GP surgery. He is a non-smoker. On 
examination in casualty he is GCS (Glasgow Coma 
Scale) 13, blood pressure is 120/80 mmHg and he is now 
in sinus rhythm. The electrocardiogram reveals right 
bundle-branch block and ST elevation in the right 
precordial leads. 

Which one of the following would be the most 
appropriate treatment option in this case? 






. 



Amiodarone 

Verapamil 

An implantable defibrillator 

Warfarinisation 

Atenolol 
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An implantable defibrillator 

Right bundle-branch block and ST elevation in the 
right precordial leads associated with ventricular 
fibrillation and sudden death is characteristic of the 
Brugada syndrome. Prognosis of patients is related 
to history of previous syncope and inducibility of 
arrhythmias during ventricular stimulation. An 
implantable defibrillator is the treatment of choice in 
these patients, although a sub-set of patients may 
also be considered for therapy with quinidine, 
particularly those who present with "VF storm", 
with multiple firings of their defibrillator in one day. 
Other anti-arrhythmics such as amiodarone and 
verapamil are not effective in managing the 
condition. 



ANG 
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A 62-year-old woman is admitted as an emergency 
suffering from extreme headache, nausea, vomiting and 
increasing drowsiness. Her blood pressure on admission 
is 185/130 mmHg and she has grade IV hypertensive 
retinopathy. Electrolyte testing reveals potassium 3.8 
mmol/1, sodium 134 mmol/1 and creatinine 158 mmol/1, 
and you admit her to the HDU. 

Which one of the following stems represent the best 
management for this patient? 

♦ 



Intravenous sodium nitroprusside 
Oral atenolol 
Oral amlodipine 
Oral ramipril 
Oral furosemide 



No.:244 

Intravenous sodium nitroprusside 

This patient has hypertensive encephalopathy with a 
deteriorating level of consciousness. Her condition is 
too severe for oral therapy and she requires 
intravenous (iv) blood pressure lowering therapy 
with sodium nitroprusside. The aim of treatment is 
to lower blood pressure to around 110-115 mmHg 
diastolic within 2-4 h. Nitroprusside therapy may be 
accompanied by iv furosemide. Where there is 
significant neurology, CT is also an important part 
of the workup. Acute blood pressure lowering may 
result in an extension of deficit in the event of a 
proven stroke. Late features of hypertensive 
encephalopathy may include fits and coma. 
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A 62-year-old heavy smoker presents to the emergency 
department with a history of very severe central chest 
pain radiating to the back. Past medical history of note 
includes hypertension controlled with ramipril and 
atenolol, and a transient ischaemic attack some 6 months 
earlier. Examination reveals a difference in blood 
pressure of 35/10 rnmHg between the two arms. There 
are signs of aortic regurgitation and a pericardial friction 
rub. The electrocardiogram reveals evidence of inferior 
ST elevation and atrial fibrillation with a ventricular rate 
of 90/min. 

Which one of the following options represents optimal 
management of this case? 

Intravenous thrombolysis 

t 

Beta-blockade 

Intravenous heparin therapy 

Aspirin 

ACE inhibition 






No.:245 

Beta-blockade 

The clinical signs in this patient point towards a 
diagnosis of aortic dissection. It is likely that the 
electrocardiogram signs of inferior myocardial 
infarction are due to the dissection having 
compromised the right coronary artery osteum. Key 
management considerations are reduction of blood 
pressure (with intavenous b-blockade) and pain 
relief. Contrast computed tomography (CT) 
scanning is necessary to assess the extent of 
dissection and suitability for surgery, and early 
consultation with a cardiothoracic surgeon is 
advised. Mortality for untreated aortic dissection is 
25-30% at 24 h and 65-70% at 2 weeks; dissections 
confined to the descending aorta are associated with 
better survival (80%). 



• 
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A 4 5 -year-old male presents with history of left 
precordial pain that started 2 h ago when he was 
watching television after his dinner. The pain is moderate 
in intensity, radiates to ulnar aspects of both arms and is 
associated with nausea and one episode of vomiting. He 
is an accountant and has 20 pack year history of smoking. 
He consumes 3-4 glasses of wine each week and 
generally has a sedentary lifestyle. Physical examination 
reveals pulse rate of 77/min, blood pressure 150/90 
mmHg and respiratory rate of 14/min. There is no jugular 
venous distension, heart sounds are normal and lungs are 
clear to auscultation. A chest X-ray is normal. 
A 12-lead electrocardiogram (ECG) is obtained and is 
shown below: 
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What is coronary artery is likely to be occluded? 



• 



Left main coronary artery 
Right coronary artery 
Left anterior descending artery 
Left circumflex artery 
Ramus artery 
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Left circumflex artery 

This patient has presented with typical chest pain for 
an acute myocardial infarction. Electrocardiogram 
(ECG) changes are consistent with diagnosis of 
posterior myocardial infarction (MI), notably 
horizontal ST depression in VI to V3 with upright T 
waves and dominant R waves. These changes are the 
reverse of ECG findings of anterior ML Diagnosis 
can be confirmed with posterior leads V7 to V9 or 
V12. When these leads were employed in this patient, 
ST elevation was seen as shown below. 

US 
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Posterior MI is usually seen in association with 
inferior or lateral wall MI, but can be seen alone in 
about 4% of cases. It results usually from occlusion 
of the left circumflex artery and less commonly with 
occlusion of the dominant right coronary artery. 
Management principles are same as other cases of 
ST, elevation MI, primary angioplasty. 
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A 23-year-old male presents with a history of palpitations 
of 3 years duration. He describes them as forceful 
contractions that he can hear very loudly and at times he 
feels as if he had skipped beats. These feelings occur 
more often when he is under stress and sometimes are 
associated with feeling of inability to get enough breath 
into his lungs. One week ago he had an attack of 
palpitations at his university lasting for 10 min and 
associated with shaking, sweating, chest pain, shortness 
of breath, feeling of being choked and light-headedness. 
His father died of a heart attack at the age of 55 years, 
and two of his uncles have permanent pacemakers 
implanted for sick sinus syndrome. Physical examination 
reveals a lean and tall young male with heart rate of 
68/min, blood pressure 1 1 5/70 mmHg and respiratory 
rate of 14/min. He has high arched palate, normal jugular 
venous pulse, normal heart sounds and clear lung fields. 
An electrocardiogram (ECG) tracing is obtained and is 
shown below. 






What is the rhythm disturbance shown in this 
tracing? 






Sinus pause 
Sinus arrest 
Sinus exit block 
Sick sinus syndrome 
Sinus arrhythmia 
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Sinus arrhythmia 

The electrocardiogram (ECG) tracing shows normal 
P wave, PR interval, QRS complex and each P wave 
conducted to ventricles. There is a gradual decrease 
in R-R interval and then an increase again. This 
slight beat-to-beat variation is termed as sinus 
arrhythmia, and the most common cause is 
respiration. Respiratory sinus arrhythmia is thus 
heart rate variability in synchrony with respiration, 
and is normal in children and young adults. The R-R 
interval increases with inspiration and decreases 
with expiration. The episode of palpitations in this 
patient is suggestive of anxiety. Hence he should be 
reassured. In sinus arrest, sinoatrial exit block or 
sinus pause, the R-R interval does not have a 
rhythmic and cyclical variation; rather there is 
unexpected disappearance of the P wave for a 
variable interval. This can occur in Wenkebach-type 
fashion, or the pause may be multiple of basic sinus 
rhythm. 






F 



ANGELS TEAM H 







PasTest 2012. . . MRCP 2. . . Cardiology 



No.:248 

A 16 year old Nepali female presents with a history of 
palpitations of 1 year's duration. The palpitations are felt 
as a very rapid pounding of the heart and are associated 
with light-headedness. The episodes usually last for few 
minutes. However, on the day of presentation she had a 
syncopal attack. Physical examination reveals thin young 
female with heart rate of 70/min, blood pressure 120/88 
mmHg and respiratory rate of 16/min. Both heart sounds 
are normal, jugular venous pulsations are normal and the 
chest is clear to auscultation. 
A 12-lead electrocardiogram (ECG) is taken and is 
shown below. 



Vr-^v-^v 
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What is the most likely diagnosis? 

Brugada syndrome 

Wolff-Parkinson- White (WPW) syndrome type A 

WPW type B 



♦ 



Right bundle branch block 
Arrhythmogenic right ventricular dysplasia 
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Wolff-Parkinson-White (WPW) syndrome type A 

The electrocardiogram (ECG) shows a short PR 
interval and a delta wave, best seen in leads aVF and 
V4. A dominant R wave in lead VI is consistent with 
diagnosis of Wolff-Parkinson-White (WPW) 
syndrome type A. Other causes of tall R wave in VI 
include posterior myocardial infarction, right bundle 
branch block and dextrocardia; however, in all of 
these cases PR interval is normal and delta wave is 
not seen. This patient has frequent palpitations and a 
syncopal event; therefore she should undergo 
electrophysiological studies and possible 

radiofrequncy ablation of the accessory pathway if 
one is identified. This procedure has a high success 
rate and low incidence of complications and is 
considered by most to be preferable to a long-term 
commitment to anti-arrhythmic therapy. 
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The patient is treated with aspirin, clopidogrel, atenolol, 
intravenous heparin and nitroglycerine. On the second 
day of admission the patient develops light-headedness 
and hypotension. ECG tracing reveals complete heart 
block. The patient is treated with a temporary 
trans venous pacemaker, followed by placement of a 
permanent pacemaker. He does well and is discharged 
home by 6th day. He presents the next day again with 
history of pain and swelling in his left upper extremity. 
His physical examination and ECG is unchanged from 
the day of discharge except for oedema of left upper 
limb. 
investigations reveal: 



White cell count 



Haemoglobin 



Platelets 



Doppler of left 
subclavian vein 



13.2 1071 



13.8 g/dl 



210 1071 



Thrombosis along the 
pacemaker wire 



What one of the following is the most appropriate way 
to anticoagulate this patient? 

Start heparin infusion 



Start warfarin 

Start low-molecular weight heparin 

Increase aspirin dose 

Start hirudin 



No.:249 

Start hirudin 

This patient has a more than 50% drop in his 
platelet count (from 490 to 210 109/1) after exposure 
to heparin. He also has thrombosis of the left 
subclavian vein. This clinical picture suggests 
heparin-induced thrombocytopenia (HIT). 

Antiheparin-platelet factor 4 antibodies assay 
provides a confirmatory test for HIT. HIT is a 
prothrombotic state and these patients should 
receive anticoagulant. Hirudin is a direct thrombin 
inhibitor that is approved for treatment of patients 
with HIT. Other direct thrombin inhibitors include 
bivalirudin and argatroban. HIT is much less 
common with the use of low molecular weight 
heparin and as such is seen more infrequently in 
modern hospital practice. 
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A 58-year-old man is brought into the accident and 
emergency department of your University Hospital with a 
2 h history of central crushing chest pain associated with 
weakness and diaphoresis. He has a no history of 
ischaemic heart disease but had a left carotid 
endarterectomy 10 months ago after an ischaemic stroke 
from which he has almost fully recovered. He smokes 20 
cigarettes/day. The patient was administered oxygen, 
aspirin and sublingual nitroglycerine (GTN) spray in the 
ambulance but has persistent pain. On examination he 
has a pulse rate of 120/min, blood pressure is 140/90 
mmHg. Examination of the chest does not reveal any 
abnormality. His 2 saturation is measured at 93%. A 12- 
lead electrocardiogram (ECG) reveals sinus tachycardia 
and ST-segment elevation suggestive of ischaemia in 
leads 1, aVL, V5 and V6. There is no history of 
haemorrhagic stroke, active internal bleeding, suspected 
aortic dissection, active peptic ulcer disease, major 
surgery within the past 3 weeks or recent trauma. It is 
now 3 h since the onset of symptoms. You plan to take 
him to the cardiac catheter lab for angioplasty. He has 
been treated with IV heparin and morphine and given 
aspirin by the paramedic crew. 
Which one of the following treatments is most 
important whilst awaiting transfer to the lab? 
(? 

<? 



an; ft 



Reperfusion therapy with thrombolytic agent 

Intravenous p-blocker 

Angiotensin- converting enzyme (ACE) inhibitor 

Clopidogrel 

Intravenous nitrate 
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Clopidogrel 

All patients with chest pain suggestive of ischaemia 
and below normal 2 saturations should be treated 
immediately with oxygen at 4 1/min, aspirin and 
sublingual nitroglycerine (GTN) spray. Morphine 2- 
4 mg intravenous should be administered if the pain 
is not relieved by GTN spray provided that the 
patient is not hypotensive. ACE inhibitors are not 
given during the first 6 h following acute myocardial 
infarct TIMI 28 suggests that IV heparinisation with 
pre-treatment with clopidogrel appears to be the 
optimal p re-PC I strategy. Beta-blockers are 
indicated in the management of acute MI provided 
there is no bradycardia, hypotension or left 
ventricular failure although they are of lesser 
importance versus clopidogrel. PCI is now preferred 
to thrombolysis, and rescue angioplasty after 
thrombolysis is much less successful; thrombolysis is 
therefore incorrect. 
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A 5 5 -year-old female presents with history of tiredness 
and decreased effort tolerance of three months duration. 
She has 5 years history of hypertension controlled on 
indapamide slow release 1 .5 mg a day. She is a lifelong 
non-smoker and has no family history of premature 
coronary artery disease. Her lipid profile checked six 
months earlier was normal. She has no other past medical 
history of note. Physical examination reveals an irregular 
pulse at rate of 95/min ? blood pressure 135/80 mmHg, no 
jugular venous distension, apex beat in the 5th intercostal 
space, normal heart sounds without any murmur. 
investigations reveal: 



Haemoglobin 



Serum potassium 



Serum sodium 



Serum creatinine 



Thyroid- stimulating 
hormone (TSH) 



Free thyroxine (T4) 



Electrocardiogram 
(ECG) 



Echocardiography 



14 g/dl 



4.4 mmol/1 



138mmol/l 



85 lumol/1 



1.3 IU/1 (0.4-5) 



13pmol/l (10-22) 



Atrial fibrillation with 
ventricular rate of 108/min 



Left ventricular (LV) ejection 
fraction 58%, left atrial 
diameter 4.2 cm, concentric 
L V hypertrophy and trivial 
mitral regurgitation 



Which one of the following therapies should be 
instituted for this patient? 

Aspirin 81 mg a day 

Aspirin 100 mg a day 

Warfarin with target international normalized ration 
(INR)of2to3 

Clopidogrel 75 mg a day 



♦ 



Aspirin and dipyridamole MR 150mg/50mg BD 



No.:251 

Warfarin with target international normalized ration 
(INR)of2to3 

Atrial fibrillation (AF) is a common rhythm abnormality and 
likely to come up in examination. 

There are three management issues in this patient: 

► rate versus rhythm control: data from AFFIRM (The atrial 
fibrillation follow-up investigation of rhythm management) trial 
and RACE (a comparison of rate control and rhythm control in 
patients with recurrent persistent atrial fibrillation) trial have 
shown that there are no significant differences in quality of life, 
morbidity and mortality between the rate and rhythm control 
strategies. Given there is atrial dilatation it is unlikely she will 
attain sinus rhythm and so rate control may be the strategy of 
choice for this patient. 

► anticoagulation: this patient has a history of hypertension and 
increased left atrial diameter, which put her at increased risk of 
embolism, so she should be anticoagulated with warfarin with a 
target international normalized ratio (INR) of 2-3. Indications 
for anticoagulation with warfarin according to the European 
Society of Cardiologists include: 

age >75 years 

heart failure 

thyrotoxicosis 

rheumatic heart disease (mitral stenosis) 

- hypertension 

- prior history of transient ischaemic attack or stroke 

diabetics above the age of 60 years 
Use of warfarin in this patient would also be supported by 
current NICE guidelines on AF. 

► choice of drug for rate control: digoxin, beta-blockers and 
non-dihydropyridine calcium channel blockers (verapamil, 
diltiazem) are all effective and acceptable options. However 
digoxin is usually insufficient for rate control during periods of 
exertion, and multiple dosage regimens of calcium channel 
blockers make atenolol the best option in this patient. Digoxin is 
the preferred agent in patients with congestive heart failure, 
while calcium channel blockers are preferred in patients with 
bronchial asthma or chronic obstructive pulmonary disease. 
Combination of these agents may be used if adequate rate 
control is not achieved with a single agent. 

Finally, CHADS2 vase scoring is also used to determine necessity 
for anti-coagulation. 



This is made up of: 




Feature 


Score 


Congestive heart failure 


1 


Hypertension 


1 


Age > 75 years 


2 


Age between 65 and 74 years 


1 


Stroke / TIA / TE 


2 


Vascular disease (previous MI, peripheral arterial disease or 
aortic plaque) 


1 


Diabetes mellitus 


1 


Female 


1 



Each element scores 1 point, apart from the last one which 

scores 2. 




^-5-^s. 
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A 5 5 -year-old man presents to the emergency department 
with acute onset of crushing retrosternal chest pain that 
started 3 h ago. Other than hypertension, he has no past 
medical history of note. He has a pulse of 43 beats/min, 
blood pressure (BP) of 1 14/63 mmHg, jugular venous 
pulsation is seen up to 3 cm above the sternal notch and 
the chest is clear to auscultation. 
An electrocardiogram (ECG) shows narrow QRS 
complexes with 2 mm ST segment elevation in leads II, 
III, aVF as well as complete heart block (CHB). He is 
given aspirin and clopidogrel and heparin. 
Which of the following is the most appropriate way to 
manage this patient? 



♦ 



* 






IV streptokinase 

IV Reteplase 

Temporary transcutaneous pacemaker 

Temporary transvenous pacemaker 

Urgent PCI 
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Urgent PCI 

Conduction abnormalities are common in patients 
with inferior myocardial infarction (MI), as the right 
coronary artery (RCA) supplies the sinoatrial (SA) 
node (60% of people) and atrioventrcular (AV) node 
(90% of people) and His bundle. Complete heart 
block (CHB) in association with inferior MI is often 
associated with narrow complex escape rhythm, 
rarely progresses to asystole, and usually resolves 
within one week If escape rhythm is more than 40 
beats/min with normal blood pressure, treatment is 
not required. Urgent PCI is the best option, as 
reperfusion of the RCA is likely to restore AV node 
function. PCI is of course now preferred to 
thrombolysis where there is available access. 



• 
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A 48-year-old male is admitted to the coronary care unit, 
with acute onset of retrosternal chest pain 2 h ago. 
Electrocardiogram (ECG) shows ST elevation in anterior 
leads. He has received chewable aspirin 300 mg, 
recombinant tissue plasminogen activator and is started 
on propranolol 20 mg tid, lisinopril 5 mg od and 
unfractionated heparin infusion as access to acute PCI 
was not possible. Six hours after arrival the nurse in 
charge calls you because his ECG monitor shows 
frequent premature ventricular contractions (PVCs). The 
patient is comfortably lying in the bed, and is 
asymptomatic, blood pressure (BP) 105/65 mmHg, pulse 
69 beats/min, jugular venous pulse (JVP) is 2 cm above 
the sternal notch and the chest is clear to auscultation. As 
you examine him you notice frequent PVCs and a run of 
ventricular tachycardia (VT) lasting 5 s. The nurse tells 
you that he had a similar run of VT few minutes ago. 
Which of the following steps is most appropriate in 
this patient's management at this stage? 
/~~ .^^^ 

Intravenous (IV) lidocaine 



IV Amiodarone 
IV Procainamide 



Referral for diagnostic electrophysiology before 
discharge from hospital 

Check serum potassium and magnesium levels 
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Check serum potassium and magnesium levels 

Premature ventricular contractions (PVCs) and non- 
sustained ventricular tachycardia (NSVT) are 
common in the early post-myocardial infarction (MI) 
period. NSVT is defined as three or more consecutive 
beats at a rate greater than 100 beats/min that last 
less than 30 s. If these do not cause any 
haemodynamic compromise, treatment is not 
needed. 

Hypokalemia increases the incidence of NSVT as 
well as VT and ventricular fibrillation (VF), hence it 
is prudent to check serum potassium (K+) levels 
early. During the GISSI-2 (Gruppo Italiano per lo 
Studio delia Sopravvivenza nell'Infarto Miocardico) 
trial it was observed that a serum K + level of less 
than 3.6 mmol/1 was associated with a two-fold 
increased risk of VF. Therefore serum K + should be 
maintained above 4 mmol/1 by oral or intravenous 
(iv) supplementation in patients with acute MI. 
Concomitant magnesium (Mg 24 ) deficiency is present 
in many patients with hypokalaemia and also makes 
correction of hypokalaemia difficult. Hence serum 
Mg 2+ levels should also be checked and maintained 
above 1 mmol/1. 

Antiarrhythmic therapy might be considered if 
NSVT causes haemodynamic compromise or 
becomes sustained VT, which is not the case in this 
patient. 

Electrophysiological studies and implanting a 
cardiac defibrillator might be considered if NSVT 
occurs late (after 48 h) in the course of MI. 
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A 4 5 -year-old male is admitted to the coronary care unit 
with a history of retrosternal chest pain of 4 h duration 
associated with sweating and nausea. His initial 
electrocardiogram (ECG) shows ST segment elevation in 
inferior leads. His blood pressure is 1 10/60 mmHg; pulse 
rate 60 beats/min, respiratory rate of 1 8/min. His chest 
and cardiac examination is unremarkable. He receives 
chewable aspirin and streptokinase. After 3 h the blood 
pressure recorded is 85/55 mmHg and pulse rate is 
88/minute. He has low volume peripheral pulses, jugular 
venous distension, normal first and second heart sounds 
and a pansystolic murmur best heard at the left sternal 
edge. The lung fields are clear to auscultation. 
Which of the following is the most appropriate next 
investigation for this patient? 

♦ 
♦ 



Spiral computed tomography (CT) of the chest 

Ventilation perfusion (VQ) scan 

Swan-Ganz catheterisation 

Echocardiography 

Magnetic resonance imaging (MRI) of the thorax 
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Echocardiography 

Inferior wall myocardial infarction (MI) is 
associated in one-third of cases with right ventricular 
myocardial infarction (RVMI). RVMI leads to 
reduced right ventricle compliance and stroke 
volume, which in turn leads to reduced left ventricle 
filling and low cardiac output. VSD or acute mitral 
regurgitation may lead to a pansystolic murmur, and 
an echocardiogram will inform most quickly as to 
the underlying diagnosis. The murmur is most likely 
to be a function of tricuspid regurgitation secondary 
to a hypokinetic dilated right ventricle. The most 
likely diagnosis here is acute tricuspid regurgation 
due to right ventricular dilatation. 

Patients typically present with hypotension, jugular 
venous distension and clear lung fields in the setting 
of an inferior or inferoposterior MI, as is the case in 
this patient. These findings can mimic cardiac 
tamponade. An echocardiography will be useful in 
excluding tamponade and will also aid in diagnosis 
by demonstrating right ventricular dysfunction and 
dilatation. It has an added advantage of assessing left 
ventricular ejection fraction. 

Pulmonary embolism (PE) can also have similar 
physical findings that are jugular venous distension, 
hypotension and clear lung fields. However these 
findings occurring in a setting of inferior MI make 
PE less likely. 

Therapy for hypotension associated with RVMI 
involves boluses of iv saline to improve right 
ventricular (RV) preload and cardiac output. If up to 
1.5 1 of normal saline does not correct hypotension, 
invasive haemodynamic monitoring should be 
considered to guide further fluid therapy. Similarly 
inotropic support may be considered after adequate 
fluid resuscitation has failed. Furosemide will reduce 
RV filling pressure and should be avoided. 
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A 58-year-old male presents with history of pain and 
swelling of his left calf of three days duration. He denies 
any shortness of breath, fever or trauma, and has not had 
any joint pain previously. The only past medical history 
of note is diabetes mellitus of 6 years duration. He does 
not have any obvious risk factors for venous thrombosis 
and has no family history of such disorder either. 
Physical examination is normal except for a swollen, 
warm left leg. 
Investigations reveal: 

Doppler ultrasound study of lower limbs reveals 
thrombosis of tibial and popliteal veins on the left. 



wcc 


27.4 x 10% 81% lymphocytes, 
small mature lymphocytes seen 
on film 


Haemoglobin 


13.1 g/dl 


Platelets 


193 1071 


Prothrombin time 


19.2 s (13-19) 


Partial 
thromboplastin time 


23.9 s (24-35) 


International 
normalised ratio 


1.1 


Urine dipstick 


Specific Gravity 1.020, PH 6, 
Glucose +++ 


Urea, electrolyte 


Normal 


Electrocardiogram 
(ECG) 


Normal 


Chest X-ray 


Normal 


Lactate 

dehydrogenase 

(LDH) 


455 U/l ( 480-550) 


Ultrasound of the 
abdomen 


No intra-abdominal 
lymphadenopathy 


Repeat Complete 
Blood Count 


WBC 34.3 1071 with 86% 
lymphocytes 



What one of the following is the most appropriate way 
to manage this patient's anti-coagulation? 






Warfarin for 6 months 

Warfarin for 3 months 

Warfarin for the foreseeable future 

Low molecular weight heparin for 3 months 

Warfarin for 6 weeks 
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Warfarin for the foreseeable future 

This patient has presented with deep venous 
thrombosis (DVT) of the left leg. Thrombosis 
involving the popliteal veins and veins proximal to 
these are considered to be proximal DVT, while 
thrombosis involving veins distal to popliteal veins 
are considered distal. Anticoagulation for distal DVT 
is controversial as the incidence of pulmonary 
embolism in such a setting is very low. However, 
patients with distal DVT should be followed by serial 
Doppler studies, if not anticoagulated, because 
proximal extension of thrombosis can occur. This 
patient has thrombosis of the popliteal vein so has 
proximal DVT and he has a probable underlying 
haemato logical malignancy, as such anticoagulation 
for the foreseeable future would seem most 
appropriate. Another issue in this patient is absolute 
lymphocytosis with small mature lymphocytes. The 
most likely cause is incipient chronic lymphocytic 
leukaemia. 



F 
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A 68-year-old male presents with history of substernal 
chest pain that started suddenly 6 h ago, radiated to the 
left arm and lasted for 30 min. About 20 min ago the pain 
started again. He has been known to have 
hyperlipidaemia for the last 2 years and is taking 
simvastatin 40 mg/day. On physical examination, his 
pulse rate is 52/min; blood pressure is 95/55 mmHg and 
respiratory rate is 22/min. There is no jugular venous 
distension, heart sounds are normal and his chest is clear 
to auscultation. Electrocardiogram (ECG) reveals 1.5 mm 
ST segment depression in lateral leads. The patient is 
administered chewable aspirin 300 mg, sublingual 
nitroglycerine, morphine and low molecular weight 
heparin. Results of full blood count are normal, but 
troponin T is 1 .2 ng/ml. 

Which one of the following medications should be 
administered to this patient? 



♦ 

• 

• 



Atenolol 

Clopidogrel 

Streptokinase 

Amlodipine 

Dopamine 



ANG 
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Clopidogrel 

This patient has non ST segment elevation 
myocardial infarction (NSTEMI). Pharmacotherapy 
for NSTEMI includes antiplatelet therapy in the 
form of aspirin and clopidogrel, low molecular 
weight heparin and other agents such as beta- 
blockers, GTN and angiotensin-converting enzyme 
inhibitors. However these agents are contraindicated 
if there is significant hypotension. Data on the use of 
clopidogrel in this situation comes from the CURE 
study, which had an NNT of 48 with respect to 
reduction in non fatal MI. Evidence for use in 
combination with aspirin after STEMI comes from 
the CLARITY (TIMI-28) study. 
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A 68-year-old male is admitted to hospital with acute 
onset of substernal chest pain, electrocardiogram (ECG) 
reveals acute inferior myocardial infarction. He 
undergoes primary angioplasty and stenting to the right 
coronary artery and makes an uneventful recovery. He is 
discharged home on aspirin 300 mg/day, atenolol 50 
mg/day, pravastatin 20 mg/day, enalapril 10 mg twice 
daily and clopidogrel 75 mg/day. He presents two weeks 
later again with substernal chest pain. The pain is sharp, 
radiates to the left trapezius ridge and left lower chest and 
increases with respiration. On physical examination his 
pulse rate is 75/min, blood pressure 1 1 0/60 mmHg, 
respiratory rate 22/min and temperature of 38.5 °C. There 
is no jugular venous distension, heart sounds are normal 
and a friction rub is heard at the left anterior and posterior 
chest. Chest X-ray reveals cardiomegaly, small left 
pleural effusion and few infiltrates at the left lower zone. 
7 urther investigations reveal: 



White cell count 


15 1071 


Haemoglobin 


13.8 g/dl 


Platelets 


187 1071 


Erythrocyte 
sedimentation rate 


55 mm in 
fi st hour 


Troponin 


<0.05 



ANG 



Urea and electrolytes are in normal range 
What are the one of the following is the most 
appropriate way to treat this patient? 



♦ 



Intravenous antibiotics 
Aspirin 650 mg every 6 h 
Prednisolone 60 mg/day 
Intravenous heparin infusion 
Ibuprofen 400 mg three times per day 
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Aspirin 650 mg every 6 h 

This patient's clinical presentation is suggestive of 
Dressier 1 s syndrome, which usually occurs 1 to 8 
weeks after myocardial infarction. Patients present 
with malaise, fever, pericardial pain, elevated 
erythrocyte count and sometimes may also have 
pleuritis and pneumonitis. It has been postulated 
that the syndrome results from release of cardiac 
antigens which then stimulate antibody production. 
The immune complexes are then deposited in the 
pericardium, pleura and lung. There may be 
accompanying pleural and pericardial effusion and 
therefore echocardiography should be done. 
Treatment involves aspirin and analgesics. 
Corticosteroids and non-steroidal anti-inflammatory 
agents such as ibuprofen are best avoided in the first 
4 weeks after myocardial infarction as they delay 
myocardial healing. Aspirin, however, as an 
alternative in large doses is effective. Recurrences 
can occur, and in such cases colchicine is helpful 
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A 28-year-old male presents with two days history of 
high-grade fever. He has no symptoms. He has had 
insulin-dependent diabetes mellitus for the last 10 years 
which is well controlled on twice daily intermediate- 
acting insulin. Physical examination reveals a sick- 
looking young male with a temperature of 39.5 °C, blood 
pressure 150/70 mmHg, pulse rate 98/min and respiratory 
rate of 22/min. Examination of the skin, chest, abdomen, 
cardiovascular and central nervous system is non- 
contributory. 
investigations reveal: 



WBC 



Haemoglobin 



Platelets 



Sodium 



Potassium 



Chloride 



Bicarbonate 



Creatinine 



Ur ne Dipstick 



Electrocardiogram 
(ECG) 



Chest X-ray 



Blood cultures 



14 1071 



13.1 g/dl 



452x1071 



132 mmol/1 (135-145 
mmol/1) 



4.1 mmol/1 (3.5-5 mmol/1) 



92 mmol/1 (97-1 10 mmol/1) 



26 mmol/1 (22-28mmol/l) 



100 ffimol/1 (18-106 lumol/1) 



Normal 



Normal 






Normal 



Preliminary report shows 
Gram-positive cocci in 
clusters in both aerobic and 
anaerobic bottles 
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Transoesophageal echocardiography (TOE) 

This patient has community-acquired staphylococcal 
bacteraemia. Up to 20% of these patients may have 
infective endocarditis without any clinical stigmata 
of infective endocarditis. Transoesophageal 
echocardiography (TOE) is more sensitive than 
transthoracic (TTE), is widely available and is the 
investigation of choice versus TTE in those patients 
who are able to tolerate the procedure. The 
antimicrobial therapy of choice is IV flucloxacillin 
coupled with IV gentamicin unless the isolate is 
found to be methicillin resistant. 



1G 



Which of the following is the investigation most likely 
to aid in diagnosing this patient? 






Endoscopy 
Lumbar puncture 
Abdominal ultrasonography 
Transthoracic echocardiography (TTE) 
Transoesophageal echocardiography (TOE) 
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A 68-year-old male is admitted to hospital with 
progressively severe shortness of breath of two days 
duration. He is known to have ischaemic cardiomyopathy 
and an ejection fraction of 30%. On arrival his respiratory 
rate is 35/minute; oxygen saturation by pulse oximetry is 
81% and chest X-ray shows bilateral pulmonary 
infiltrates and cardiomegaly. He is intubated, 
mechanically ventilated and started on intravenous 
infusion of furosemide 6 mg/h and nitroglycerine 25 
fyg/min. Over the next three days he achieves a negative 
fluid balance of 3.2 1 and chest X ray shows decrease in 
pulmonary infiltrates. Serial cardiac enzymes are normal 
except for slightly elevated troponin T. However, the 
next day when extubation is planned he becomes 
hypotensive, blood pressure 80/50mmHg and the 
infiltrates on chest X-ray worsen. 
A Swan-Ganz catheterisation is performed and it reveals: 
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Normal saline 500 ml intravenous (IV) bolus 

The haemo dynamic parameters in this patient, that 
is, low systemic vascular resistance and normal 
cardiac index and cardiac output, are suggestive of 
septic shock This is probably secondary to 
ventilator-associated pneumonia. It occurs 48-72 h 
after admission, and worsening pulmonary 
infiltrates despite negative fluid balance are 
suggestive of chest infection. Appropriate 
management is fluid resuscitation to achieve optimal 
left heart filling pressure, and intravenous 
antibiotics. Inotropic support in the form of alpha 
agonist is indicated if fluid resuscitation alone does 
not improve the blood pressure. 



Pulmonary capillary wedge 
pressure (PCWP) 


8 mmHg 


Cardiac output 


5 1/min 


Cardiac index 


3 1/min/m 2 


Systemic vascular resistance 


650 dynes s/cm-5 
(700-1100) 



Furosemide and nitrates are stopped but blood pressure 
fails to improve. 

Which of the following is the most appropriate next 
step in management of this patient? 



• 



Haemodialysis 

Normal saline 500 ml intravenous (IV) bolus 

IV Dobutamine infusion 

IV Dopamine infusion 

IV Phenylephrine infusion 
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A 76-year-old male presents with history of retrosternal 
chest pain of 20 min duration. The pain started while he 
was going for his morning walk and was associated with 
sweating and nausea. He is known to have diabetes 
mellitus for 1 5 years and hypertension for 5 years. His 
current medications include metformin 850 mg twice 
daily and indapamide 1.5 mg daily. On physical 
examination he appears to be anxious and sweating. His 
pulse rate is 88/minute, blood pressure 145/85 mmHg 
and respiratory rate 20/min. He has an ejection systolic 
murmur localised at the aortic area, and brisk carotid 
upstroke. 

His chest X-ray is normal and electrocardiogram (ECG) 
whilst in pain is shown below. 
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High lateral wall MI 

ST segment elevation in leads I and aVL is termed as 
high lateral wall MI and is usually the result of 
occlusion of the first diagonal branch of the left 
anterior descending artery, though occlusion of other 
arteries like branches of the left circumflex or a 
short left anterior descending artery may cause the 
same picture. As the patient has ST elevation with 
ongoing chest pain, he should be referred for urgent 
PCI. He is bradycardic but this is likely to be related 
at least in part to ischaemia and should resolve after 
reperfusion occurs. 




What is the most likely diagnosis? 

Inferior transmural myocardial infarction (MI) 



♦ 



• 



Inferior subendocardial MI 
Anterior transmural MI 
Lateral transmural MI 
High lateral wall MI 
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A 38 year old carpenter had been feeling unwell for 1 
week with rhinorrhoea, dry cough, generalised myalgia 
and low-grade fever. For the past 8 h he has experienced 
substernal chest pain that is sharp and increases with 
respiration, and is slightly relieved when he leans 
forward. There is no radiation, sweating, palpitations or 
shortness of breath. He has no past medical history of 
note. Physical examination reveals a well-built young 
male, not in any distress. His pulse rate if 68/min, blood 
pressure 144/84 mmHg and respiratory rate 14/min. 
There is a pericardial friction rub best heard at the left 
sternal edge. The rest of the examination is 
unremarkable. 
nvestigations reveal: 



White cell count 



Haemoglobin 



Platelets 



Erythrocte 
sedimentation rate 



7.8 1071 



16g/dl 



550 1071 



32 mm/lst 
hour 



Electrocardiogram (ECG) is shown below. 
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Which one of the following electrocardiographic 
features is most helpful in establishing the diagnosis of 
acute pericarditis? 



aVR 



T wave inversion in aVR 
Normal QRS axis 



PR segment depression in lead II and elevation in 



Early transition of R waves in chest leads 



RS pattern in lead VI 
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PR segment depression in lead II and elevation in aVR 

PR segment depression in lead II and elevation in 
aVR 

The clinical features and electrocardiogram (ECG) 
in this patient are consistent with diagnosis of acute 
pericarditis. The electrocardiographic differential 
diagnosis of acute pericarditis is myocardial 
infarction and early repolarisation abnormality. It 
can be differentiated from myocardial infarction by 
concavity of ST segment elevation and localisation of 
ST segment elevation to infarct-related artery and 
given his age and prodromal symptoms, pericarditis 
is the more likely cause. However, these two ECG 
features do not differentiate acute pericarditis and 
early repolarisation abnormality. The two most 
helpful differentiating features are PR segment 
depression, which is usually best seen in lead II and 
V6, and PR segment elevation in aVR. This results 
from injury current that is directed towards aVR. 
An ST/T ratio greater 0.25 or a T wave amplitude of 
less than or equal to 3 mm also has high positive and 
negative predictive value in diagnosis of acute 
pericarditis. 
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A 26-year-old man was admitted to the emergency department 
with acute cardiac failure. Previously fit and well, his past 
medical history was unremarkable. He presented with a three- 
day history of central chest pain, fever and shortness of breath. 
Initially he had generalised muscle pains; he then developed 
chest pain and a cough productive of yellowish sputum. The 
chest pain radiated to his back and the shortness of breath was 
progressive. When he presented, he could not complete a 
sentence in one breath because of breathless. 
On examination, he was dyspnoeic, febrile and sweaty with a 
pulse rate of >100/min, respiratory rate of 32/min and a blood 
pressure was 81/43 mmHg. His jugular venous pressure was 
slightly raised at 4 cm. First, second and a third heart sounds 
were heard producing a gallop rhythm. Respiratory 
examination revealed widespread crackles and scattered 
rhonchi bilaterally. 
The following results were obtained: 
31ood gases on 100% oxygen: 



pH 


7.50 


P(0 ? ) 


15.10 kPa 


p(C0 2 ) 


3.43 kPa 


Bicarbonate 


23.4mmol/l 


Haemoglobin 


15.8 g/dl 


Mean cell volume 


88.6 fl 


Platelets 


210 10 y /l 


White cell count 


18 10 y /l - lymp ocytosis 


Sodium 


136 mmol/1 


Potassium 


4.1mmol/l 


Urea 


9.7 mmol/1 


Creatinine 


131 lumol/1 


Magnesium 


0.81 mmol/1 


Troponin T 


12.4 Units (normal is «0.01 Units) 


ECG 


Sinus rhythm with a right bundle 
branch block at a rate of 143/min 


Chest X-ra 


Enl rged globular heart with evidence 
of pulmonary oedema 


Echocardiogram 


A small pericardia effusion with a 
normal left ventricular size but very 
poor global left ventricular function. 
The ejection fraction was 25% 


Pulmonary capillary 
wedge pressure 
(PCWP) 


21 mmHg 



He is given diamorphine, pain relief, and catheterised. 
Which of the following interventions would you 
immediately commence in addition in this patient? 



♦ 



Intravenous (IV) fluids (colloids) 

Inotropic support 

DC cardioversion 

Thrombolysis 

Potassium and magnesium replacement 
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Inotropic support 

This patient, with a likely diagnosis of acute viral 
myocarditis, is in cardiogenic shock Management is 
complex but a number of steps must be instigated in 
as short a time as possible. Give high-flow oxygen 
(60-100%) by facemask to optimise 2 saturation. 
The main aim of therapy is to improve 
haemodynamic status achieving a systolic blood 
pressure >90 mmHg guided by physical signs and 
left ventricular filling pressures. If pulmonary 
capillary wedge pressure (PCWP) >15 mmHg give 
inotropic support +/- diuretics (if there is pulmonary 
oedema). If PCWP <15 mmHg give cautious 
intravenous (iv) fluids (colloids) in 100-200 mis. A 
small amount of dimorphine is beneficial as it 
vasodilates and reduces anxiety. Early cardiology 
consultation is advised. 



F 
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A 71 -year-old lady is admitted to the emergency 
department with severe central chest pain. The chest pain 
has been there for 40 min and is also felt in the arms and 
jaw. There is associated shortness in breath. Her past 
medical history includes: hypertension, osteoarthritis and 
diet-controlled diabetes mellitus. She is on the following 
medications: bendrofluazide2.5 mg od, amlodipine 10 
mg od and paracetamol 500 mg prn. She takes occasional 
alcohol and has smoked since she was 16 years of age 
(about 10 cigarettes/day). 

On examination, she is distressed with a blood pressure 
of 90/45 rnmHg, pulse of 38/min and regular. Her jugular 
venous pressure is raised to 7 cm with intermittent 
cannon waves. Her heart sounds are heard with a variable 
first heart sound. Her respiratory rate is 26/min and her 
chest is clinically clear. 
The following results are obtained: 
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PCI 



Blood gases on 60% oxygen: 



I*L 



p(Q 2 ) 



p(co 2 ) 



7.45 



15.10 kPa 



3.77 kPa 



Bicarbonate 



Haemoglobin 



Mean Cell Volume 



Platelets 



White cell count 



Sodium 



Potassium 



Urea 



Creatinine 



Magnesium 



Electrocardiogram 
(ECG) 



Chest X-ray 



22.4 mmol/1 



15.8 g/dl 



5.6 11 



250 10 y /l 



13.1 10 y /l 



136 mmol/1 



4.1 mmol/1 



7.7 mmol/1 



121 Vmol/1 



0.81 mmol/1 



More than 2 mm of ST 
elevation in II, III, aVF and 
ST depression in VI -V3, 
complete heart block 



Normal 






You instigate a fluid bolus 

Which of the following other treatments would you 

plan for next? 



• 



. 



• 






Nitrate infusion 

Thrombolysis 

PCI 

Transvenous Pacing 

Diuretic 



This patient has right ventricular infarction and 
complete heart block Right ventricular (RV) 
infarction results in elevated right-sided pressures 
and low left-sided pressures. Nitrates and diuretics 
should be avoided as they reduce pre-load and can 
worsen hypotension. The aim is to maintain a high 
right ventricular preload by an initial fluid bolus. 
This patient has complete heart block although this 
should resolve once revascularisation is achieved via 
PCI. If not then temporary venous pacing would be a 
logical addition to therapy. 
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A 69-year-old man is admitted to the emergency 
department with sudden onset of palpitations. The 
palpitations started 3 h ago, and are associated with 
shortness of breath, light- headedness and chest 
discomfort. He has had two similar episodes of 
palpitations in the last 2 months that have lasted only a 
few seconds. He had never sought any medical advice on 
these previous palpitations. His past medical history is 
unremarkable and he is not on any medication. 
On examination, he is dyspnoeic with a blood pressure of 
1 12/55 mmHg, pulse rate of »120/min and a respiratory 
rate of 28/min. His oxygen saturation on air is 90%, and 
his chest is clinically clear. His jugular venous pressure is 
not raised. First and second heart sounds are heard but 
you cannot appreciate if there is any murmur. 
The following results are obtained: 



Electrocardiogram 
(ECG) 


Heart rate of 1 88/min with a 
narrow QRS complex 


Chest X-Ray 


Normal 



The patient is placed on a monitor and given rapid 
intravenous 6 mg of adenosine, but the heart rate only 
slows down to 176/min. The patient is then given 12 mg 
of adenosine and the heart rate slows to 1 10/ min to reveal 
the underlying atrial fibrillation. He is also given oxygen 
and low molecular weight heparin. 
ECG Heart rate 1 10/min and atrial fibrillation 
Which of the following interventions would you 
immediately start on this patient? 

(• 1 . 

DC cardioversion 

Loading dose of Intravenous 0.75-1 mg digoxin in 
50 ml saline over 1-2 hours 






Glycoprotein Ilb/IIIa inhibitor 

IV amiodarone 

Angiotensin- converting enzyme (ACE) inhibitor 
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IV amiodarone 

This patient has atrial fibrillation, which given the 
history is probably of relatively acute onset. The 
immediate need would be to rate control his atrial 
fibrillation and try and manage chemical 
cardioversion, in which case IV amiodarone is an 
obvious choice. Digoxin would not encourage 
reversion to sinus rhythm so would not be the first 
choice here. The likely outcome is the patient 
reverting back to sinus rhythm within hours. If the 
patient does not revert back to sinus rhythm, formal 
anticoagulation would need to be instituted. He 
would also need to be investigated for the cause of 
the atrial fibrillation. Electrical cardioversion may 
be an option post anti-coagulation and may still be 
considered acutely if he remains compromised or his 
BP worsens. Given he has had two previous episodes 
at least of palpitations, it is unclear how long he has 
been in atrial fibrillation for, and whether there is 
underlying structural heart disease, hence immediate 
electrical cardioversion is not recommended. 
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A 64-year-old lady with deep vein thrombosis is about to 
be discharged from the ward. Ultrasound dopplers 
confirmed the thrombosis in her left leg. She has been 
started on warfarin. She is very concerned about the 
warfarin because has been told by the patient in the next 
bed that she would have to make major lifestyle changes 
especially to food and alcohol. She also wonders how 
long she will be on it. 

Which one of the following pieces of information 
would give to this patient? 



Avoid binge alcohol consumption 



. 



Avoid leafy green vegetables as they contain high 
quantities of vitamin K 






• 



She will need to take warfarin for a year 

Avoid paracetamol 

Warfarin needs to be taken with food 
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Avoid binge alcohol consumption 

The patient should be advised to enjoy a normal, 
healthy and balanced diet for this will not affect her 
warfarin. She should be advised not to go on crash 
diets or start binge eating. Moderate amounts of 
alcohol while on warfarin are permitted (e.g. two 
units/day) but she should avoid large quantities, 
particularly over the course of one or two days, such 
as on a holiday or at a family event. She should avoid 
non-prescribed medication and always inform the 
pharmacist that she is on warfarin She should be 
anti-coagulated (international normalised ratio 
(INR) 2-3) for 3 months. If there is recurrent deep 
vein thrombosis (DVT), or the patient is at high-risk 
of recurrence, consider lifelong anticoagulation. 
Paracetamol need not be avoided as whilst 
interactions are reported, they are unlikely and 
paracetamol is safer than NSAIDs when used in 
conjunction with warfarin 
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A 69-year-old man presented to the emergency 
department of a district general hospital with central 
chest pain. The hospital does not have an on-site acute 
angiography service. The pains started when he was 
walking uphill from the park to his house. The pains were 
very severe and radiated to his neck, jaw and left arm. 
The severe pains lasted for about an hour and this was 5 h 
ago. He had never experienced such severe pains before 
and thought he was going to die. He still has some dull 
chest pains but not very severe. He felt nauseated but did 
not vomit. In the past, he has occasionally had some chest 
tightness, which came on with strenuous exertion, and he 
had managed very well by avoiding activities that 
brought the pain on. He is not on any medication. 
On examination, he is alert, distressed, his blood pressure 
is 146/94 mmHg, pulse 96/min regular. First and second 
heart sounds are heard and there are no murmurs. His 
chest is clinically clear. 
The following results are obtained: 



ANG 
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Clopidogrel 

This gentleman is has chest pain which is suspicious 
for ischaemic cardiac pain but his ECG is normal. 
The nature of his pain however mean that is prudent 
to manage him with low molecular weight heparin, 
aspirin and clopidogrel until a 12hr troponin is 
obtained. The upper limit of normal for troponin has 
recently been lowered, and with the success of 
angioplasty and aggressive preventative 

pharmacotherapy, the threshold for intervention in 
coronary disease has generally been lowered over the 
past few years. Of course if his cholesterol is elevated 
and / or there is evidence from a raised troponin, 
statin therapy is highly likely to be instigated. 



Haemoglobin (Hb) 


16.1 g/dl 


White cell count 
(WCC) 


13.2 10 9 /1 


PI telets 


256 1071 


Mean corpuscular 
volume (MC V) 


82 11 


Sodium 


136 mmol/1 


Potassium 


4.2 mmol/1 


Urea 


7.4 mmol/1 


Creatinine 


132lumol/l 


Troponin T 


Awaited 


Electrocardiogram 
(ECG) 


normal sinus 
rhythm 


Chest X-ray 


unremarkable 


2 saturation 


96 on air 



You give him diamorphine, low molecular weight 
heparin, aspirin. 

Which one of the following additional medications 
would you immediately start this patient on? 






TPA 

Tirofiban 

Ramipril 

Atorvastatin 

Clopidogrel 
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A 71 -year-old lady presented with central chest pain to 
the emergency department. The pains started when she 
was walking uphill from the park to her house. The pains 
were very severe and radiated to her neck, jaw and left 
arm. She is still in pain now and rates this as 7/10 versus 
9/10 before. She had never experienced pains of such 
severity before and thought she was going to die. She felt 
nauseated but did not vomit. In the past, she occasionally 
had some chest tightness, which came on with strenuous 
exertion and she had managed very well by avoiding 
activities that brought the pain on. She is a known patient 
with chronic obstructive pulmonary disease (COPD) / 
asthma. She takes a steroid inhaler (fluticasone 250 lug 
od) as she has a significant degree of reversibility. 
On examination, she is alert, and receiving oxygen 
therapy, distressed, her blood pressure is 146/94 mmHg 
and pulse 96/min regular. First and second heart sounds 
are heard and there are no murmurs. Her chest is 
clinically clear. 
The following results are obtained: 
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GTN infusion 

This woman is potentially high risk, with a good 
history for cardiac chest pain and ECG changes, 
therefore she should be managed at least with 
aspirin, clopidogrel, and low molecular weight 
heparin. There is no indication for thrombolysis, and 
anyway in this situation continuing symptoms would 
prompt progression to angiography. Metoprolol is 
potentially best avoided, since we are told she has 
COPD/asthma with a high degree of reversibility and 
as such she may be beta blocker sensitive. Given her 
ongoing chest pain, out of the options given, a GTN 
infusion to control this appears to be the most 
appropriate option 



Haemoglobin (Hb) 



White cell count 
(WCC) 



Platelets 



Mean corpuscular 
volume (MC V) 



Sodium 



Potassium 



Urea 



Creatinine 



Troponin T 



Electrocardiogram 
(ECG) 



Ches X-ray 



2 saturation 



16.1 g/dl 



13.2 1071 



256 1071 



82 fl 



136 mmol/1 



4.2 mmol/1 



7.4 mmol/1 



132 lumol/1 



Awaited 



normal sinus 
rhythm with T 
wave inversion in 
VI -V4 



unremarkable 



96% on air 



ANG 






She is started on aspirin, clopidogrel and low molecular 
weight heparin. 

Which one of the following medications would you 
also start this patient on? 






Reteplase 
Ramipril 
GTN infusion 
Metoprolol 
Tirofiban (GPIIb/IIIa) 
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A 69-year-old man presented to the emergency 
department with central chest pain. The pains started 
when he was walking uphill from the park to his house. 
The pains were very severe and radiated to his neck, jaw 
and left arm. The severe pains lasted for about an hour 
and this was 12 h ago. He had never experienced such 
severe pains before and thought he was going to die. He 
still has some residual dull chest ache. He felt nauseated 
but did not vomit. In the past, he occasionally had some 
chest tightness that came on with strenuous exertion and 
he had managed very well by avoiding activities that 
brought the pain on. He is not on any medication. 
On examination, he is alert, distressed, his blood pressure 
is 106/60 mmHg, pulse 51/min regular. First and second 
heart sounds are heard and there are no murmurs. His 
chest is clinically clear. 
The following results are obtained: 
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Clopidogrel, aspirin, low molecular weight heparin and 
Inpatient angiography 

This gentleman is high risk, his symptoms, ECG 
changes and investigations are consistent with an 
NSTEMI. In this case he may well be considered for 
inpatient angiography. According to NICE 
guidelines stress-testing is now discouraged, and beta 
blockade with outpatient angiography would in all 
likelihood expose him to an unacceptable degree of 
risk. Given his blood pressure there is little room to 
sustain IV GTN because of risk of hypotension, and 
thrombolysis with TPA is not indicated in this 
setting. 



Haemoglobin (Hb) 



White cell count 
(WCC) 



Platelets 



Mean corpuscular 
volume (MC V) 



Sodium 



Potassium 



Urea 



Creatinine 



Troponin T 



Electrocardiogram 
(ECG) 



Chest X-ray 



2 saturation 



16.1 g/dl 



13.2 1071 



256 1071 



82 11 



136 mmol/1 



4.2 mmol/1 



7.4 mmol/1 



132tumol/l 



elevated 



normal sinus rhythm with 
ST depression of 1 mm in 
leads II, III and aVF 



unremarkable 



95% on air 



IG 



Which of the following is the most appropriate 
treatment? 



Beta blockade and early outpatient angiography 



• 



Clopidogrel, aspirin, low molecular weight heparin 
and inpatient stress-test 

a 

Clopidogrel, aspirin, low molecular weight heparin 
and Inpatient angiography 



• 



• 



IV GTN 
Reteplase 
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An 82-year-old lady presented to the emergency 

department with very severe chest pain that she had 

continuously for the last 2 h. The chest pain was central 

and radiated to the neck and the left arm. There was a 

history of nausea and she vomited twice. On 

examination, she was distressed, her blood pressure was 

150/90 mmHg, and pulse 102/min. First and second heart 

sounds were heard and there was a pansystolic murmur 

radiating to the axilla. Her chest was clinically clear. 

Electrocardiogram (ECG) showed ST elevation in leads 

V1-V4. 

Chest X-ray (CXR) appeared normal. 

She is referred for PCI and you next review her on the 

coronary care ward a few days later. 

Which of the following medications has been shown to 

have the greatest impact on ischaemic cardiovascular 

events in this population? 

a 

♦ 



• 



• 



Beta-blockers 

Nitrates 

Angiotensin receptor blockers 

Calcium channel blockers 

Dipyridamole 



ANG 
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Beta-blockers 

The first international Study of Infarct Survival 
(ISIS-1) showed that atenolol reduced mortality by 
15% during the first week after an ST elevation 
myocardial infarction (STEMI). The benefits of 
atenolol were seen up to a year. Systemic reviews 
have shown benefits of statins, angiotensin- 
converting enzyme (ACE) inhibitors and aspirin in 
STEMI. With regards to angiotensin receptor 
blockers there is less evidence to support their use 
versus ACE inhibitors in this population. 
Dipyridamole MR in conjunction with aspirin was 
shown in the ESPS-2 trial to reduce the risk of 
secondary stroke. Calcium channel blockers, whilst 
effective in controlling blood pressure, have not been 
shown to impact on risk of ischaemic events in this 
population. 
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A 26-year-old female comes to the cardiology clinic 
referred by her general practitioner (GP). She has been 
having progressive shortness of breath for 8 months. She 
is really worried now because even minimal exertion is 
making her breathless. She has no palpitations, cough or 
chest pains. Her past medical history is not revealing and 
she in not on any medication. She has been seeing her GP 
in the last couple of months but he could not detect any 
abnormally. Her full blood count (FBC), urea and 
electrolytes, liver function tests (LFTs) and chest X-ray 
(CXR) were all reported as normal. 
On examination, her blood pressure is 125/60 mmHg, 
pulse is 86/min and regular. Her jugular venous pressure 
is raised to 5 cm, has a parasternal heave and apex beat is 
in the 5th intercostals space at the mid- clavicular line. 
She has an increased pulmonic component of second 
heart sound and tricuspid regurgitation. FBC, LFTs and 
blood biochemistry are within normal range. 
CXR shows enlarged central pulmonary arteries and clear 
lung fields. 

Electrocardiogram (ECG) shows right axis deviation, tall 
R waves in V1-V2, and right ventricular strain pattern. 
Echocardiogram demonstrates tricuspid regurgitation, 
right ventricular enlargement, a reduction in left 
ventricular cavity size, and abnormal septal configuration 
consistent with right ventricular pressure overload. 
Which one of the following medications is appropriate 
first line therapy in the treatment of this condition? 
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Calcium channel blockers 

The above young lady presents with the classical 
signs and symptoms of primary pulmonary 
hypertension (PPH). Obesity, portal hypertension, 
anorexigens, HIV and systemic hypertension have all 
been implicated in the development of PPH. Whilst 
only 10-15% of patients appear to have a pulmonary 
vascular tree responsive to calcium antagonism, 
these agents still constitute initial therapy of choice 
according to guidelines. Options for later stage 
disease include endothelin receptor antagonists 
(which may be associated with peripheral oedema 
and hepatotoxicity), PDE-5 inhibitors such as 
sildenafil, and prostacyclin, which has been shown 
when given in infusion to impact on both quality of 
life and survival time. 






Calcium channel blockers 

Beta-blockers 

Hydralazine 

Prostacyclin 

Angiotensin- converting enzyme (ACE) inhibitors 
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A 21 -year-old model attends his GP complaining of 
feeling unwell. His symptoms began within the previous 
2-3 weeks and include tiredness and fatigue, fever, loss 
of appetite and weight loss, and general aches and pains 
over his body. He had delayed coming to see his GP 
since he thought it was a flu-like illness but his symptoms 
have been getting worse. He is otherwise medically fit 
and is not on any medication. He denies being a smoker 
and does not drink but does not give a forthright answer 
to a question about recreational drug use. The GP 
examines the patient thoroughly and notes a temperature 
of 38*°C, tachycardia and the presence of a previously 
unrecorded cardiac murmur. A diagnosis of endocarditis 
is suspected and the GP immediately sets about obtaining 
the first set of blood cultures. 
Which one of the following clinical 
features/investigations would most add credence to 
the suspected diagnosis? 



* 



Recent dental extraction 
Normal ESR 
Microscopic haematuria 
Subconjunctival haemorrhage(s) 
Palmar erythema 



ANG 
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Microscopic haematuria 

Endocarditis can occur on normal valves where it 
tends to run an acute course or it can occur on 
abnormal valves, where the course of the disease 
tends to be more subacute. Bacteraemia, from a 
dental extraction for example, tends to be more 
important in patients with abnormal valves and/or 
known with cardiac murmurs, and the vast majority 
of patients endure dental extraction without any 
significant cardiological sequelae. The signs of 
infection include any new murmur or a change in a 
pre-existing murmur, anaemia, splenomegaly, 
splinter haemorrhages, Osier's nodes (finger/toe 
pulp infarcts), Janeway lesions (palmar/planter 
macules) and clubbing. Investigations may show 
prolonging of the PR interval due to an aortic root 
abscess, microscopic haematuria, normochromic 
normocytic anaemia and a high ESR/CRP. Palmar 
erythema is recognised to occur with liver failure, 
and subconjunctival haemorrhages may occur for a 
number of reasons including head injury, 
hypertension and even severe bouts of coughing. 
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You are a cardiology senior house officer in the 
outpatient department. A 66-year-old woman comes for 
her annual review. She had a St Jude's aortic valve 
replacement 4 years ago, for severe aortic stenosis. She 
has been well until 3 weeks ago. Her present complaint is 
that of weight loss, poor appetite and breathlessness. She 
reports that the symptoms started after she attended a 
general surgical appointment for rectal bleeding. 
On examination she is thin with conjunctival pallor. 
There is evidence of splinter haemorrhages on both 
hands. A metallic valve click is not audible at the bedside 
and on auscultation of the heart sounds a normal first 
sound is heard with a soft metallic second sound. There is 
an ejection systolic murmur at the second right intercostal 
space, right sternal edge. There is also an early diastolic 
murmur at the lower left sternal edge accentuated by 
forced expiration. 

You arrange urgent admission for this lady with a 
diagnosis of infective endocarditis on the metallic valve 
prosthesis. A 12 lead electrocardiogram shows 1st degree 
heart block, and a trans-oesophageal echocardiogram is 
awaited. 

Which of the following is the optimal next 
investigation? 

Three sets of blood cultures taken simultaneously 
from three different sites 

Three sets of blood cultures taken sequentially from 
three different sites, 1 hour apart 



No.:272 

Three sets of blood cultures taken sequentially from 
three different sites, 1 hour apart 

Whilst intra-abdominal pathology including colonic 
carcinoma is a possible source of infecting organisms 
in this case, neither colonoscopy nor ultrasound of 
the abdomen would be considered as supra-urgent 
investigations. Whilst inflammatory markers are 
likely to be elevated in endocarditis, they do not 
indicate the likely source of infection or the 
particular organism concerned. Blood cultures 
however are the optimal next investigation because 
they enable antibiotic therapy to be targeted within 
48hrs of starting treatment. Because bacteraemia 
may be periodic, blood cultures should not be taken 
simultaneously, but taken lhr apart if possible. 






Urgent inflammatory markers 
Urgent ultrasound of the abdomen 
Urgent colonoscopy of the bowel 
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You are an ST2 at a district general hospital. You are on- 
call as the middle grade cover as the registrar has gone 
off sick. You are called to the resuscitation department to 
see a 71 -year-old man who collapsed at home. His wife 
called the ambulance but on arrival of the ambulance 
crew the patient was alert, she is 80 years old and has 
remained at home. The paramedics report the initial 
rhythm strip showed sinus rhythm. On the monitor in the 
emergency department it is noticed he has episodes of 
non-sustained broad complex tachycardia. The patient 
denies any chest pain and does not remember anything 
preceding the collapse. There is no past medical history 
of note. 

On examination his blood pressure is 150/85 mmHg, 
heart rate 75/min regular, temperature 36.6°C, oxygen 
saturations 99% on 10 1/min. His Glasgow Coma Score is 
15/15; there are no tongue abrasions or evidence of 
urinary incontinence. The cardiovascular, respiratory and 
neurological examination is unremarkable. 
A rhythm strip taken during an episode of arrhythmia is 
shown below: 
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Commence intravenous magnesium infusion 

Pharmacotherapy for polymorphic ventricular 
tachycardia is magnesium, which decreases calcium 
influx, reducing the amplitude of the VT and helping 
terminate runs of torsades. It is effective even when 
serum magnesium is normal. Common drugs that 
prolong QT interval can potentially cause torsades 
e.g. erythromycin, carbamazepine, ketoconazole and 
tricyclic antidepressants. Amiodarone, quinidine and 
flecainide are recognised to worsen the arrhythmia 
and adenosine is ineffective in terminating it. A 
collateral drug history is important as he may well 
have been exposed to agents which lead to long QT 
syndrome or those which cause hypomagnesaemia. 



vwv 







What is the most appropriate treatment for his 
rhythm disturbance? 

Commence intravenous potassium replacement 






Commence intravenous magnesium infusion 



Commence intravenous 300 mg amiodarone 
followed by a maintenance dose 



♦ 



Administer intravenous adenosine boluses 
Administer intravenous flecainide infusion over 30 



mm 
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You are a general medical senior house officer. A 45- 
year old African-Caribbean woman has been referred to 
you by her general practitioner (GP) after attending a 
well- woman clinic. Her GP is worried she may be 
hypertensive. Two blood pressure readings taken in from 
her right arm in clinic are 160/95 mmHg and 170/90 
mmHg. The patient is well and asymptomatic. 
Apparently you understand that one of her relatives had 
trouble with a thyroid cancer at a relatively young age, 
but there is no other significant medical history. Her 
electrocardiogram (ECG) is shown below. Her full blood 
count and renal function are within the normal ranges. 




What is the optimal initial management for her 
hypertension? 

Ramipril 

Indap amide 

Amlodipine 

Atenolol 

Valsartan 






No.:274 
Amlodipine 

As this woman has hypertension with evidence of 
end-organ damage as indicated by left ventricular 
hypertrophy with lateral strain, medical therapy 
should be started. Recent NICE guidelines state for 
anyone over 55 years of age or African-Caribbean, 
first-line antihypertensive agents are calcium 
channel blockers. If further blood pressure control is 
desirable, an ACE inhibitor or angiotensin receptor 
blocker is added in. Concurrent premorbid risk 
factors should be assessed and treated, including 
hypercholesterolaemia and diabetes if identified. If 
possible the type of thyroid cancer suffered by her 
relative should be identified as a medullary 
carcinoma is suggestive of MEN-2 and may lower the 
threshold for screening your patient for a 
phaeochromocytoma. 
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An electrocardiogram (ECG) of a 3 5 -year-old man is 
shown below. He presents with increasing shortness of 
breath on exercising. His BP is 149/85 mmHg, pulse is 
92/min and regular, and there is a high pitched pan- 
systolic murmur. The JVP is elevated adn there is a 
tender liver edge. 




!4^-ML^A-- -; 



What is the most likely diagnosis? 






Mitral stenosis 

Mitral regurgitation 

Ostium secundum septal defect 

Pulmonary regurgitation 

VSD 



ANG 
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Ostium secundum septal defect 

This man has an ostium secundum atrial septal 
defect (ASD). Often patients only complain of minor 
decreases in exercise tolerance over time as their 
only symptom. On examination, one would expect to 
find a left parasternal heave and a murmur of 
tricuspid regurgitation. The incidence of secundum 
defects is in the region of 5-6 per 10 000 and twice as 
common in females. Ostium primum defects are less 
common, approximately 1-2 per 10 000 and 
generally associated with trisomy 21, with no 
difference between males and females. The 
electrocardiogram (ECG) changes for a primum 
ASD are right bundle branch block (RBBB) and left 
axis deviation. The ECG changes for a secundum 
ASD are RBBB and right axis deviation. 






ANGELS TEAM H 







PasTest 2012. . . MRCP 2. . . Cardiology 



No.:276 

You are the on-call cardiology senior house officer 
(SHO) at a tertiary centre. You are asked to see an 82- 
year-old man, known to have moderate aortic stenosis, 
admitted to intensive care unit after having had a total left 
knee replacement under general anaesthetic. The 
procedure went well and as planned but unfortunately, in 
recovery, the patient went into fast atrial fibrillation and 
became hypotensive with a blood pressure of 75/40 
mmHg for 30 min. He was transferred to intensive care 
where the SHO has started intravenous amiodarone and 
has given 2.5 1 Hartmann's solution over the last 1 h and 
commenced intravenous noradrenaline (norepinephrine). 
Looking back through this man's medical records his 
echocardiogram performed a month pre-surgery reports 
an aortic valve gradient of 55 mmHg and a valve area of 
1 cm 2 . He has been asymptomatic and was awaiting a 
cardiology opinion regarding his knee operation. 
Otherwise, there is no past history of note. 
At present, the patient's blood pressure is 105/65 mmHg, 
heart rate 137 beats/min irregularly irregular, oxygen 
saturations are 99% on high flow oxygen. He is passing 
clear urine with a good volume per hour. After examining 
the patient, you decide that he is in left ventricular failure 
(LVF) and needs further assessment of his aortic valve. 
His electrocardiogram (ECG) shows atrial fibrillation 
with left ventricular hypertrophy meeting voltage criteria 
and global ischaemic changes. 

Which of the following is the most appropriate next 
option for management of his heart failure and 
hypotension? 

Continue on current treatment 

DC cardioversion 

Aortic valvuloplasty 

Intravenous nitrate infusion to treat the LVF 

Intra-aortic balloon pump insertion (IABP) insertion 



. 



• 



. 
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Intra-aortic balloon pump insertion (IABP) insertion 

The aortic valve stenosis is the culprit here. His 
disease may well be more severe than indicated by 
the echo due to a degree of longstanding LV 
dysfunction. The ultimate treatment is valve 
replacement but in a patient who is acutely unwell, a 
valvuloplasty is used as a bridging procedure. An 
aortic balloon pump is first used to improve the 
cardiac failure and also increase coronary perfusion, 
and is necessary in such a high-risk procedure before 
the valvuloplasty is attempted. The ischaemic 
changes are due to the fast atrial fibrillation and 
valvular stenosis. Noradrenaline actually has limited 
value here as it could worsen the left ventricular 
failure since raising the afterload may cause the 
ventricle to fail further; as such the noradrenaline 
should be reduced and discontinued once the IABP is 
in place if possible. 
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A 70-year-old, known diabetic patient is referred to the 
rapid access clinic by his GP because of a three-month 
history of intermittent palpitations. He describes these as 
fast and irregular and of sudden onset and termination. 
He has felt quite light-headed on a couple of occasions 
during these palpitations but denies any chest pain or 
shortness of breath. The GP mentions in the referral letter 
that he has a borderline high blood pressure and was 
recently started on ramipril. Examination reveals a blood 
pressure (BP) of 145/95 mmHg but is otherwise 
unremarkable. A routine electrocardiogram (ECG) shows 
sinus rhythm with left ventricular hypertrophy. 
31ood tests performed: 



Hb 


13.1 g/dl 


WCC 


5.6 x 10 y /l 


PLT 


253xl0 9 /l 


Na + 


136 mmol/1 


K + 


4.8mmol/l 


urea 


5.0 mmol/1 


creatinine 


99 umol/1 


TSH 


3 mU/1 
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Bisoprolol 

The pharmacological management of paroxysmal 
atrial fibrillation (PAF) includes drugs for rate 
control and for anticoagulation. Formal 
anticoagulation with warfarin offers the best 
protection from thromboembolic phenomena. 
Digoxin has little value in PAF and flecainide is 
contraindicated in patients with structural 
abnormalities and at high risk of ischaemic heart 
disease (IHD) amiodarone should be reserved for 
refractory cases due to its side-effect profile. A 0- 
blocker can limit the episodes of PAF and achieve 
rate control during the episodes as well as being 
beneficial for blood pressure control and left 
ventricle (LV) impairment and is the treatment of 
choice if no contraindications. This patient should of 
course also be anti-coagulated with warfarin. 



A 24-h ECG reveals episodes of paroxysmal atrial 
fibrillation. An echocardiogram shows concentric 
hypertrophy with mild impairment of left ventricular 
function, dilated left atrium and no significant valvular 
pathology. 

Which one of the following would be the anti- 
arrhythmic treatment of choice? 



♦ 


Flecainide 


• 
• 


Bisoprolol 
Digoxin 


'• 


Amiodarone 


• 


Verapamil 
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A 65-year old diabetic man attends the emergency 
department feeling generally unwell, breathless and 
sweaty with chest pain. His diabetes is poorly controlled 
and he had laser therapy for retinopathy last year. He is 
currently away from home, and the hospital he attended 
does not have immediate access to a catheter lab. The 
pain began at 10pm but got much worse around 7am and 
he presents now at around 9.30 am the following day. 
An electrocardiogram (ECG) is obtained as shown 
below: 



The following blood results are obtained: 



Creatinine kinase 
(CK) 



Troponin 



87 U/l (24- 
195) 



1.50(0-0.05) 



You commence a GTN infusion and he has been given 

aspirin by the paramedics. 

Which of the following would be the other most 

important step in this gentleman's immediate 

management? 



♦ 
♦ 



Clopidogrel 

Streptokinase 

Thrombolysis (TPA) 

Abciximab 

Low- molecular weight heparin 
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Thrombolysis (TPA) 

This man appears to have lateral ST elevation 
consistent with a STEMI. As such the optimal 
management in this case because of the absence of 
access to PCI would be thrombolysis. Had there been 
no ST elevation or the ST depression consistent with 
possible posterior infarction, then aspirin, 
clopidogrel and heparin would have been the 
therapy of choice for possible NSTEMI. Due to 
government initiatives, access to acute PCI is in fact 
significantly improving. 



ANG 
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A 75-year-old man is brought to the Emergency 

Department in a collapsed state. He had collapsed in a 

Department store while doing some shopping with his 

wife. An ambulance was called and he was brought to the 

Emergency Department. He had received three direct 

current (DC) shocks on his way to the hospital in the 

ambulance. 

On examination, he is poorly with a blood pressure on 

102/60 mmHg, a weak pulse of >120/min and oxygen 

saturation of 91% on 100% oxygen. His 

electrocardiogram (ECG) reveals torsade de pointes. 

Arterial blood gas analysis reveals that he is 

hypokalaemic. 

Which of the following interventions would you 

immediately consider in this patient? 






Amiodarone infusion 

Magnesium sulphate and potassium infusion 

Sotalol intravenously 

Disopyramide intravenously 

Flecainide intravenously 



ANG 
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Magnesium sulphate and potassium infusion 

Torsade de pointes is a form of ventricular 
tachycardia in which there is usually no difficult in 
recognising its ventricular origin. It has wide QRS 
complexes with multiple morphologies, changing R- 
R intervals and the axis seems to twist about the 
isoelectric line. Appropriate therapy should be begun 
as soon as the rhythm clearly fulfils the criteria for 
torsade. The patient with torsade who is 
haemo dynamically unstable should be treated with 
electrical cardioversion, although where the blood 
pressure is relatively preserved as here, magnesium 
and potassium are first-line therapies. Other 
therapies include overdrive pacing and isoproterenol 
infusion. The management of torsade with group IA 
antidys rhythmic drugs can have disastrous 
consequences. Anti-arrhythmic drugs reported to be 
etiological include class IA agents (eg, quinidine, 
procainamide, disopyramide), class IC agents (eg 
encainide, flecainide) and class III agents (eg sotalol, 
amiodarone). 

FI slfc\>*\ 
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A 51 -year-old man is referred to the cardiology clinic for 
palpitations. The palpitations have been there for 6 
months. He gets palpitations every other day and they last 
for up to a minute. The palpitations are not associated 
with shortness of breath, chest pain, dizziness and there is 
no obvious precipitating factor. His past medical history 
is unremarkable and he is not on any medication. 
On examination, he is comfortable with a blood pressure 
of 1 32/72 rnmHg and pulse rate of 66/min. Apex beat is 
in the 5th intercostal space in the mid-clavicular line and 
the jugular venous pressure is not raised. First and second 
heart sounds are heard, and there is a mid- systolic click 
with a late systolic murmur of grade 2/6 radiating to the 
axilla. Respiration, abdominal and central nervous 
systems are all normal. 
The following results are obtained: 
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Beta-blocker 

Mitral valve prolapse (MVP) affects about 5% of the 
general population and is more common in females. 
This man with mild to moderate MVP will need a 
beta-blocker and echocardiograms every 2-3 years. 
This patient should also be encouraged to engage in 
regular aerobic exercise if possible. Beta-blockade 
with an agent such as bisoprolol is the initial 
treatment of choice for palpitations. Mitral valve 
replacement would only be advised in severe mitral 
regurgitation and left ventricular dysfunction. 
Endocarditis prophylaxis is not required according 
to NICE guidance. 



ECG 



Chest X-ray 



FBC, U/Es, 
LFTs, TFTs 
and lipid 
profile 



24-hour tape 



Echo 



sinus rhythm 



normal 



are within normal range 



sinus rhythm throughout except four 
separate episodes of premature 
ventricular ectopics (PVEs). These 
episodes comprised 4-9 
PVEs/minute 



normal left ventricular function with 
an ejection fraction of 74%. There is 
mitral valve prolapse with mild to 
moderate mitral regurgitation 



Which one of the following is the most appropriate 
initial intervention in this patient? 






* 



♦ 



Mitral valve replacement 
Mitral valvuloplasty 
Beta-blocker 
Coronary angiogram 
Calcium channel blockers 
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A 71 -year-old lady is brought to the emergency 
department by an ambulance because of altered 
consciousness. Her husband gave a history that she had 
not been herself that morning. She had complained of a 
headache and some blurred vision earlier before she 
stopped communicating and her right arm started shaking 
uncontrollably. She has osteoarthritis for which she takes 
ibuprofen 200 mg tid. 

On examination, she is drowsy with a Glasgow Coma 
Scale (GCS) of 13/15. Her blood pressure (BP) is 
220/1 1 5 mmHg, pulse of 8 1/min and regular. Her 
respiratory rate is 20/min and her chest is clinically clear. 
Her jugular venous pulse is just visible, first and second 
heart sounds are heard with no added murmurs. There is 
no focal neurology. 
The following results are obtained: 



ECG 



Chest X-ray 



Fundoscopy 



FBC, U/Es, LFTs, TFTs, 
urinalysis and lipid 
profile 



CT brain 



sinus rhythm with left 
ventricular strain pattern 



Cardiomegaly 



papilledema 



are within normal range 



unremarkable 
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Sodium nitroprusside 

This patient mostly likely has hypertensive 
encephalopathy. Usually this has gradual onset and 
may present with headache, nausea, vomiting, 
confusion and hypertensive retinopathy. The lack of 
focal neurology and normal CT head is reassuring 
with respect to ruling out a cerebral infarct. 
Nitroprusside is the first-line agent for treating blood 
pressure in hypertensive encephalopathy as it is 
delivered IV and can be titrated closely to response. 
Labetalol and long acting calcium channel blockers 
are second-line agents and may be added in if 
necessary. It is vital to avoid agents with potential 
sedative actions such as beta-blockers, clonidine and 
methyldopa, and short acting calcium channel 
blockers as they may worsen ischaemia. 



Which one of the following interventions would you 
immediately start for this patient? 

Sodium nitroprusside 

Nifedipine 

Methyldopa 

Clonidine 



Ramipril 
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A 26-year-old man was admitted to the emergency department 
with acute cardiac failure. Previously fit and well, his past 
medical history was unremarkable. He presented with a three- 
day history of central chest pain, fever and shortness of breath. 
Initially he had generalised muscle pains; he then developed 
chest pain and a cough productive of yellowish sputum. The 
chest pain radiated to his back and the shortness of breath was 
progressive. When he presented, he could not complete a 
sentence in one breath because of breathless. 
On examination, he was dyspnoeic, febrile and sweaty with a 
pulse rate of >100/min, respiratory rate of 32/min and a blood 
pressure was 81/43 mmHg. His jugular venous pressure was 
slightly raised at 4 cm. First, second and a third heart sounds 
were heard producing a gallop rhythm. Respiratory 
examination revealed widespread crackles and scattered 
rhonchi bilaterally. 
The following results were obtained: 
31ood gases on 100% oxygen: 



No.:282 

Intra-aortic balloon pump (IABP) 

This patient, with a likely diagnosis of acute viral 
myocarditis, is in cardiogenic shock. He is 
hypotensive and tachycardic with an elevated 
pulmonary capillary wedge pressure, (>15 mmHg). 
IABP insertion leads to favourable haemodynamic 
changes via aortic counter pulsation and a 
significant symptomatic improvement in heart 
failure. Diuretics are only likely to worsen his blood 
pressure further, as would nitrates. IV fluids will 
further exacerbate LVF. Inotropic support is an 
option, but can increase myocardial oxygen demand 
significantly and lead to a paradoxical deterioration 
in symptoms for some patients. 



pH 


7.50 


P(0 ? ) 


15.0 kPa 


p(C0 2 ) 


3.43 kPa 



Bicarbonate 


23.4mmol/l 


Haemoglobin 


15.8 g/dl 


Mean cell volume 


88.6 fl 


Platelets 


210xlO y /l 


White cell count 


18 x 10 9 /1 - lymphocytosis 


Sodium 


136 mmol/1 


Potassium 


4.1 mmol/1 


Urea 


9.7 mmol/1 


Creatinine 


131 umol/1 


Magnesium 


0.61 mmol/1 


Troponin T 


12.4 units (normal is < 0.01 units) 


ECG 


Sinus rhythm with a right bundle 
branch block at a rate of 143/min 


Chest X-ray 


Enlarged globular heart with evidence 
of pulmonary oedema 


Echocardiogram 


A small perica dial effusion with 
normal left ventricular size but very 
poor global left ventricular function. 
The ejection fraction was 25% 


Pulmonary capillary 
wedge pressure 
(PCWP) 


17 mmHg 



< : T 






Which of the following is the best way to manage his heart 
failure? 

8 

Intravenous (IV) fluids (colloids) 



Inotropic support 
Diuretics 



♦ 



IV nitrates 



Intra-aortic balloon pump (IABP) 
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A 75-year-old man is referred for total hip replacement. 
He has a history of hypertension and angina and suffered 
a myocardial infarction some 8 years earlier. Current 
medication includes atenolol 50 mg daily, ramipril 10 mg 
daily, aspirin 75 mg daily, atorvastatin 20mg daily and 
isosorbide dinitrate 60 mg. Blood pressure at the 
preoperative assessment was 160/80 mmHg but he 
maintains that his readings with the general practitioner 
have been normal. He last had an exercise test some 3 
years earlier and managed 8 min with no significant 
electrocardiogram (ECG) changes. 
Which of the following investigations in addition to 
standard assessment would be most appropriate for 
the preoperative assessment of this patient? 

a 

♦ 



* 



Repeat exercise ECG test 
Routine echocardiogram 
99Tcm MIBI SPECT scan 
Stress echo 
Magnetic resonance angiography 
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Routine echocardiogram 

Routine echocardiogram would add information 
about left ventricular function and point out any 
valvular disease. Given that possible haemodynamic 
changes during total hip replacement, significant left 
ventricle (LV) impairment or valvular disease may 
impact significantly on operative prognosis, routine 
echocardiogram is the answer required here. SPECT 
scanning, repeat exercise ECG, stress echo and 
cardiac MRA may give information about the state 
of his coronary arteries and how he responds to an 
exercise load, but since he has relative stable angina 
these are not as important a set of investigations as 
the echocardiogram, nor as accessible. 



ANG 



F\ 



No.:284 

A 57-year-old man has undergone angioplasty and 
stenting for myocardial ischaemia some 12 months 
earlier. He has presented 3 times since then to the 
Emergency department complaining of atypical chest 
pain. Each time there have been no significant ECG 
changes and his troponin has been normal. 
Localisation of ischaemia is best assessed using which 
of the following investigations? 
(? 



• 



CT coronary angiography 
Trans-oesophageal echocardiogram 
Tissue Doppler Echocardiography 
Thallium perfusion scan 
CT calcium scoring index 
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Thallium perfusion scan 

Dobutamine-atropine stress echocardiography, 
thallium perfusion scanning and myocardial contrast 
perfusion echocardiography are all capable of 
localising ischaemia. Diagnostic angiography 
provides angiographic detail of coronary anatomy 
but will not provide functional information. CT 
calcium scoring is a screening tool for coronary 
artery disease, and tissue Doppler echocardiography 
a tool used for assessing myocardial velocities, not 
routinely used for localisation of ischaemia. Whilst 
trans-oesophageal echo may provide information 
about left ventricular ejection fraction and valvular 
function, this test is however unlikely to be helpful in 
assessing areas of reversible ischaemia. 
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A 3 5 -year-old woman recently arrived in this country 
from Africa, presents with shortness of breath on exertion 
and fatigue. On examination she is neither cyanosed nor 
clubbed and is apyrexial. On examination there is a right 
precordial heave, a wide split second sound and a 
pulmonary flow murmur. Her lung fields are clear. A 
chest x-ray shows cardiomegaly with prominent 
pulmonary arteries. Her ECG shows sinus rhythm and 
partial RBBB. Routine full blood count, liver function 
testing and urea and electrolytes are unremarkable. 
Transoesophageal echocardiography is arranged. 
Which of the following other investigations would you 
also arrange? 

V/Q scan 



♦ 






Right heart catheterisation 
Arterial blood gas measurement 
Pulmonary function testing 



High resolution (spiral) computed tomography of the 



chest 
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Right heart catheterisation 

Patients arriving from developing countries may 
have undiagnosed pathology including conditions not 
commonly encountered in the United Kingdom. Her 
rather non-specific symptoms are compatible with 
cardiac or pulmonary disease. The physical signs are 
in keeping with right-sided cardiac volume overload 
or pulmonary hypertension, but in pulmonary 
hypertension due to pulmonary disease or multiple 
pulmonary emboli, the pulmonary arteries are 
characteristically normal or pruned. The presence of 
a wide (often fixed) split second sound, right bundle 
branch block and prominent pulmonary vasculature 
are suggestive of an atrial septal defect. The absence 
of a temperature or murmurs makes tricuspid 
endocarditis a less likely diagnosis. 

Transthoracic echocardiography may confirm an 
enlarged right ventricle, but the atrial septum is 
often difficult to visualise and for this reason 
transoesophageal echocardiography is usually more 
helpful. Right heart catheterisation will allow 
quantification of the degree of shunting and an 
assessment of whether the defect is suitable for 
closure. In this case, however, the clinical evidence of 
marked pulmonary hypertension suggests that it 
may be too late for this patient. 
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A 58-year-old man presents with central crushing chest 
pain radiating to his left arm. He has a long history of 
smoking and takes ramipril, aspirin and simvastatin for 
hypertension and dyslipidaemia. A few minutes after 
admission he deteriorates with loss of consciousness. On 
examination his BP is 80/50 mmHg and the ECG monitor 
shows he is in VT. You arrange to cardiovert him. Post 
cardioversion his BP recovers to 125/72 mmHg, and he 
receives aspirin and heparin. 
investigations; 



No.:286 



PCI 



Hb 


12.9 g/dl 


WCC 


6.1xl0 9 /l 


PLT 


310x1071 


Na + 


139mmol/l 


K + 


5.2 mmol/1 


Creatinine 


120 umol/1 


Troponin 


5.1 (<0.05) 


ECG 


Inferior ST elevation, pulse 75/min 



Which one of the following represents the most 
appropriate management step? 

IV streptokinase 

IV alteplase 

PCI 

IV bretylium 

IV magnesium 









This man has suffered an acute inferior myocardial 
infarction and a period of ventricular tachycardia. 
As such referral for urgent PCI to relieve ischaemia 
is the management of choice. Given results of recent 
studies, PCI is almost always preferable to 
thrombolysis where available. With respect to anti- 
arrhythmic medication, IV lignocaine given as a 
bolus followed by infusion reduces myocardial 
automaticity and hence is the first choice for 
prophylaxis against a further episode of VT. IV 
amiodarone would be the first choice alternative to 
lignocaine, especially where there is persistent 
hypotension. Hypomagnesaemia may worsen the 
propensity to develop VT; as such, if there is 
reasonable suspicion of hypomagnesaemia such as a 
history of diarrhoea, IV Mg replacement may be 
considered. 
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A 42-year-old man with a history of asthma presents to 
the Emergency room with palpitations and light- 
headedness. He has had 2 previous episodes of asthma 
which required admission to the Intensive Therapy Unit 
and is currently managed on salmeterol fluticasone 
combination therapy 500/50 BD and salbutamol PRN. 
On examination he has a pulse of 160/min, with a BP of 
90/60 mmHg. There are bibasal crackles on auscultation 
of the chest. You try the Valsalva manoeuvre which fails. 
investigations; 



Hb 


13.4 g/dl 


WCC 


5.7xl0 9 /l 


PLT 


301 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.9mmol/l 


Creatinine 


100 umol/1 


ECG 


Supraventricular tachycardia, lateral ST 
depression 



Which one of the following is the most appropriate 
option in this case? 



No.:287 

DC cardioversion 

This patient has an episode of paroxysmal SVT and 
is relatively decompensated, with a systolic of 90 
mmHg and bilateral basal crackles. As such 
electrical cardioversion is the most appropriate 
management option. Given his history, beta blockade 
with sotalol or propranolol is best avoided, as is 
adenosine if possible. This leaves us with amiodarone 
IV as the best option for chemical cardioversion. 
Alternatives to amiodarone include non- 
dihydropyridine calcium antagonists such as 
verapamil. 



♦ 



Sotalol IV 
Adenosine IV 
DC cardioversion 
Propranolol IV 
Amiodarone IV 



ANG 
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A 54-year-old man presents to the Emergency room with 
central crushing chest pain. He is a smoker of 40-50 
cigarettes per day and suffers from hypertension for 
which he takes ramipril lOmg daily. He also uses aspirin 
75mg/day and atorvastatin lOmg. On examination his BP 
is 90/60 mmHg, his pulse is 105/min. He is in gross left 
ventricular failure and has cool peripheries. His ECG 
reveals inferior T wave inversion. 
From the options given below, which parameter fits 
most closely with the clinical history given? 



• 



• 



♦ 



Right atrial pressure lOmmHg 
Cardiac index 1.8 1/min/m 2 
Cardiac index 2.9 1/min/m 2 
Mean arterial pressure 105 mmHg 
Ejection fraction 54% 
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Cardiac index 1.8 1/min/m 2 

This man is in cardiogenic shock and it is therefore 
to be expected that his cardiac index would be below 
2 1/min/m 2 . Additionally there is likely to be back 
pressure consistent with his pulmonary oedema 
which would lead to significantly elevated right atrial 
pressure. Given the degree of cardiogenic shock it is 
highly unlikely that his ejection fraction will be 54%, 
and given his BP is 90/60, mean arterial pressure of 
lOSmmHg is impossible. Management in this 
situation would involve inotropic support with an 
agent such as dobutamine and ideally mechanical 
support with the insertion of an intra-aortic balloon 
pump (TABP). 



No.:289 

A 73 -year-old man is sent to the Emergency room by 
ambulance after a GP home visit. The GP found him to 
be extremely short of breath, with a cough productive of 
rusty coloured sputum. He has herpetic lesions at the 
corner of his mouth. On examination he has right sided 
crackles and bronchial breathing consistent with 
pneumonia. You use the British Thoracic Society 
Community Acquired Pneumonia Severity Score 
("CURB-65") criteria to assess the severity of infection 
with respect to the need for HDU/ITU. 
Which one of the following features would be 
consistent with severe pneumonia by CURB criteria? 
(? 



♦ 



Urea 9.2 mmol/1 
Systolic BP 105 mmHg 
Diastolic BP 65 mmHg 
Presence of x-ray changes 
Raised ESR 
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Urea 9.2 mmol/1 

The British Thoracic Society Community Acquired 
Pneumonia Severity Score ("CURB-65") uses 5 
variables where a point is scored for each one. 

The variables are: 

• confusion (AMT of 8 or less), 

• urea >7 mmol/1, 

• respiratory rate 30/min or greater, 

• systolic blood pressure 90 mmHg or less or 
diastolic BP 60 mmHg or less, 

• age>65. 

A score of 3 is associated with a risk of mortality of 
17% from community acquired pneumonia. For 5 
this rises to a risk of mortality of 57%. 
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A 45-year-old smoker presents to the rapid access clinic 
with a 3 -month history of chest pains on exertion. These 
have been increasing in frequency over the last 3 weeks. 
He has no past medical history and is on no medications. 
On arrival he has a blood pressure of 156/97 mmHg and 
a heart rate of 89/min. Examination reveals no 
abnormality. The resting electrocardiogram (ECG) shows 
normal sinus rhythm with no evidence of left ventricular 
hypertrophy. 
31ood tests show: 



Hb 



WCC 



Platelets 



Na" 



Urea 



Creatinine 



TSH 



Cholesterol 



Glucose 



13.6 g/dl 



4.6 1071 



208 1071 



138mmol/l 



4.9 mmol/1 



5.1 mmol/1 



83 umol/1 



3 mu/1 



5.3 mmol/1 



4.8 mmol/1 
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Referral for myocardial perfusion scanning with SPECT 

This patient has symptoms suggestive of ischaemic 
heart disease. In the context of risk factors for 
ischaemic heart disease (hypertension, 

hypercholesterolaemia, smoking), the clinical 
diagnosis should be confirmed with non-invasive 
functional scanning such as myocardial perfusion 
scanning with SPECT. According to NICE guidance, 
where the diagnosis of coronary artery disease is 
suspected but not confirmed, exercise testing is no 
longer recommended. Any concomitant risk factors, 
such as hypertension or dyslipidaemia should also be 
aggressively managed and he should be strongly 
encouraged to stop smoking. 



Which one of the following is the most important 
intervention to perform next? 

Initiation of antihypertensive therapy with an 
angiotensin-converting enzyme (ACE) inhibitor 



• 
• 



Trial of glyceryl trinitrate (GTN) spray 

Initiation of statin therapy 

Referral for exercise tolerance testing 



Referral for myocardial perfusion scanning with 
SPECT 
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An 82-year-old male is seen in the cardiology clinic with 
a history of dizzy spells on exertion. There is no history 
of associated chest pain or palpitations. He describes a 
couple of episodes when he felt as if he was going to pass 
out. He has a previous history of hypertension for which 
he is treated by his general practitioner (GP) with 
bendrofluazide. On arrival his blood pressure is measured 
at 146/86 mmHg and his heart rate is 65 beats/min. 
Clinical examination reveals a soft systolic murmur over 
the aortic area with no radiation. His resting 
electrocardiogram (ECG) shows sinus rhythm with a PR 
interval of 0.24 ms. Routine blood tests including thyroid 
function tests are normal. A 24 h tape is arranged. 
Which of the following results would be an indication 
for a permanent pacemaker? 






Episodes of junctional rhythms 

Paroxysmal atrial fibrillation with pauses of 2.0 s 



Episodes of Wenckebach phenomenon with no 
associated symptoms 






Episodes of sinus pauses of 2.5 s 



Episodes of type II second-degree block with no 
associated symptoms 
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Episodes of type II second-degree block with no 
associated symptoms 

Indications for permanent pacemaker implantation 
include third-degree block, symptomatic 

Wenckebach phenomenon, asymptomatic type II 
second-degree block, and pauses of >3.0 s. 
Asymptomatic Mobitz type II second-degree block is 
an indication because it is likely to progress to 
complete heart block and or lead to episodes of 
syncope. Operative complications include lead 
displacement, haematomas, infection, and rarely 
erosion of the pacemaker box through the skin. 
Occasionally patients may present with failure of the 
impulse to capture and symptomatic bradycardia. 
Often re-programming alone may be adequate to 
prevent further problems. 
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A 59-year-old lady attends the emergency department 
complaining of severe indigestion-like pain. An 
electrocardiogram (ECG) shows ST elevation in the 
inferior leads. The patient goes for Emergency PCI and is 
then admitted for monitoring in the coronary care unit. 
An hour after PCI she is noted to have a bradycardia that 
does not respond to atropine. Her blood pressure is 
around lOOmmHg systolic. 

Which one of the following would be an indication for 
temporary pacing wire insertion? 

A ventricular rate of 43 beats/min 

The presence of type I, second degree heart block on 
the ECG 

The presence of frequent ventricular ectopics on the 

ECG 
^»» 

The presence of a junctional rhythm with a QRS 
duration of 160 ms 

The presence of first-degree heart block with a PR 
interval of 240 ms 
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The presence of a junctional rhythm with a QRS 
duration of 160 ms 

Bradycardias are quite common in the context of 
inferior myocardial infarctions and they are not 
considered to be of any prognostic significance. This 
is because the right coronary artery, which is the 
commonest culprit artery in inferior myocardial 
infarctions, also gives branches to the sinoatrial (SA) 
and atrioventricular (AV) nodes. A widening QRS 
indicates a more extensive ischaemic territory 
affecting the conducting bundles. Temporary pacing 
wire insertion can be used as a holding measure to 
allow the myocardium time to recover. Bradycardias 
/ heart block in the context of anterior myocardial 
infarction carry a much greater prognostic 
significance and are an indicator of extensive 
infarction. 



FI 
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A 74-year-old male presents to his general practitioner 
(GP) with symptoms of breathlessness on climbing up 
stairs over the last 6 months. There is no history of chest 
pain or palpitations. He is known to suffer from 
hypertension for which he is on amlodipine 5 mg once 
daily. He is a smoker with a 40 -pack year history and is 
obese with a BMt of 32. Blood pressure in the surgery is 
155/85 mmHg, pulse is 80/min and regular. The GP can 
hear a quiet systolic murmur. His resting 
electrocardiogram (ECG) shows evidence of left 
ventricular hypertrophy. The GP refers the patient to the 
cardiology open access echocardiography service. 
Which of the following findings would most point 
towards a non-cardiac cause of the breathlessness 
when the results of the Echocardiogram are 
reviewed? 

The presence of left ventricular hypertrophy 

The presence of right ventricular impairment 



The presence of moderate aortic stenosis 



The presence of a hypokinetic anterior wall of the 
left ventricle 

The presence of moderate mitral regurgitation 






No.:293 

The presence of right ventricular impairment 

The story is suggestive of early onset heart failure. 
This can be a result of uncontrolled chronic 
hypertension (A), valvular heart disease (C, E), or 
ischaemic heart disease (D). The picture of right 
ventricular dysfunction should raise the possibility of 
an underlying respiratory pathology. In someone 
with a heavy smoking history this is most likely to be 
chronic obstructive airways disease leading to 
chronic hypoxia and pulmonary hypertension; 
however chronic thromboembolic disease is another 
possibility. If right ventricular impairment is 
demonstrated, given his BMI, CT pulmonary 
angiography (CTPA) or V/Q scan could be 
considered. 







ANGELS TEAM H* ' 



% * r J- 



PasTest 2012. . . MRCP 2. . . Cardiology 



No.:294 

A 4 5 -year-old lady attends the emergency department 
complaining of palpitations. She describes these as fast 
and regular, of sudden onset and termination. They have 
been present for a number of years but she feels they 
have become more frequent following a chest infection a 
week ago for which she is on antibiotics from her general 
practitioner (GP). She has a past medical history of 
bipolar affective disorder for which she is on treatment. 
On examination in the Emergency department her BP is 
142/72 mmHg, pulse is 70/min and regular. Her chest is 
clear. Electrolytes reveal that her potassium is in the 
normal range (3.9 mmol/1). 

A resting 12-lead electrocardiogram (ECG) shows a QTc 
interval of 0.50 s. A 72hr ho Iter monitor is arranged 
which demonstrates a number of short runs of S VT 
corresponding to the patient's symptoms. 
Which of the following agents can be used safely in 
this case? 



♦ 


Sotalol 


♦ 


Bisoprolol 


♦ 


Procainamide 


• 


Amiodarone 


♦ 


Disopyramide 



ANG 
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Bisoprolol 

A beta-blocker such as bisoprolol can be used for 
suppression of arrhythmias in this case as it does not 
have an effect on the QT interval. In contrast other 
agents such as amiodarone are known to prolong the 
QT interval; this actually increases the risk of 
torsades de pointes ventricular tachycardia and as 
such should be avoided. With an ECG showing long 
QT, she should be given advice to avoid other agents 
which are known to prolong QT such as macro lide 
antibiotics. Additionally, care should be taken to 
keep both her potassium and magnesium in the 
normal range if possible. 
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A 63-year-old male presents to the emergency 
department with a 3 h history of central crushing chest 
pain. His electrocardiogram (ECG) on arrival shows ST 
elevation of 3 mm in the anterior leads consistent with an 
anterior myocardial infarction. He is sent for acute PCI 
and recovers well after angioplasty and stenting, being 
discharged from hospital some 5 days later. Two months 
following discharge from hospital the same patient 
presents to hospital complaining of palpitations and 
dizziness. An electrocardiogram (ECG) shows a broad 
complex tachycardia. Following emergency treatment 
with synchronised DC cardioversion an echocardiogram 
is performed that shows a hypokinetic anterior wall with 
moderate left ventricular impairment. 
Which one of the following is the treatment of choice? 



Amiodarone 200 mg tds 

Automated implantable cardiac defibrillator 

Mexiletine 

Amiodarone 200 mg od 

Sotalol 80 mg bd 



ANG 
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Automated implantable cardiac defibrillator 

The development of late-onset ventricular 
tachycardia following an ischaemic event coupled 
with the finding of left ventricular impairment on 
the echocardiogram is an indication for the 
implantation of an automated defibrillator. Studies 
have demonstrated that this is a superior strategy 
with respect to survival versus long term anti- 
arrhythmic therapy with an agent such as 
amiodarone or the other options listed. 
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A 27-year-old woman who is 24 weeks into her first 
pregnancy is referred by her general practitioner (GP) to 
the cardiology department complaining of palpitations. 
There is no past medical history of note and she is on no 
medications. On examination her BP is 1 15/82 mmHg, 
pulse is 70/min and regular, there is a systolic murmur 
and a fixed splitting of the second heart sound. Her 12- 
lead electrocardiogram (ECG) shows left axis deviation 
with a right bundle branch block. An echocardiogram is 
performed which shows an ostium primum atrial septal 
defect. 
What is the risk to the pregnancy? 

No significant increase in risk compared to the 
general population 

Small risk to the mother, up to 20% chance of 
congenital heart disease to the foetus 






Up to 40% maternal mortality 



No significant risk to the mother, up to 40% chance 
of congenital heart disease to the foetus 

(? . / \^Ji 

Up to 10% risk of maternal mortality, no risk to the 

foetus 
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No significant increase in risk compared to the general 
population 

Atrial septal defects are usually well tolerated, as 
pulmonary hypertension is not usually present at 
childbearing age. However the defect should be 
closed prior to subsequent pregnancies. In the 
presence of Eisenmenger's syndrome the maternal 
mortality is approximately 40% and pregnancy is 
contraindicated, with older maternal age increasing 
the risk of pulmonary hypertension and 
Eisenmenger's. Systolic flow murmurs are common 
in pregnancy; in the absence of structural heart 
disease they do not hold any prognostic significance. 
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A 4 5 -year-old woman presents with breathlessness and 
palpitations. On examination there is a left parasternal 
heave. Her heart sounds are normal and her chest is clear. 
The resting electrocardiogram (ECG) shows atrial 
fibrillation with right axis deviation. An echocardiogram 
confirms dilated right heart chambers. 
The following data are collected during a left and right 
leart catheterisation study: 



Sample site 


Oxygen saturations 

(%) 


Inferior vena 
cava 


62 


Superior vena 
cava 


58 


Right atrium 


78 


Right ventricle 


79 


Pulmonary artery 


80 


Arterial 
saturation 


98 



Which of the following is the most likely diagnosis? 

Atrial septal defect 

a 

Ventricular septal defect 



• 



. 



Patient ductus arteriosus 
Eb stein's anomaly 
Pulmonary stenosis 
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Atrial septal defect 

The findings of a parastermal heave on examination 
in combination with the right axis deviation are 
consistent with right ventricular volume overload. 
The cardiac catheterisation data show a step up in 
oxygen saturations at the level of the right atrium. 
This signifies the presence of a left to right shunt at 
the level of the atrium, making an atrial septal defect 
the most likely diagnosis. The patient should be 
cardioverted to sinus rhythm prior to any 
intervention to close the atrial septal defect. A 
transoesophageal echocardiogram can give sufficient 
anatomical data as to the size and site of the defect. 
It is well worth patients undergoing 
electrophysiological studies prior to any closure 
procedure. These are far easier to perform while the 
defect is present as it provides an easy route into the 
left atrium. Any abnormal pathways predisposing to 
atrial flutter/fibrillation should be considered for 
radio frequency ablation which can be curative. 
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A 2 5 -year-old male presents to the emergency 
department complaining of central chest pain which is 
made worse by coughing and deep inspiration. On 
examination, he has low-grade pyrexia at 37.9l°C. A 
friction rub is heard over the left sternal edge and his 
chest is clear. A 12 -lead electrocardiogram (ECG) shows 
saddle-shaped ST changes. A blood sample is sent for D- 
dimer analysis and is reported as negative. A bedside 
echocardiogram does not detect any significant 
abnormality. 
What is the most likely diagnosis? 

a 






Lower respiratory tract infection 
Myocardial infarction 
Pulmonary embolism 
Atypical pneumonia 
Pericarditis 
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Pericarditis 

This patient presents with symptoms and signs 
consistent with a diagnosis of acute pericarditis. The 
diagnosis can be made based on the triad of chest 
pain, pericardial friction rub and electrocardiogram 
(ECG) changes. A common complication of 
pericarditis is the development of pericardial 
effusion. This can present as breathlessness. An 
echocardiogram is used to confirm this and look for 
evidence of haemo dynamic compromise. High dose 
aspirin or non-steroidal anti-inflammatories are the 
treatment of choice. A number of viruses including 
Coxsachie B, mumps and influenza are recognised as 
possible causes. 
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A 73-year-old female who is known to suffer from peptic 
ulcer disease presents to the emergency department 
complaining of a 6 h history of epigastric pain. She 
initially felt this was a bout of severe indigestion but 
called an ambulance after she started becoming short of 
breath. On arrival in the department her blood pressure is 
100/60 mmHg, heart rate 120/min and she appears 
clammy and sweaty. Her heart sounds are normal and 
there are some basal crackles on auscultation of her chest. 
A 12-lead electrocardiogram (ECG) shows ST elevation 
of 1 mm in leads I and aVL with ST depression of 2 mm 
and a dominant R wave in leads VI - V3 . She undergoes 
urgent PTCA and makes a good initial recovery. One 
week later she re-attends complaining of severe 
retrosternal chest pain that is worse on inspiration. On 
examination she is found to have a low-grade pyrexia. 
There is a pleural rub on auscultation of her chest. A 12- 
lead electrocardiogram (ECG) shows dominant R waves 
in leads VI to V3. A chest X-ray shows cardiomegaly 
with a small left-sided pleural effusion. 
Which of the following is the most likely diagnosis? 






Posterior myocardial infarction 

Viral infection 

Dress ler's syndrome 

Bacterial lower respiratory tract infection 

Pulmonary embolism 
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Dressier' s syndrome 

Dressier' s syndrome usually occurs 1-3 week after a 
myocardial infarction and is characterised by fever, 
pleuritis and pericarditis. It is thought to be an 
autoimmune reaction to myocardial antigens 
released after the infarction. Management is with 
non-steroidal anti-inflammatory drugs, and 
corticosteroids used in resistant cases, particularly 
those where pericardiocentesis has been required for 
drainage of pericardial effusion; in rare cases up to 
1500ml of fluid is recognised to accumulate in the 
pericardial sac. 



ANG 
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A 21 -year-old student presents to the emergency 
department complaining of palpitations. These started 
suddenly an hour ago and she describes them as fast and 
irregular. She has had a couple of short-lived episodes in 
the past but she has not sought medical advice about 
them. On examination she is found to have a blood 
pressure of 105/65 mmHg and a heart rate of 170 
beats/min. A 12-lead electrocardiogram (ECG) shows a 
supraventricular tachycardia with randomly changing 
QRS width. She is cardio verted and suspected to have 
Wolff Parkinson White syndrome. 
Which of the following is the most-appropriate long- 
term management option? 

Amiodarone 



♦ 






Flecainide 
Mexiletine 
Bisoprolol 
Radiofrequency ablation 
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Radiofrequency ablation 

The best long-term management option for Wolff- 
Parkinson-White (WPW) syndrome patients is 
referral for electrophysiological studies and 
radiofrequency ablation of the accessory pathway. 
This can be a curative procedure and is therefore 
preferable to a life of anti-arrhythmic therapy. Out 
of the medical options given amiodarone and 
flecanide have a significant body of evidence in 
prophylaxis against atrial fibrillation in WPW. 
Sotalol is another agent which prolongs myocardial 
refractiveness and may be used in some patients. 
Drugs which act primarily on the AV node such as 
verapamil and adenosine should be avoided as they 
may lead to preferential conduction down the 
accessory pathway and precipitate VF. 



• 
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A 46-year-old lady is diagnosed with advanced breast 
carcinoma. She is seen by the multidisciplinary oncology 
team who advocate a mastectomy with adjuvant 
radiotherapy and chemotherapy. A pre-operative 
echocardiogram is performed and is reported as showing 
a good left ventricle with no significant valvular disease. 
The patient has a successful operation and is started on 
the chemotherapy regime. 

Two months later she complains of a gradual decrease in 
her exercise tolerance. On examination there is mild bi- 
pedal oedema. Auscultation reveals inspiratory crackles 
at the bases of the lungs with reduced air entry on the 
side of the mastectomy. A chest X-ray shows a small 
unilateral pleural effusion. 

Which of the following next steps in management is 
indicated? 

Therapeutic drainage of the effusion 

Conservative management with radiographic follow- 



up 



Repeat echocardiogram 



Imaging of the chest using computed tomography 
(CT) scan 

Full body positron emission tomography (PET) scan 
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Repeat echocardiogram 

The development of symptoms and signs of cardiac 
failure in an oncology patient should raise the 
possibility of cardiomyopathy secondary to 
cardio toxic chemotherapy. A baseline 

echocardiogram should ideally be performed prior 
to embarking on any course of chemotherapy, and 
repeat echocardiograms are indicated if the patient 
develops symptoms during or after the course of 
chemotherapy. Herceptin in particular is recognised 
as being associated with cardiomyopathy. Animal 
studies have suggested that agonism of the Erb-B2 
(HER2) receptor is protective against the 
development of dilative cardiomyopathy; as such 
antagonism may increase the risk of developing the 
condition. 
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A 2 3 -year-old woman presents with worsening shortness 
of breath. Past medical history of note includes 
laparoscopic appendicectomy 6 years earlier, complicated 
by intra-abdominal haemorrhage, laparatomy, multiple 
organ failure and numerous central venous 
catheterisations. She has suffered multiple admissions 
over the past 5 years for cardiac failure and has been 
noted to have pulmonary hypertension on 
echocardiogram. On examination she is apyrexial, BP 
162/90 rnmHg, pulse 90/min. A murmur is heard over the 
left groin. 
investigations; 



Right atrial pressure 


15 rnmHg 


Saturation 


91%inIVC 


Mean pulmonary artery pressure 


38 rnmHg 



What is the most likely underlying cause? 



♦ 



♦ 



Congenital AV malformation 

Patent ductus arteriosus 

ASD 

Iatrogenic AV fistula 

Angiosarcoma 



ANG 
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Iatrogenic AV fistula 

Repeated central venous catheterisation is a rare 
cause of iatrogenic AV fistula. This woman has had 
several attempted central venous catheterisations 
including potentially via the groin, which has led to a 
fistula between the IVC and the iliac artery, with the 
consequence that right sided circulatory pressures 
are significantly increased. The treatment of choice 
is stent repair of the iliac artery which is likely to 
lead to resolution of her symptoms. Significantly 
raised right sided cardiac pressures are also seen as a 
natural rather than iatrogenic phenomenon in 
patients with significant arterio-venous 

malformations. 
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A 73 -year-old man presents to his general practitioner 
(GP) with shortness of breath on exertion. This has been 
getting progressively worse over the last 6 months. He 
has found that he has to prop himself up with three 
pillows to go to sleep and there have been a couple of 
occasions when he woke up in the middle of the night 
with shortness of breath. He denies any history of chest 
pain or palpitations. There is no past medical history and 
he is on no medications. On examination his blood 
pressure is 168/105 mmHg, and his heart rate is 85/min. 
There is a pansystolic murmur on auscultation of his 
heart and bi-basal crackles on auscultation of his chest. 
There is bipedal oedema around his ankles. 
Which of the following findings, if present, would be 
associated with the worst prognosis in this case? 






♦ 



Cardiomegaly on chest X-ray 

Mitral regurgitation on echocardiography 

Ejection fraction of 50% on echocardiography 



Left ventricular hypertrophy on electrocardiogram 
(ECG) 



• 



Serum sodium of 129 mmol/1 



ANG 
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Serum sodium of 129 mmol/1 

This patient presents with symptoms and signs of 
congestive cardiac failure. Given the history, the 
most likely cause for this is left ventricular failure 
secondary to hypertension Cardiomegaly on chest 
X-ray and left ventricular hypertrophy on an 
electrocardiogram (ECG) are to be expected. An 
ejection fraction of 50% is at the lowest end of the 
normal range. Mitral regurgitation is a very 
common finding on echocardiography and is usually 
secondary to dilatation of the left ventricle. Non- 
iatrogenic hyponatremia in the context of 
congestive cardiac failure carries a poor prognosis as 
it is secondary to significant fluid overload. It was 
thought that specific vasopressin antagonists may 
offer a significant prognostic advantage in patients 
with heart failure and marked hyponatraemia, but 
the data so far have proved very disappointing. 
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A 5 5 -year-old lorry driver presents to hospital with 

central chest pain. He describes this as a feeling of 

pressure on his chest that is building up in intensity. On 

arrival in the emergency department he looks sweaty and 

clammy and he vomits once in the resuscitation area. A 

12-lead electrocardiogram (ECG) shows ST elevation in 

the anterior leads confirming an anterior myocardial 

infarction. He is transferred for urgent PCI and then 

moved to the coronary care unit. 

Which of the following rhythms on an 

electrocardiogram (ECG) taken 2 h post-PCI would 

be associated with the worst prognosis? 
*—» 

Ventricular bigeminy 
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Third-degree atrioventricular block 

Complete heart block in the context of an anterior 
myocardial infarction signifies an extensive area of 
infarction and carries a high risk of in-hospital 
death. It is an indication for temporary pacing, and 
permanent pacing is almost invariably required. The 
CARISMA trial monitored patients with acute 
anterior myocardial infarction and reduced ejection 
fraction, and found that high degree AV block was 
the strongest predictor of mortality. Note this is not 
the same study as the CHARISMA trial which 
examined the effect of clopidogrel and aspirin in 
combination on cardiovascular events. 



♦ 



♦ 



Accelerated idioventricular rhythm 
Third-degree atrioventricular block 
Bifascicular block 
Trifascicular block 
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A 25-year-old woman who has recently arrived in the UK 

presents to her general practitioner (GP) complaining of 

intermittent episodes of breathlessness associated with 

palpitations. She describes these as fast and irregular, and 

of sudden onset and termination. There is no associated 

chest pain but she has felt dizzy on a couple of occasions. 

On examination she has a blood pressure of 

125/78mmHg and a heart rate of 86/min. There is a 

diastolic murmur over the apex of the heart and the lungs 

are clear. 

A 12-lead electrocardiogram (ECG) shows sinus rhythm 

with bifid P waves. 

Which of the following agents is the most appropriate 

in this case? 

(5* 



. 



Bisoprolol 

Digoxin 

Amiodarone 

Flecainide 

Mexiletine 



ANfG 
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Bisoprolol 

The finding of a diastolic murmur combined with the 
presence of a bifid P wave (P-mitrale) on the 
electrocardiogram (ECG) points towards the 
diagnosis of mitral stenosis. The episodes of 
palpitations most likely represent episodes of 
paroxysmal atrial fibrillation (AF). A beta-blocker 
can be used as first-line treatment, as it might 
prevent atrial tachyarrhythmias. It will also slow 
down the heart rate in sinus rhythm, thus increasing 
diastolic time and augmenting cardiac output. 
Digoxin is not particularly helpful in paroxysmal AF, 
and amiodarone should be reserved for resistant 
cases. Flecainide is contraindicated in structural 
heart disease. 



No.:306 

A 35-year-old African-Caribbean male presents to his 
general practitioner (GP) with a history of palpitations. 
These occur randomly at rest but there have been 
episodes of fast palpitations on exertion associated with 
dizzy spells. He has had one episode of collapse after a 
game of squash. On examination there is a prominent 
apical impulse. A systolic murmur is heard over the left 
sternal edge on auscultation of the heart and the chest is 
clear. An ECHO reveals septal hypertrophy with a left 
ventricular outflow gradient of 55 mmHg, consistent with 
hypertrophic obstructive cardiomyopathy. A 72hr Ho Iter 
monitor reveals episodes of paroxysmal atrial fibrillation 
and non-sustained ventricular tachycardia. 
Which of the following is most appropriate for 
managing his rhythm disturbance? 

(? 



No.: 306 

Implantable cardioverter defibrillator 

The answer is implantable cardioverter defibrillator. 
This man has already suffered one episode of 
collapse and has documented non-sustained VT on 
his 72hr Holter monitor. He is at significant risk of 
sudden cardiac death related to VT, as such an 
implantable cardioverter defibrillator is the 
management of choice. Small studies in those with 
HOCM and VT show that ICDs have a positive 
impact on reducing the risk of sudden death. If the 
patient refuses an ICD, amiodarone would be the 
most appropriate anti-arrhythmic. 



Metoprolol 

Verapamil 

Digoxin 

Amiodarone 

Implantable cardioverter defibrillator 
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An 81 -year-old lady is admitted to hospital with a 

fractured pubic ramus sustained in a fall. You are asked 

to see her by the orthopaedic team as she has suffered 

increasing breathlessness and left sided pleuritic chest 

pain. She is rather confused and the nursing staff have 

measured her saturations at 94% on oxygen. Her pulse is 

1 10/min and regular and her BP is 1 10/60 mmHg. Her 

chest is clear on auscultation. 

Which of the following tests would be most valuable 

in identifying the cause of the breathlessness? 
^» 

A 12-lead electrocardiogram (ECG) during the 
shortness of breath 



• 



Blood D-dimer measurement 
CT pulmonary angiogram 
Chest X-ray 
Troponin assay 
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CT pulmonary angiogram 

This is a very common clinical scenario. Given this 
patient is likely to be rather inactive given her pubic 
ramus fracture she is at markedly increased risk of 
pulmonary embolus. A 12 lead ECG is only likely to 
be abnormal (right ventricular strain pattern) in the 
presence of a large pulmonary embolus. The same is 
true for the chest x-ray, and troponin assay is only of 
value in excluding ML D-dimers are likely to be 
elevated because of the fracture;, as such they are 
not differentiating in favour of a pulmonary embolus 
in this situation. This leaves us with CT pulmonary 
angiogram as the most appropriate answer. 
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A 55-year-old homeless man is brought into the accident 
and emergency department having been found collapsed 
in an alley. On admission he is unconscious with a pulse 
rate of 50/min and a blood pressure of 1 10/70 mmHg. 
Pupils are equal and reactive and the tone is normal in all 
four limbs. A 12-lead shows an A V junctional rhythm, 
prominent J- waves in the precordial leads and a corrected 
QT interval of 0.64 s. There are no acute ischaemic 
changes. 
: initial blood results are shown below; 



wcc 


4.5 x 10 9 /1 


Hb 


13.6 g/dl 


Urea 


9 mmol/1 (2.5-7.5) 


Creatinine 


120mmol/l(60-110) 


Potassium 


3.2 mmol/1 (3.5-4.9) 


Sodium 


136 mmol/1 (137-144) 


Blood alcohol level 


100 g/dl 


Troponin-I 


Normal 



What is the cause of the prolonged QT interval? 

Hypokalaemia 
Hyperthermia 
Alcohol 
Hypothermia 
Intracranial haemorrhage 
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Hypothermia 

The typical ECG features of hypothermia are J- 
waves, prolonged QT interval and AV junctional 
rhythm. J-waves are positive deflections in the 
terminal portion of the QRS complex and are highly 
sensitive and specific for hypothermia. Although this 
patient's serum potassium is slightly low, the most 
likely cause for the QT prolongation is hypothermia. 
Elevated intracranial pressure, for instance in the 
setting of an intracranial haemorrhage, is also a 
potential cause for QT prolongation and would need 
to be considered along with electrolyte abnormalities 
if treatment of the patient's hypothermia did not 
improve his condition. 
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This is a cardiac catheter study performed on a 10 -year- 
old boy from a travelling family who has been admitted 
on the paediatric take with central cyanosis. 





Pressure 
(mmHg) 


Saturation 

(%) 


Right atrium 


7 


55 


Right ventricle 


110/6 


50 


Pulmonary artery 


20/5 


50 


Left atrium 
(mean) 


9 


99 


Left ventricle 


110/8 


86 


Aorta 


110/80 


75 



What is the most likely diagnosis? 

Eb stein's anomaly 
Ventricular septal defect 
Patent ductus arteriosus 
Tetralogy of Fallot 
Pulmonary regurgitation 



ANG 
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Tetralogy of Fallot 

There is a step down in oxygen concentration 
between the left atrium and left ventricle indicating a 
ventricular septal defect with a right-to-left shunt. 
There is also a pressure gradient between the right 
ventricle and the pulmonary artery indicating 
pulmonary stenosis. In view of these abnormalities 
the diagnosis is most likely Fallot's tetralogy and the 
step down in saturation between the left ventricle 
and aorta, which could theoretically be due to a 
patent ductus arteriosus, is most likely due to an 
over-riding aorta. Unfortunately this patient is too 
old for surgical correction, with the majority of 
patients undergoing corrective procedures by 1 year 
of age. 
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A 48-year-old man is admitted for investigation 
following three episodes of collapse over the past month. 
The episodes were self limiting, each lasting 2-3 min and 
associated with some twitching of the limbs. There was 
no tongue biting or loss of continence and he was not 
confused after the attacks. On examination he has an 
ejection systolic murmur at the right sternal border and 
reversed splitting of S2. His electrocardiogram (ECG) 
shows sinus rhythm with left ventricular hypertrophy and 
strain. Chest X-ray shows an area of calcification 
overlying the cardiac silhouette. 
What is the likely diagnosis? 






Aortic stenosis 
Aortic regurgitation 
Hypertrophic cardiomyopathy 
Coarctation of the aorta 
Aortic sclerosis 
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Aortic stenosis 

The signs of aortic stenosis include: an ejection 
systolic murmur, loudest in the aortic area, which 
radiates to the carotids and axilla; a slow rising, 
small volume pulse; and, in severe stenosis, there 
may be reversed splitting of S2. Aortic stenosis may 
be asymptomatic. Symptoms include syncope, angina 
and dyspnoea although the classical presentation 
with all 3 is only found in 30-40% of individuals with 
aortic stenosis. When symptoms appear, survival 
without surgery is only on average 2-3 years. Sudden 
death occurs in 1-2% of asymptomatic patients per 
year. Causes of aortic stenosis include congenital or 
rheumatic heart disease, bicuspid valve, degenerative 
calcification and hypertrophic obstructive 
cardiomyopathy. In asymptomatic patients the valve 
is usually replaced when the pressure gradient across 
the valve exceeds 50 mmHg. Antibiotic prophylaxis 
is no longer recommended for individuals with valve 
disease according to NICE. 
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An 1 8-year-old woman is brought into the accident and 
emergency department with an abrupt onset 30 min 
previously of severe chest pain. She describes the pain as 
tearing and says it radiates into her jaw. There is no past 
history of cardiovascular disease. The past history is 
significant for primary amenorrhoea. Blood pressure is 
170/1 10 mmHg in the right arm and 145/90 mmHg in the 
left, pulse rate is 120/min regularly regular, and she is 
afebrile. On examination the patient appears in distress 
and you note a diastolic murmur, muffled heart sounds 
and a raised JVP. You also notice that the patient is of 
short stature and has a broad neck. An electrocardiogram 
(ECG) is performed and reveals sinus tachycardia and 
widespread ST depression. A portable chest X-ray is 
performed and reveals a widened mediastinum. You 
suspect aortic dissection. 
What is the likely underlying diagnosis? 

♦ 



• 



• 



Turner's syndrome 
Pseudoxanthoma elasticum 
Noonan syndrome 
Marfan syndrome 
Osteogenesis imperfecta 



ANG 
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Turner's syndrome 

Turner's syndrome is a chromosomal disorder 
resulting from the 45X karyotype. It is characterised 
by short stature, ovarian failure with primary or 
secondary amenorrhoea, webbed neck, cubitus 
valgus, a broad chest with widely spaced nipples, and 
aortic dissection in adulthood. Aortic dissection 
characteristically presents with a very abrupt onset 
of chest pain which differentiates it from the other 
differentials. The mediastinum is widened on the 
chest X-ray in many cases of aortic dissection. 
Around 2/3rds of dissections in Turner's arise in the 
ascending aorta. Epidemiological data suggests that 
the incidence of aortic dissection is many times 
higher for young women with Turner's versus age 
matched controls. The annual incidence is 15/100,000 
years for those<20 years, and is 73-78/100,000 years 
for those 20-40 years of age. This is against an 
incidence of 6/100,000 years for those without 
Turner's syndrome. 






No.:312 

You review a 54-year-old woman who is tired and 
lethargic. She has undergone multiple dental extractions 
during the past few months. There is a past history of 
Sydenham's chorea, but nil else of note. On examination 
you notice subungual splinter haemorrhages and an 
ejection systolic murmur. 

Which of the following represents the best initial 
investigation in this case? 



sites 
♦ 



At least three sets of blood cultures from different 



A transthoracic echocardiogram 
A transoesophageal echocardiogram 
Erythrocyte sedimentation rate (ESR) 
Plasma viscosity 
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At least three sets of blood cultures from different sites 

Three sets of blood cultures from different sites are 
positive in 75% of cases of bacterial endocarditis, the 
suspected diagnosis here. The past history of 
Sydenham's chorea, (a condition associated with 
rheumatic fever) is suggestive of a pre-existing valve 
lesion, the recent dental work providing a vector for 
infection. Streptococcus viridans is the usual 
infecting agent from dental work and is in total 
responsible for around 60% of cases of subacute 
bacterial endocarditis. Staphylococcus aureus is the 
commonest cause of endocarditis in prosthetic valve 
disease, acute infective endocarditis, and 
endocarditis related to IV drug abuse. 
Benzylpenicillin and gentamicin is the treatment of 
choice, this being a circumstance when the 
gentamicin is usually given in divided doses rather 
than the usual practice of once daily dosing. 
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A 54-year-old man with a past history of hypertension 
and smoking presents to the Emergency department. He 
has suffered central chest pain radiating to his back for 2h 
prior to presenting at the emergency department. He is 
hypotensive with a blood pressure of 80/60 mmHg and 
has a pulse of 105/min. There are bilateral basal crackles 
on auscultation of the chest. Electrocardiogram (ECG) 
shows evidence of inferior ST elevation. 
Transoesophageal echocardiogram reveals a double 
lumen in the ascending aorta. 
What diagnosis fits best with this clinical picture? 

a 






Dissecting aortic aneurysm 
Degenerative thoracic aneurysm 
Inferior myocardial infarction 
Anterior myocardial infarction 
Haemop er icardium 
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Dissecting aortic aneurysm 

This patient has central crushing chest pain 
radiating to the back A double lumen is visualised 
on transoesophageal echocardiogram (TOE), 
confirming evidence of dissection. In all likelihood 
this has extended proximally to involve the coronary 
blood supply, leading to ST elevation seen on 
electrocardiogram (ECG). Case series of dissecting 
aneurysms put 5-year survival in the region of 70- 
80% with optimal medical/surgical input in a centre 
of excellence. Aortic dissections which compromise 
the coronary arteries present a particular challenge. 
They are usually managed with an endovascular 
stenting approach but where hypotension and 
ischaemia exist as here, prognosis is particularly 

poor. 



No.:314 



ANG 






A 50-year-old male presents to the emergency 
department with central crushing chest pain, which was 
subsequently confirmed as a myocardial infarction. He 
developed atrial fibrillation 2 days post-myocardial 
infarction (MI) and was digitalised, although he was not 
fully antic oagulated at this point. Six days post-MI he 
banged into a bed and the wall while walking to the 
toilet, and appeared blind although he denied this, 
attempting to describe objects around his bed space. 
Pupillary reflexes were normal. 

Which of the following best describes the lesion that 
has occurred? 

Bilateral occipital lobe infarcts 

Bilateral retinal artery thrombosis 

Bilateral retinal vein thrombosis 
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Bilateral occipital lobe infarcts 



rmaLciai icliiicu aiua 
Bilateral retinal vein uu 
Retinal detachment 
Branch retinal vein occlusion 



This patient has cortical blindness, lacking insight 
into the fact that he is unable to see. Denial of visual 
loss has been described previously as the Anton- 
Babinski syndrome, and indeed visual hallucinations 
are often also reported. The cause in this case is 
likely to be extensive occipital lobe infarcts as a 
result of emboli from his atrial fibrillation. 
Neuroimaging should be urgently performed to 
confirm the diagnosis. The pupillary response in this 
case is preserved. Unfortunately the window for 
immediate treatment with thrombolysis is lost, and 
full heparinisation at this point increases the risk of 
haemorrhagic conversion. He is at high risk of falls 
given his blindness and therefore the case for 
warfarinisation to prevent further embolic events 
should be balanced against this. 
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A 21 -year-old man presents to the emergency department 
having collapsed with palpitations while dancing in a 
night club. He has a past history of cardiac surgery to fix 
a hole in the heart as a child and to fix an abnormal valve. 
On examination in the department his BP is 135/72 
mmHg, pulse is 75/min and regular. He is not in cardiac 
failure. ECG reveals sinus rhythm with a short PR 
interval; in addition there is right bundle branch block 
and a delta wave. 

Which of the following is the most likely diagnosis? 
(? 



• 



♦ 



Eb stein's anomaly 
Lown-Ganong-Levine syndrome 
Uncomplicated SVT 
Amphetamine toxicity 
Thyrotoxicosis 
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Ebstein's anomaly 

This patient has Ebstein's anomaly as evidenced by 
the repair of atrial septal defect and tricuspid valve 
abnormalities as a child. Cardiac problems 
associated with Ebstein's generally result from 
abnormal formation of the tricuspid valve, 
atrialisation of the right ventricle and associated 
defects such as ASD. The condition is rare, probably 
accounting for around 0.5% of cases of congenital 
heart disease. Ebstein's may be associated with 
Wolff-Parkinson- White syndrome as seen here. 
Digoxin and verapamil are not recommended 
treatments for arryrhythmias associated with WPW 
as they may precipitate increased conduction 
through the accessory pathway and worsening of 
tachycardias. Given the patient's age, 
radio frequency ablation of the accessory pathway 
would be preferable to long-term medical therapy. 
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You are called to see a 5 8 -year old man who has had a 
ventricular fibrillation (VF) arrest. He reverts to sinus 
rhythm following the third electrical shock with a 
maintained BP of 1 10/70 mmHg. He is a smoker who has 
significant peripheral vascular disease and stable angina 
and has undergone a femoral-popliteal bypass graft on 
the previous day. 

A post-arrest electrocardiogram (ECG) is available as 
shown: 
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Occlusion of which of the following coronary arteries 
is most likely to be responsible for his presentation? 

Right coronary artery 

Left main stem 

Left anterior descending and circumflex arteries 

Posterior anterior descending artery 

Left circumflex artery 
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Left anterior descending and circumflex arteries 

This man had a cardiac arrest, and was found to be 
in ventricular fibrillation, following an anterolateral 
myocardial infarction. It is not uncommon for 
patients undergoing vascular surgery to have an 
acute coronary event, as a significant number will 
have co-existent coronary artery disease. Due to the 
recent surgery, thrombolysis is contraindicated and 
PCI is likely to be associated with a better outcome 
anyway, he should therefore progress as soon as 
possible to the angiography suite. The fact that he 
has angina, suggests the disease is distal to the left 
mainstem, and the ECG changes fit best with the 
distribution of the LAD and circumflex arteries. 
Patients with left main stem disease often get little 
warning of their impending infarct. 
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A 65-year-old woman is brought to the Emergency 
Department after suffering a collapse in church around 
lhr earlier. She is conscious but complains of central 
chest pain. There is a past history of hypertension for 
which she takes ramipril lOmg daily, and a previous 
myocardial infarction some 2 years earlier. On 
examination her blood pressure is 95/60 mmHg, her 
pulse is 1 50-200 beats per minute. She has bibasal 
crackles on auscultation of the chest. 
31oods reveal; 



K + 


5.4mmol/l 


Na + 


139mmol/l 


Creatinine 


150 micromol/1 


Urea 


8.1 mmol/1 


Hb 


12.1 g/dl 



ECG - see below 



j 
) 



• 
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Which of the following is the most appropriate 
treatment for her? 



. 



• 



Loading with IV amiodarone 
Loading with IV flecianide 
IV adenosine bolus 
DC synchronised cardioversion 
Carotid sinus massage 
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DC synchronised cardioversion 

This woman has chest pain and hypotension. IV 
amiodarone loading, whilst a possible solution is 
likely to take some time and her cardiac status may 
worsen during this period. IV flecanide, whilst likely 
to achieve successful cardioversion is contra- 
indicated due to her previous history of ischaemic 
heart disease. IV adenosine and carotid sinus 
massage may temporarily slow her ventricular rate 
and reveal the underlying atrial flutter but would be 
unlikely to achieve cardioversion. Therefore DC 
synchronised cardioversion would be the treatment 
of choice. 



• 
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A 54-year-old man with a history of hypertension 
managed with indapamide 1.5mg daily, who smokes 40 
cigarettes per day presents to the Emergency Department 
complaining of feeling faint. He has been unwell with 
diarrhoea and vomiting over the past few days. Other 
history of note includes reactive depression after 
separating from his wife, for which he has been 
commenced on amitriptyline. On examination in the 
Emergency room his blood pressure is 1 10/70 mmHg. 
Blood testing in the Emergency department reveals the 
following results: 



Na + 


140 mmol/1 


K + 


3.1 mmol/1 


Creatinine 


170 micromol/1 


Urea 


13.1 mmol/1 



His ECG is shown below; 
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Which of the following is the most appropriate first- 
line treatment? 



Flecainide IV 

Amiodarone IV 

Sotalol IV 

5% dextrose fluid replacement 



Normal saline with potassium and magnesium fluid 
replacement 
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Normal saline with potassium and magnesium fluid 

replacement 

This ECG shows short self terminating runs of 
ventricular tachycardia. Hypokalaemia as a result of 
diarrhoea and vomiting will almost certainly be pro- 
arrhythmogenic. Additionally, significant 

magnesium loss occurs in association with diarrhoea. 
Appropriate fluid replacement to reverse electrolyte 
imbalances is the mainstay of initial therapy. If there 
is no improvement then amiodarone or lignocaine 
would be reasonable next options. Sympatomimetics, 
tricyclic anti-depressants, digoxin, aminophylline 
and caffeine may all increase the propensity to 
develop the condition, as such after the acute event it 
would be sensible to review use of amitriptyline and 
consider either discontinuing it or changing to an 
alternative anti-depressant. 
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A 59-year-old man presents to the Emergency 
Department with profuse sweating and central, crushing 
chest pain. He has a history of smoking 30 cigarettes per 
day and hypertension which is managed with ramipril 
and amlodipine. On examination he is very unwell, with 
BP 70/50 mmHg and a pulse of 22 beats per minute. 
There are no significant murmurs on auscultation of his 
heart; clinically, he is in mild left ventricular failure. His 
CXR reveals no mediastinal widening. 
His ECG is shown below; 







Which of the following is the most likely diagnosis? 

/"** I '4| vQfl *T* 

Complete heart block with anterior myocardial 
infarction 

1 st degree heart block with inferior myocardial 
infarction 

2nd degree heart block with inferior myocardial 
infarction 

2nd degree heart block with anterior myocardial 

infarction 
#-» 

Complete heart block with inferior myocardial 

infarction 



No.:319 

Complete heart block with inferior myocardial 

infarction 

He has an inferior myocardial infarction with clear 
evidence of ST elevation in the inferior leads. 
Additionally there is complete heart block with 
significant circulatory compromise. It is unlikely that 
further atropine would improve the bradycardia 
seen, given that there has been no significant 
response to lmg. The debate is between progressing 
straight to PCI or considering temporary 
transvenous pacing before commencing the 
procedure. Given that the systolic BP is only 
70mmHg, temporary pacing is the prudent next 
option. 
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A 27-year-old man is admitted to the Emergency 
Department from a nightclub. He does not consume 
alcohol but admits to having used amphetamines and to 
having snorted one line of cocaine. He tells you that his 
heart is thumping and he feels faint and light headed. On 
examination he has a blood pressure of 1 1 5/60 mniHg 
and a regular tachycardia of approximately 150 
beats/minute. He is not in cardiac failure. 
His ECG is shown below. 

it ovi ve „ vs 

HI »vf v3 ve 

HHYTMN SKIP. II 
25 —'...-: I r.'.V 

Which of the following is the most likely diagnosis? 



♦ 



• 



Paroxysmal ventricular tachycardia 

Sinus tachycardia 

Multi-focal atrial tachycardia 

Atrial flutter 

AV nodal re-entrant tachycardia 
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AV nodal re-entrant tachycardia 

This is the commonest type of re-entrant SVT, which 
may occur both in young healthy patients and in 
those with structural heart disease. The usual cause 
is the presence of dual AV nodal pathways. Patients 
may present at any time from the teenage years, to 
even as late as the seventh decade. It is likely that use 
of amphetamine and cocaine has precipitated this 
presentation. Calcium antagonists such as verapamil 
are the initial pharmacological therapy of choice, as 
beta blockade may lead to worsening of myocardial 
ischaemia. 
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A 74-year-old woman is brought by ambulance to 
hospital, after feeling faint while praying in church. Her 
friend from the church says that she had a heart attack a 
few years earlier, and has complained of palpitations on a 
few occasions since but has been relatively well, 
although she has fainted on two previous occasions 
recently. Medications include ramipril lOmg daily, 
aspirin 75mg and simvastatin 40mg. On examination she 
has a pulse of 170 beats per minute with a blood pressure 
of 1 10/75 mmHg. There are no signs of left ventricular 
failure. 
Her ECG is shown below: 
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Which of the following is the most likely diagnosis? 

Ventricular tachycardia 






SVT with right bundle branch block 

Sinus tachycardia 

Atrial fibrillation with right bundle branch block 

SVT with left bundle branch block 
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SVT with right bundle branch block 

The ECG fits a pattern consistent with RBBB, and 
her relatively preserved circulation makes 
ventricular tachycardia less likely. It is possible that 
she has been in RBBB for a significant period of 
time. Her presentation on this occasion may be due 
to a further episode of acute myocardial ischaemia, 
although it may also fit a pattern of multiple episodes 
of paroxysmal SVT. Flecanide should not be used in 
this situation with a history of previous ischaemic 
heart disease, and verapamil can lead to a significant 
reduction in cardiac output, as such these are best 
avoided, with synchronised DC cardioversion the 
most appropriate treatment option 
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A 62-year-old woman with a history of type 2 diabetes 
presents feeling faint, sweaty and unwell. She is currently 
managed with metformin lg PO BD and ramipril lOmg 
daily. On examination she looks unwell and has a blood 
pressure of 100/60 mmHg. Her chest x-ray shows left 
ventricular hypertrophy and bilateral interstitial 
shadowing consistent with pulmonary oedema. The 
admission ECG is shown below. The nurse has already 
given her 300mg soluble aspirin. 




She undergoes acute angioplasty and makes a good 
recovery. Her HbAlc is measured at 8.0%. 
What additional therapy should you commence for 
blood glucose control? 






Basal bolus insulin 
Pioglitazone 
Repaglinide 
Long acting Insulin 
Gliclazide 
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Gliclazide 

Whilst the DIGAMI-1 study appeared to show a 
survival advantage when insulin was initiated post 
myocardial infarction, this was not confirmed in the 
DIGAMI-2 study. Some problems were however 
identified with the DIGAMI-2 study, in that a 
substantial proportion of the control group were 
insulin users. In spite of this, a post-hoc analysis of 
insulin patients in the DIGAMI-2 study 
demonstrated an increased risk for myocardial 
ischaemic events. Further data from the ACCORD 
and VADT studies has suggested increased risk of 
cardiac death when very tight glycaemic control is 
targeted. This was not however reflected in the 
ADVANCE study which utilised sulphonylureas. 
Pioglitazone may cause fluid retention and should be 
avoided in the immediate period post MI, a specific 
caution is given for patients with a past history of 
ischaemic heart disease. Repaglinide is most useful in 
the early period after diagnosis of diabetes, 
particularly when post prandial hyperglycaemia is a 
problem. This leaves gliclazide as the most 
appropriate choice. 
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A 2 5 -year-old man presents with excruciating central 
chest pain radiating to his back. This began suddenly a 
few hours earlier while he was playing in a game of 
basketball with friends. Previous medical history of note 
includes lens dislocation and problems with lax, 
dislocatable joints, including his shoulders and patellae. 
On examination in the Emergency room the blood 
pressure in his left arm is significantly lower than the 
right, and he is complaining of some strange feelings and 
loss of power in his right arm and leg. BP is 150/90 
mmHg in the right arm and 1 10/70 mmHg in the left arm. 
A slice from his thoracic CT scan is shown below; 




Which of the following is the most likely diagnosis? 

Abdominal aortic aneurysm 
Dissecting thoracic aortic aneurysm 
Left pleural effusion 
Pneumonia 
Ruptured oesophagus 
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Dissecting thoracic aortic aneurysm 

The clinical history, coupled with filling defect seen 
on the contrast CT examination, and left pleural 
effusion fits well with this diagnosis. It is likely from 
the points in his past medical history that we are 
given that he has Marfan 1 s. We know that he is 
relatively young from the date of birth marked on 
the CT scan; if he didnt have a condition increasing 
the risk of dissecting thoracic aneurysm, like 
Marfan' s, presentation at this age would be highly 
unusual. Blood pressure control is vitally important 
in achieving a good prognosis for patients with 
dissecting aneurysm, and IV labetalol would be the 
agent of choice to control blood pressure in this case. 
It is an effective negative inotropic agent, which 
reduces cardiac contractility. Sodium nitroprusside 
is a useful additional adjunct, but would be avoided 
in this case as there are concerns about cerebral 
perfusion Where beta blockade is unsuitable, then 
calcium channel antagonists, particularly non- 
dihydropridines such as diltiazem would be a logical 
alternative. 



F 



ANGELS TEAM H 







PasTest 2012. . . MRCP 2. . . Cardiology 



No.: 324 

A 79-year-old woman attends the cardiology clinic 
complaining of recurrent syncopal attacks. She has had 
two severe fainting episodes when she felt her heart was 
beating slowly. Although she had a myocardial infarction 
10 years earlier she has been relatively well since, and is 
currently taking ramipril 1 Omg daily and 
bendroflumethiazide 2.5mg daily. On examination she 
has a blood pressure of 130/80 mmHg with a pulse of 
70/min, although there are regular dropped beats. 
Her ECG is shown below; 
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Which of the following is the most appropriate 
management for her? 

Atropine IV 



• 



Isoprenaline IV 

Reassurance and discharge from the clinic 



See in 6 months with a 24hr holter monitor before 



clinic 



Referral for permanent pacemaker 
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Referral for permanent pacemaker 

This patient with Type 2 second degree block is at 
significant risk of progression to complete heart 
block Her syncopal attacks are almost certainly 
related to the ECG changes seen here. Optimal 
management is therefore referral for permanent 
pacing. If she were managed with digoxin, beta- 
blockers or calcium antagonists, then 
discontinuation of these therapies or dose reduction 
would be an appropriate strategy before moving to 
permanent pacing, although the absence of these 
medications in this case, would leave progression to 
permanent pacing as the most appropriate option. 
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A 50-year-old man with a history of hypertension 
presents to the Emergency department with central chest 
pain which came on while he was playing squash and 
lasted for approximately 35 minutes. He had one 
previous episode 3 months earlier while using a cross 
trainer at the gym, he did not seek medical advice. His 
only current medication is atenolol 50mg PO daily. 
His ECG is shown below; 




He is admitted and managed with subcutaneous low 

molecular weight heparin, aspirin and bed rest. There is 

no further chest pain and his ST depression appears to be 

partially resolved, but a 12hr troponin is raised at 3.5 

Hg/L 

Which of the following represents the optimal 

management in this case? 



♦ 



Inpatient limited exercise test 

Plan routine angiography within 3 months 

Arrange for inpatient angiography 

Treat with streptokinase 

Treat with TPA 
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Arrange for inpatient angiography 

The T wave inversion seen on ECG, raised troponin 
and cardiac chest pain put this patient into the 
NSTEMI category. As such he is at very high risk of 
a farther NSTEMI or STEMI. Whilst he has had no 
further chest pain inpatient angiography with 
angioplasty +/- stenting where appropriate would 
significantly reduce the risk of farther events. He 
should of course also be aggressively managed to 
statin and blood pressure control targets. 



F 
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A 62-year-old man presents with central crushing chest 
pain radiating to his left arm. He has a history of 
hypertension, hypercholesterolaemia and Type 2 diabetes 
and is managed with ramipril lOmg daily, atorvastatin 
40mg, metformin lg BD, glargine insulin 40U daily. 
3 months earlier he presented to the Emergency room 
with an anterolateral NSTEMt and received a drug 
eluting stent. 

On examination he has a BP of 148/90mmHg, pulse 
78/min regular and looks pale and sweaty. 
Investigations: 



Hb 


14.0 g/dl 


WCC 


5.8xl0 9 /l 


PLT 


295 xl0 9 /l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


130 umol/1 


ECG Inferior 


ST elevation 



You take him to the cardiac catheterisation lab for further 
intervention. Which of the following is the most likely 
cause of his symptoms? 






Stent thrombosis / blockage 
New myocardial infarction 
Worsening angina 
Coronary artery dissection 
Pericarditis 



No.: 326 

New myocardial infarction 

The ST elevation seen on ECG is inferior territory; 
hence the changes seen are most likely to be 
representative of a new myocardial infarction. This 
patient has Type 2 diabetes and a previous 
myocardial infarction, which puts him at significant 
risk of further events. Management of choice would 
be angioplasty and stenting if required. Data also 
suggests that post-stenting in patients with Type 2 
diabetes, dual anti-platelet therapy should be 
continued for approximately 1 year. 
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A patient presents complaining of shortness of breath. 
His blood gas measur ements are: 



KCQ 2 ) 



PiOi) 



pH 



HCO, 



7.2 kPa 



9.1 kPa 



7.33 



29 mmol/1 



Lung function results show: 


RV 


120% 


TLC 


110% 


KCO 


70% (as a percentage of the expected 
values) 



Which of the following diseases is most likely to 
correlate with the above results? 



• 



Emphysema 
Asthma 
Cystic fibrosis 
Interstitial lung disease 
Lymphangi omyomatos i s 



No.: 1 
Emphysema 

Emphysema gives a chronic C0 2 -retaining picture, 
with an increased residual volume (RV) and slightly 
high total lung capacity (TLC) and high RV/TLC 
percentage indicative of obstructive lung pathology. 



No.: 2 



& 



A patient with known bronchiectasis grows fully 

sensitive Pseudomonas aeruginosa in their sputum for 

the first time. This associated with a deterioration in his 

breathlessness. 

Which of the following antibiotics would be most 

suitable as first-line treatment? 



• 



IV ticarcillin plus IV gentamicin 
IV ceftazidime 
IV gentamicin 
Intravenous Colistin 
Nebulised Colistin 



No.: 2 

IV ceftazidime 

Standard treatment is with a third generation 
cephalosporin such as ceftazidime, meropenem, or 
aztreonam, used in combination with gentamicin if 
required. Nebulised treatments such as 
aminoglycosides and colistin can be used for 
prevention of a flare-up of a patient colonised with 
Pseudomonas aeroginosa and their use as 
prophylactic therapy has been shown to imporove 
lung funtion in patients with cystic fibrosis, but this 
not adequate as a treatment of acute infection. 
Pseudomonas aeroginosa is resistant to Amoxicillin. 
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A high-resolution thoracic CT of a patient complaining 
of shortness of breath shows patchy ground-glass 
shadowing. However, there is much movement artefact. 
What would be the best test to confirm restrictive 
lung disease due to a parenchymal disorder? 



♦ 






CT in expiration phase 

FEV! 

Arterial blood gas 

Chest X-ray 

KCO 



No.: 3 
KCO 

Restrictive lung diseases are characterised by 
reduced lung volume, either because of an alteration 
in lung parenchyma or because of a disease of the 
pleura, chest wall, or neuromuscular apparatus. The 
transfer coefficient will be reduced in patients with 
interstitial lung disease. With the presence of an 
abnormal CT, despite the fact that it is of poor 
quality, this would be enough evidence to suggest the 
diagnosis. Without the presence of a CT lesion, a 
normal KCO would merely rule out significant 
restrictive lung disease as a cause, with the abnormal 
CT seen here, abnormal KCO is useful supporting 
evidence for an underlying parenchymal disorder. 
The forced expiratory volume in 1 s is used for 
establishing obstructive lung disease. CXR and 
arterial blood gas estimation may be normal if 
restrictive lung disease is not severe. CT in expiration 
phase is useful for showing air-trapping in COPD. 



No.: 4 



•A 



A 24-year-old asthmatic on PRN salbutamol inhaler and 
budesonide 200 jig inhaler twice a day is not well 
controlled and needs his treatment stepping up. 
Which of the following would be recommended 
according to current BTS guidelines? 




. 



* 



♦ 



Add in oral cromoglicate 

Increase the budesonide to 800 fig 

Add oral theophylline (modified release) 

Add formoterol inhaler 

Add tiotropium 



No.: 



Add formoterol inhaler 



Cromoglicate is only effective for asthma prophylaxis 
by inhalation 3-4 times a day. The standard dose of 
budesonide is 100-400 ug, the high dose is 0.8-2mg. 
Before using a high dose steroid a long acting beta 
agonist should be tried. Formoterol is a long acting 
beta-2 agonist and should be added regularly in the 
next step up of the BTS guidelines. If there is no 
response this can be discontinued. Theophylline 
would be added in if asthma is not controlled after 
trying high dose inhaled steroids. Tiotropium is a 
long acting antimuscarinic licencsed for maintenance 
treatment for COPD. 
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A patient complaining of chronic nocturnal cough and 
wheeze is investigated for asthma. 
Which of the following tests, if positive would be most 
useful in differentiating a rare cause of his symptoms 
rather than a common one such as asthma? 

Neutrophil count 






HRCT 

FEVi and FVC measurements 

IgG 

ANCA 



No.: 5 

ANCA 

The presence of antineutrophil cytoplasmic antibody 
(ANCA) helps to rule out the Churg-Strauss 
syndrome (found in 70% of cases), which is similar to 
asthma and an important differential diagnosis since 
the treatment is different. The other stems wouldn't 
be as useful for differentiating between likely 
potential diagnoses. The eosinophil count and IgE 
level can be raised in both asthma and allergic 
bronchopulmonary aspergillosis (ABPA). Computed 
tomography (CT) in expiration phase shows air- 
trapping and can be seen especially in severe 
asthmatics. High-resolution computed tomography 
(HRCT) is only useful when looking for 
bronchiectasis in patients with ABPA. Although the 
forced expiratory volume in 1 s (FEVi) and forced 
vital capacity (FVC) are non-specific in terms of 
diagnosis, they are useful in disease monitoring. 



No.: 6 

The following spirometry results (KCO 60%, 
FEVx/FVC = 90%) are most likely to be seen in which 
one of the following diseases? 



♦ 



Sarcoidosis 

Severe kyphoscoliosis 

Muscular dystrophy 

Pneumonectomy 

Bronchiectasis 



No.: 6 

Jp£ |W| 

Sarcoidosis 

A FEVx/FVC of 90% indicates a restrictive cause. All 
the above diseases cause a restrictive pattern, except 
bronchiectasis which can result in an obstructive 
pattern. Only sarcoidosis would reduce the transfer 
coefficient as there is damage to the alveolar cells 
themselves. 
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A thoracic HRCT shows bilateral centrally dilatated 
thickened airways with signet rings. 
Which of the following tests would be most useful for 
confirming the suspected diagnosis? 



• 


IgE 


♦ 


IgG 


♦ 


ANCA 




ANA 


♦ 


C3 and C4 



No.: 7 



IgE 



The HRCT changes described are classical of 
proximal bronchiectasis. The diagnosis is therefore 
allergic bronchopulmonary aspergillosis (ABPA). 
The total IgE will be raised in ABPA especially 
during a flare-up. IgG can be low in bronchiectasis 
secondary to hypogammaglobulinaemia. 

Antineutrophil cytoplasmic antibody (ANCA) is 
useful for diagnosing the Churg- Strauss syndrome. 
ANCA, antinuclear antibody (ANA) and 
complements C3 and C4 could help to determine the 
cause of bronchiectasis if secondary to a connective 
tissue disorder if the lung disease has presented 
before the systemic features of the CTD. The 
treatment is more aggressive in these cases therefore 
it is important to know the underlying cause where 
possible. 



No.: 8 

A 16-year-old patient presents with bilateral crackles and 
clubbing. He also has problems with chronic diarrhoea 
and he has difficulty maintaining his weight. 
Which of the following results is most closely related 
to the underlying diagnosis? 






Corrected Ca 1.8 mmol/1 
Eosinophils 2.0 x 10 6 /1 



A high number of macrophages on bronchoalveolar 
lavage 

IgE 1200 ug/1 

Inadequate pancreatic enzyme production 
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Inadequate pancreatic enzyme production 

The clinical signs could be the result of cystic fibrosis. 
Cystic fibrosis gene leads to defective chloride 
secretion and increased sodium absorption across the 
airway epithelium which can result in bronchiectasis 
and deficient pancreatic exocrine function. High IgE 
and eosinophil levels are significant for asthma or 
allergic bronchopulmonary aspergillosis (ABPA), 
which would, however, not cause the clubbing. A 
raised calcium level (above 2.1 mmol/L) could be due 
to sarcoidosis which could cause the above signs. A 
high number of macrophages are often seen in 
smokers' lungs and are therefore a non-specific test. 
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A known asthmatic is admitted to A&E with wheeze and 
shortness of breath, she is not yet showing signs of 
fatigue. She is given continued nebulised salbutamol, 
intravenous steroids and high-flow oxygen. As the 
medical SHO you are asked if giving intravenous 
magnesium is appropriate. 
According to the BTS guidelines which of the 
following would count against giving the intravenous 
magnesium? 

Patient is 16 years old 






Serum magnesium concentration is not known 
Patient has a heart rate of 120 beats/min 
Patient is on oral theophylline 
Patient has a respiratory rate of 22 breaths/min 



No.: 9 

Patient has a respiratory rate of 22 breaths/min 

The British Thoracic Society (BTS) guidelines say 
that 50% magnesium sulphate at 1.2-2 g (4-8 mmol) 
over 20 minutes can be given intravenously to a 
patient with severe asthma not responding to inhaled 
bronchodilator or who has severe life-threatening 
asthma. The respiratory rate would be over 25 
breaths/min in patients with severe asthma who was 
not yet showing signs of fatigue. 



No.: 10 

A 6 5 -year-old man with known COPD comes to see you 
at the respiratory clinic. He has been a smoker for 40 
years and previously worked in the docks at 
Southampton. He has experienced no increase in his 
sputum volume or any change in its colour. On 
examination, he is pursed lip breathing but managing 
complete sentences. His BP is 140/70 mmHg, pulse 80 
bpm and regular, Sp(0 2 ) 93% o/a, respiratory rate 18 
breaths/min; temperature 37 °C. Examination of his 
chest revealed a widespread wheeze with coarse 
crepitations heard in the L mid-zone. FEVi :FVC ratio in 
the clinic today was 69%. 

What is the most useful investigation in establishing 
the diagnosis? 

Repeat spirometry 



No.: 10 

High-resolution CT thorax 

Patients with longstanding chronic obstructive 
pulmonary disease (COPD) often develop localised 
areas of bronchiectasis because of progressive 
damage to the lung tissue. It is important to 
distinguish between this and fibrosis (secondary to 
asbestos exposure) in the absence of infective 
processes so that adequate treatment can be 
employed. The most useful investigation is therefore 
a CT scan. Repeat spirometry or chest X-ray would 
add nothing to the management. 






♦ 



Chest X-ray 
V:Q scan 

High-resolution CT thorax 
Full blood count 
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An 82-year-old lady living in her own home presents 
with a 3 -day history of confusion as noted by her carer. 
She has had a purulent cough for several days. She has 
never smoked. Her other health problems include 
controlled hypertension, osteoarthritis and venous leg 
ulcers which limit her mobility. She attends a day 
hospital 3 days a week, where two other patients have 
recently been treated for pneumonia with atypical 
features according to the general practitioner (GP), 
although you have no further details regarding this. On 
examination she is mildly confused and drowsy with 
mild pyrexia of 37.8°C. Chest examination is abnormal. 

Her chest X-ray shows left lower lobe consolidation. 

What is the most likely causative organism? 

Streptococcus pneumoniae 
Legionella pneumophilia 



♦ 



♦ 



Mycoplasma 

Staphylococcus aureus 
Haemophilus influenzae 



•A 
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Streptococcus pneumoniae 

Streptococcus pneumoniae is the commonest cause of 
community-acquired pneumonia in the elderly. 
Bacteraemic Streptococcus pneumoniae pneumonia 
is the number one cause of mortality in community - 
acquired pneumonia, representing up to 70% of all 
deaths. Legionella and other atypical pneumonias are 
much less common in the elderly compared to 
younger patients. Aspiration pneumonia is more 
common in the elderly and should always be 
considered as an alternative diagnosis, though this 
patient has no particular risk factor for this. Elderly 
patients may present atypically, complaining less 
frequently of respiratory symptoms, headache, and 
myalgias, and are more likely to have absence of 
fever and altered mental status on admission. Age is 
independently associated with fatal outcome and the 
risk of complications of a stay in hospital is also 
significant in her case. There exists the fairly recently 
described entity of a€oehealth-care acquired 
pneumoniaa€ (HAP), which in the context of elderly 
patients has largely been studied in nursing home 
residents, and which might be considered as a 
possibility here given the day hospital attendance. 
One recent study of aetiology of HAP in the very 
elderly found as causal organisms S. aureus, gram 
negative pathogens, S. pneumoniae and pseudomonas 
in descending order of frequency. In this lady's case 
however, as she is not a hospital in-patient, she is 
relatively more likely to have a commoner 
community-acquired pathogen but attention should 
be paid to the possibility of these other less likely 
hospital-acquired causes especially in the event of 
failure to respond to treatment or of course 
confirmation of particular organisms in other day 
hospital patients with pneumonia. 
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A 5 6 -year-old lady is admitted for an elective hernia 
repair under the general surgeons. Of note in her past 
medical history is hypertension, for which she takes 
bendrofluazide 2.5 mg od. She is an ex-smoker of 4 
years. Two days after the operation, the lady's condition 
deteriorates and the surgeons ask for your advice. When 
directly questioned she denies any cough but feels mild 
breathlessness and fatigue. Her appetite is also 
depressed. On examination her temperature is 38°C; 
blood pressure (BP) 135/90 mmHg; pulse 140 beats per 
minute; oxygen saturation 91% on air. Examination of 
the chest demonstrates coarse crepitations at the left 
lower zone with a dull percussion note. Abdominal 
examination is unremarkable. The operation scar looks 
clean with no signs of infection. Chest X-ray (CXR) 
reveals an ill-defined mass in the left lower zone in an 
area of consolidation. The opacity contains an air -fluid 
level. 



What is the most likely diagnosis? 

Aspiration pneumonia 
Left lower lobe collapse 
Pulmonary embolus 
Lung abscess 



. 



♦ 



•A 



Pleural effusion 



No.: 12 
Lung abscess 

All of the possibilities could account for deterioration 
post-operatively, but the clinical findings together 
with the chest X-ray (CXR) findings suggest lung 
abscess to be the most likely complication following 
the general anaesthetic. An air-fluid level is 
characteristic of a lung abscess. A contrast-enhanced 
computerised tomography (CT) scan would show the 
abscess more clearly. 



"'J, 
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A 40 -year-old single male carpenter presents to casualty 
with a three- week history of increasing shortness of 
breath. He is a lifelong non-smoker. Temperature on 
admission is 38.2°C. On auscultation of his chest he has 
bilateral inspiratory crepitations. The chest X-ray is 
reported as showing no acute changes. You ask him to 
walk the length of the ward holding a portable pulse 
oximeter, and note that his oxygen saturation begins to 
fall rapidly 



ABG 


on air 


pH 


7.36 


p(o 2 ) 


8.0 kPa 


P(C0 2 ) 


5.1 kPa 


HC0 3 


20.1 



Which of the following represents the most likely 
underlying diagnosis in this case? 

♦ 






bacterial pneumonia 

fibrosing alveolitis 

Pneumocystis jiroveci pneumonia (PCP) 

pulmonary oedema 

pulmonary embolism 



No.: 13 

Pneumocystis jiroveci pneumonia (PCP) 

Pneumocystis jiroveci pneumonia (PCP) is most 
commonly seen related to immunodeficiency in 
patients who are HIV positive. The fact that he 
desaturates on a walk test is typical of this condition, 
as are the clinical signs which are much more 
prominent than x-ray changes. Incidence is highest 
when the CD4 lymphocyte count falls below 100 per 
mm 3 . Diagnosis is via sputum to look for cysts of 
PCP or via bronchioalvelolar lavage fluid if sputum 
is negative. Treatment is with cotrimoxazole given 
either orally or intravenously, alternatives include 
pentamidine. After one episode of infection, patients 
should be maintained on prophylactic cotrimoxazole 
to prevent further acute episodes. 



,,j 



ib 



No.: 14 

A 67-year-old obese man with known chronic 

obstructive pulmonary disease (COPD) presents via 

ambulance. He is drowsy and his wife is unable to rouse 

him. 

You arrange a chest X-ray and blood gases: 



pH 


7.2 | 


Pa(C0 2 ) 


8.7 kPa 


Pa(0 2 ) 


6.3 kPa 


HC0 3 (measured) 


3 1 mmol/1 



Which of the following best describes the blood gas 
results? 

Mixed metabolic and respiratory acidosis 
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Partially compensated respiratory acidosis 

This is a partially compensated respiratory acidosis, 
characterised by raised p a (C0 2 ), decreased pH and 
raised serum bicarbonate. Exacerbation of COPD is 
a common cause. Pneumonia or abnormalities of the 
thoracic cage, such as those related to spina bifida 
may also be responsible. In compliant patients, non- 
invasive positive pressure ventilation (NIPPV) may 
be an option. Alternatives include doxapram, a 
central respiratory stimulant. These would be 
combined with appropriate antimicrobial therapy. 
Unfortunately, many patients with COPD are 
unsuitable for invasive ventilatory techniques. 



Metabolic acidosis 

Respiratory acidosis 

Partially compensated respiratory acidosis 

Metabolic alkalosis 
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A 65-year-old patient presents with increased shortness 
of breath (SOB) to the respiratory outpatient clinic. He is 
a farmer, a smoker, and has two daughters with asthma. 
There was obvious wheeze and coarse end- inspiratory 
crackles on examination of the chest. A chest X-ray 
shows diffuse non-specific changes consistent with lung 
disease. 

Which would be the next most appropriate 
investigation? 



♦ 



Peak expiratory flow rate (PEFR) 
Spirometry and reversibility 
Serum precipitins 
Bronchoalveolar lavage 
CT thorax 



No.: 15 

Spirometry and reversibility 

This man either has asthma, chronic obstructive 
pulmonary disease or farmer's lung. Precipitating 
antibodies will show evidence of exposure to 
actinomycetes but may not necessarily indicate 
disease. Spirometry and reversibility would be the 
investigation of choice. A restrictive defect would 
support a diagnosis of farmer's lung; an obstructive 
defect with reversibility would support a diagnosis of 
asthma, respiratory obstruction without reversibility 
would support a diagnosis of COPD. Management of 
farmer's lung involves avoidance of exposure to hay 
moulds. High-dose steroid therapy may be useful in 
initial resolution of symptoms. 



No.: 16 

A 70 -year-old farmer is admitted with a 4 -day history of 
feeling increasingly short of breath. He tells you he was 
kicked by a cow and was laid up with a swollen leg 
before the symptoms started. On examination there is 
extensive bruising and haematoma around the left knee, 
the leg is more swollen than the right. He has bilateral 
basal crackles and occasional wheezes on inspiration, 
blood pressure (BP) 110/80; pulse is 105 and regular, 
saturations 89-91% on pulse oximetry. Chest X-ray 
reveals nil of note. 

Which of the following represents the best treatment 
choice for this man? 



♦ 



♦ 



♦ 



♦ 



Oral prednisolone 
Anticoagulation 
Intravenous furosemide 
Nebulised salbutamol 
Penicillin iv 



No.: 16 
Anticoagulation 

We are presented here with a patient who has had a 
blow to the knee, a period of inactivity and now has 
hypoxia with circulatory compromise with no signs of 
severe asthma or heart failure seen on examination or 
X-ray. Given the differential leg size, pulmonary 
embolus is the most likely diagnosis and 
anticoagulation the treatment of choice. He may well 
also have other lung disease related to his farming 
occupation which accounts for the wheezes and 
crackles heard on auscultation. 
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A 24-year-old patient is admitted with acute asthma. pH 
is 7.35, p a (0 2 ) is 7.1kPa, and p a (C0 2 ) is 5.1kPa. She has 
generalised wheeze and poor air entry on clinical 
examination and looks tired. She normally takes 
beclomethasone 500 lug bd for her asthma. 
Which of the following would be the most 
appropriate next management step? 

Back to back salbutamol nebulisers and admission 
to the medical ward 

Back to back salbutamol nebulisers, IV 
corticosteroids and admission to the medical high- 
dependency unit (HDU) 



♦ 



♦ 



Intravenous hydrocortisone 



Nebuliser therapy and later discharge from the 
Emergency Department 

Addition of long-acting p-agonists to her therapy 



No.: 17 

Back to back salbutamol nebulisers, IV corticosteroids 
and admission to the medical high-dependency unit 
(HDU) 

Respiratory muscle fatigue and acidosis are known to 
worsen established hypoxia and lead to a vicious 
circle of further muscle weakness. As such early 
admission to the medical HDU should be considered. 
It is likely this patient will rapidly need ventilatory 
support +/- intubation. Long-term she is likely to 
require the addition of long-acting |}-agonists to her 
therapy. A combination inhaler such as 
salmeterol/fluticasone (seretide) may be the most 
effective way to deliver the two drugs together. 



No.: 18 

A 46 -year-old man presents with a persistent dry cough 
and shortness of breath. There has been a history of 
fatigue over the past few months and he has recently lost 
his job. On examination there are diffuse crackles on 
auscultation of the lung fields. He also has a nodular rash 
on his shins. Chest X-ray reveals bilateral hilar 
enlargement. There is a diffuse increase in globulins. 
Which of the following represents the best initial 
therapy for this patient? 



• 



♦ 



Oral prednisolone 
Oral methotrexate 
Chemotherapy for myeloma 
Bronchoscopy to look for mycobacteria 
Oral azathioprine 



No.: 18 

Oral prednisolone 

This patient has sarcoidosis, a chronic granulomatous 
disorder of unknown origin, characterised 
histologically by the presence of non-caseating 
granulomas. Work up involves chest X-ray and 
biopsy of easily accessible affected tissue. 
Corticosteroids, namely oral prednisolone remain the 
initial mainstay of treatment, though methotrexate or 
hydroxychloroquine may be added as steroid sparing 
agents. Most patients achieve remission within 2 
years. 
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A 28-year-old man is referred from the infertility clinic. 
He has a past history of recurrent sinusitis and 
bronchiectasis. Chest X-ray (CXR) displays 
hyperinflated lung fields with shadowing at the lung 
bases, it also appears to be mis-labelled with 
inappropriate left and right markers. Sweat test reveals a 
sodium concentration of 50 mmol/1. 
What is the diagnosis that fits best with this clinical 
picture? 






Bronchiectasis 
Cystic fibrosis 
Immotile cilia 
Situs inversus 
Kartagener's syndrome 



No.: 19 

Kartagener's syndrome 

This is primary ciliary dyskinesia associated with 
recurrent sinusitis, bronchiectasis and azoospermia. 
The CXR is correctly labelled and this patient has 
situs inversus with transposition of the major organs. 
The mainstay of treatment for bronchiectasis is 
appropriate self-physio with postural drainage. Some 
physicians advocate the use of rotating antibiotic 
therapy, however this is associated in many cases 
with multi-drug resistance. Cystic fibrosis is 
diagnosed when the sweat test reveals a sodium 
concentration of >60 mmol/1. 



No.: 20 

A 64-year-old woman is referred with worsening chronic 
pulmonary disease (COPD). She smokes five cigarettes 
per day. Her exercise tolerance is only a few yards 
around the home now. FEV1 (forced expiratory volume 
in 1 s) is now only 38% of predicted. 
Which of the following represents the most 
appropriate intervention for this patient? 

Give regular ventolin 



• 
• 



♦ 



Give bd inhaled beclomethasone 
Give prn ipratropium 



Give regular low-dose inhaled fluticasone and 
inhaled long-acting p-agonist 

Give regular high-dose inhaled fluticasone and 
inhaled long-acting p-agonist 



No.: 20 

Give regular high-dose inhaled fluticasone and inhaled 
long-acting p-agonist 

This patient has severe COPD. Recent studies have 
demonstrated that high dose combination therapy 
with fluticasone and long-acting P-agonist therapy 
may slow deterioration in FEV1, Low-dose 
fluticasone, beclomethasone, ipratropium and 
ventolin have no impact on deterioration of lung 
function. The TORCH study showed a reduction in 
exacerbations with respect to dual LABA, inhaled 
steroid therapy and was published in 2007. It did 
however show that risk of pneumonia was increased 
in the treated group. 
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A tall 23 -year-old man presents to the Emergency 

Department for review. He has a past medical history of 

recurrent shoulder dislocation. He complains of sudden 

onset left sided pleuritic chest pain. There is evidence of 

reduced air entry on the left hand side and a 'click' on 

auscultation. 

What diagnosis fits best with this clinical picture? 






Pneumothorax 
Pulmonary embolus 
Pneumonia 
Costochondritis 
Viral pleurisy 



No.: 21 
Pneumothorax 

This patient is tall and thin with a history of joint 
dislocation The suspicion is that he may have 
Marfan' s disease and they symptoms are suggestive 
of pneumothorax. Management is determined by 
appearance on chest X-ray and response to air 
aspiration Where patients have failed air aspiration, 
chest drain insertion is the next therapy of choice. 



•A 
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A 43 -year-old solicitor with breast carcinoma presents to 
the A&E department complaining of a cough and 
shortness of breath, associated with fever and sharp chest 
pain. She has only recently finished her last 
chemotherapy treatment course. She is currently on no 
treatment and has no allergies. She has no other 
significant past medical history. One examination, she is 
dyspnoeic and tachypnoeic at rest and has a fever of 
39°C. Pulse oximetry shows her oxygen saturations to be 
90%. Examination of her chest shows a dull percussion 
note in the right upper region of the lung associated with 
increased vocal resonance and, on auscultation, 
bronchial breathing can be heard in the same area 
associated with coarse crackles. An urgent CXR and 
routine blood are requested. In order to confirm the 
suspected diagnosis, the patient undergoes a 
transbronchial biopsy. The specimen stains with Gomori 
methenamine silver and hematoxylin & eosin stains. 
What would be the diagnosis in this patient, based on 
all of the above? 



f? 
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Secondary lung tumour 
Tuberculosis 
Invasive aspergillosis 
Pneumocystis jiroveci pneumonia 
Sarcoidosis 
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Invasive aspergillosis 

Aspergillus is a fungus transmitted to humans via 
inhalation. Hence, it primarily affects the lungs, 
causing five main syndromes: asthma, allergic 
bronchopulmonary aspergillosis (ABPA), 

aspergilloma, invasive aspergillosis and extrinsic 
allergic alveolitis (EAA). Asthma is a type -I 
hypersensitivity reaction to fungal spores whereas 
ABPA is a type-Ill hypersensitivity reaction to 
Aspergillus fumigatus. An aspergilloma is a fungal 
ball within a pre-existing lung cavity that may have 
resulted from tuberculosis, sarcoidosis or other 
necrotizing pulmonary process. It is usually 
asymptomatic but may cause cough, torrential 
haemoptysis and fever. Invasive aspergillosis 
typically manifests with fever, cough, dyspnoea and 
pleuritic chest pain in patients with prolonged 
neutropenia or immunosuppression, such as that 
which occurs after chemotherapy. The CXR in 
invasive aspergillosis shows consolidation and the 
patient has rapidly progressing and worsening 
hypoxaemia. This CXR appearance progresses 
despite the use of broad-spectrum antibiotics. The 
definitive diagnosis of invasive aspergillosis depends 
upon the demonstration of the organism in tissue. 
Haematoxylin and eosin (H&E) stain does not stain 
most of the fungi, except the Aspergillus species and 
the zygomycetes. In Pneumocystis jiroveci 
pneumonia the typical chest X-ray appearance shows 
a diffuse central alveolar or interstitial infiltrate, 
although it may appear normal in early disease. 
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A 16-year-old male is bought to the casualty department 
by his parents who are concerned about the cough and 
fever that he has developed. The onset of the cough was 
about 5 days ago and over this time it has progressively 
worsened. The patient is also producing purulent sputum 
and complains of feeling short of breath. He is otherwise 
well and is not on any medication. On examination, he 
has a fever of 39°C and is visibly tachypnoeic. 
Examination of the chest shows reduced expansion on 
the right side associated with a reduced percussion note 
and bronchial breathing on auscultation. In addition to 
bloods, a CXR is taken, the results of which are 
compatible with and confirm the clinical findings. 
What is the most likely cause of this patient's 
symptoms? 
<? 
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Staphylococcal pneumonia 
Mycoplasma pneumonia 
Legionella pneumonia 
Haemophilus influenzae pneumonia 
Pneumococcal pneumonia 
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Pneumococcal pneumonia 

Despite appropriate antimicrobial therapy, 
pneumococcal pneumonia remains a cause of 
significant mortality, owing to the ability of the 
organism to replicate in host tissues. Young children 
and elderly adults are particularly prone to infections 
with Streptococcus pneumoniae. This organism is 
also the commonest cause of community acquired 
pneumonia. Clinical symptoms of this condition 
include fever and rigors, malaise, anorexia, cough, 
shortness of breath, production of purulent sputum 
and pleuritic chest pain. Clinical signs include 
tachycardia, hypoxia, fever, tachypnoea, signs of 
pulmonary consolidation (diminished expansion, 
dullness to percussion, bronchial breathing and 
increased tactile fremitus). CXR classically shows 
lobar consolidation. The CXR in staphylococcal 
pneumonia shows a bilateral cavitating 
bronchopneumonia, in Mycoplasma pneumonia a 
bilateral patchy consolidation is seen, in Legionella 
pneumonia bibasal consolidation is characteristic, 
and Haemophilus pneumonia is characterised by 
alveolar infiltrates in a patchy or lobar distribution 
In general, Haemophilus influenzae infections are 
rare in patients over the age of 6 years, unless 
immunocompromised. 
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As the medical registrar, you are asked on the phone by 
your novice house officer to review a 36 -year-old 
asthmatic who had been admitted with a severe attack of 
asthma requiring ventilation for 24 hours. The patient is 
now off the ventilator but the house officer is concerned 
about a sign she has elicited. On the basis of the house 
officer's clinical findings, you order a CXR before 
seeing the patient. This shows extensive cutaneous 
emphysema, in keeping with your suspicions. 
What was the sign elicited by the house officer? 

Midline shift of trachea on palpation 

Palpable crepitations 

Hyperresonant percussion note 

Bronchial breathing on auscultation 

Pleural rub on auscultation 
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Palpable crepitations 

Surgical emphysema, also known as subcutaneous 
emphysema, is a pathological accumulation of air or 
gas in the subcutaneous tissues of the body. It is a 
rare condition, but it can occur from air tracking 
from the lungs (pneumothorax), from trauma 
(pneumomediastinum, mechanical ventilation) or, 
rarely, a rupture of the oesophagus. However, it can 
also occur from the production of gas within a tissue 
by an infection such as in gas gangrene. It causes a 
crackling sensation felt on palpation of the skin of the 
neck and chest but it may also cause a diffuse 
swelling of the chest wall and neck 
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An 1 8-year-old male attends his GP complaining of 
fever and a productive cough present for 2 weeks. He 
initially thought it was flu but the symptoms have been 
getting worse and not better. He is concerned since he is 
the main breadwinner at home for his elderly parents, 
who have just returned from a trip to India. On further 
questioning, he admits to having lost his appetite 
recently, and at night-time, suffers from terrible 
sweating, drenching the bed sheets. On the basis of the 
history and his clinical examination, the GP suspects a 
diagnosis of tuberculosis. An urgent referral is made to 
the local chest clinic to confirm the diagnosis, and tests 
confirm that the diagnosis is correct. The patient is 
commenced on standard treatment for pulmonary 
tuberculosis. 

Which of the following is NOT a correct association 
of the antituberculous drug and its side effect? 
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Rifampicin and basophilia 
Isoniazid and hepatitis 
Isoniazid and optic neuritis 
Ethambutol and optic neuritis 
Pyrazinamide and sideroblastic anaemia 
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Rifampicin and basophilia 

The standard medical treatment of pulmonary 
tuberculosis consists of an initial phase of 2 months 
on rifampicin, isoniazid, pyrazinamide and 
ethambutol. This is followed by a further 4-month 
continuation phase on isoniazid and rifampicin only. 
There are some combination preparations that may 
also be used but this depends on their availability. 
Prior to treatment, it is imperative to stress the 
importance of compliance. Also, both liver and renal 
function should be assessed prior to commencing 
therapy. Visual acuity, colour vision and visual fields 
should also be tested, preferably by an 
ophthalmologist, both before and during treatment 
with ethambutol since ocular toxicity may occur. 
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A 5 5 -year-old man presents to his GP with his wife 
complaining of 3-4 months of increased shortness of 
breath, irritability and daytime somnolence. The patient 
is a known smoker of a pack a day. He reports no other 
medical problems and is not on any medication. Clinical 
examination shows the patient to have a BMI of 22, with 
mild peripheral oedema and cyanosis. The patient is 
tachypnoeic. Examination of the chest shows 
hyperinflation with the use of accessory muscles of 
respiration and quiet breath sounds. Pulse oximetry 
shows a pa(0 2 ) of 94%. Appropriate investigations are 
initiated for the patient, including lung function tests 
which show non-reversible obstruction and air trapping. 
Additionally, the patient is referred to the sleep disorders 
unit of the nearest specialised ear, nose and throat 
hospital where arterial blood gases show a chronic 
respiratory acidosis. 
The results of the sleep study are below: 



&COa) 







Time (overnight) 



What is the most likely diagnosis for this patient's 
symptoms? 

Obstructive sleep apnoea 



• 



Pickwickian syndrome 



Chronic obstructive airways disease (CO AD) and 
nocturnal hypoventilation 

Chronic obstructive airways disease (CO AD) and 
simple snoring 

Narcolepsy 
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Chronic obstructive airways disease (COAD) and 
nocturnal hypoventilation 

COAD patients commonly suffer from nocturnal 
oxygen desaturation which is not usually caused by 
sleep apnoea. Sleep-related hypoxaemia can result in 
the patient reporting morning headaches and 
daytime somnolence. The diagnosis is made via 
overnight home monitoring with a pulse oximeter 
which shows dramatic falls in saturation levels that 
occur during REM sleep. Pickwickian syndrome is 
the combination of severe obesity, a plethoric face 
and obstructive sleep apnoea causing hypoxia and 
hypercapnia resulting in marked daytime 
somnolence. It is named after the 'fat and red-faced 
boy in a state of somnolency' as described in the 
novel The Pickwick Papers by Charles Dickens. 
Narcolepsy is a neurological disorder characterised 
by a sudden and uncontrollable, though often brief, 
compulsion to sleep sometimes accompanied by 
cataplexy and sleep paralysis. 



J 



t> 




ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 27 

A 30-year-old man who is fit and well is admitted with 
sudden onset shortness of breath associated with a sharp 
chest pain made worse with coughing that began 
suddenly as the patient was working on his computer. He 
is fit and well and is not on any medication. His BP is 
145/70 mmHg and his pulse is 70/min and regular. After 
clinical examination of the patient, a CXR is requested, 
which confirms the presence of a pneumothorax. 
Which of the following signs would be LEAST likely 
to have been elicited during the clinical 
examination/initial investigations? 

a 



♦ 



Deviation of the trachea 

Unilateral reduced expansion 

Saturation of 97% on air 

Localised hyperresonant percussion note 

Unilateral absent breath sounds 
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Deviation of the trachea 

A pneumothorax is air in the intrapleural space that 
may result in a partial or total collapse of the lung. 
Often a pneumothorax is spontaneous and this type is 
more likely to occur in young thin men. A secondary 
pneumothorax is more likely to occur in the presence 
of an underlying lung disease. Patients may be 
asymptomatic or they may present with sudden onset 
of shortness of breath and pleuritic chest pain. The 
classical signs of a pneumothorax on clinical 
examination of the chest include: reduced expansion 
on the affected side, hyperresonant percussion note 
and diminished breath sounds. A deviated trachea 
(away from the affected side) is usually seen more in 
a tension pneumothorax. Subcutaneous emphysema 
may also occur with a pneumothorax and is 
characterised by skin crepitations on palpation. 



•A 






J 



& 




ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 28 

A 63 -year-old man was brought to the casualty 
department by a 'blue light' ambulance after having been 
found at home by his daughter. It transpires that the 
daughter had gone out for 1 5 minutes and upon her 
return had discovered her father collapsed but conscious, 
apparently having coughed up blood. She does not live 
with her father so was not aware of any recent health 
problems that her father had but she knew that he was on 
medication for blood pressure and his heart. She recalls 
that her father was complaining of some retrosternal 
discomfort earlier and that he was slightly more short of 
breath than usual. She reports that he is known to have 
had a heart attack 6 months previously. The ambulance 
men have initiated volume replacement and protected the 
airway. In the casualty department, clinical examination 
shows the patient to be dyspnoeic and tachypnoeic, with 
a raised JVP. Appropriate bloods are obtained and fluid 
replacement continued. An ECG is obtained which 
shows non-specific ST-T wave abnormalities. 
Unfortunately, shortly after his arrival in the casualty 
department his condition deteriorates and he has a 
cardiac arrest. He is resuscitated and transferred to the 
ITU where he is ventilated but his condition continues to 
deteriorate. 
What is the most likely diagnosis for this patient? 









Haemothorax 

Acute pulmonary embolus 

Left ventricular failure 

Acute respiratory distress syndrome ( ARDS) 

Fat embolus 
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Acute pulmonary embolus 

Pulmonary embolism (PE) is an often fatal 
complication of underlying venous thrombosis in the 
legs or pelvis. Microthrombi break oft" and pass 
through the heart before lodging in the pulmonary 
circulation. The classical triad of symptoms of PE — 
haemoptysis, shortness of breath and pleuritic chest 
pain — occur in less than a fifth of patients 
eventually diagnosed with PE. Massive PE causes 
hypotension due to acute right heart failure. Left 
ventricular failure can occur after an acute 
myocardial infarction but this patient's symptoms 
(specifically haemoptysis) and the ECG changes are 
not suggestive of this diagnosis. A haemothorax 
typically occurs in the context of trauma whereas 
ARDS may be caused by lung injury or may occur 
secondary to a systemic illness. Fat embolism occurs 
following trauma to the long bones or pelvis, 
following parenteral lipid infusion or recent 
corticosteroid administration. 
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A 54-year-old Asian female had undergone an aortic 
valve replacement 3 months previously. Subsequently, 
she had developed a keloid scar at the site of the incision 
associated with retrosternal discomfort. She presented to 
casualty with a wound infection at the incision site and 
was admitted by the surgical team for removal of the 
sternotomy sutures. The surgical registrar made a referral 
of the patient to the medical team since at 6 days post 
procedure the patient developed right pleuritic chest pain 
with a temperature of 38°C which did not respond to 
amoxicillin. A CXR was performed which showed a 
raised right hemidiaphragm and a right hilar mass (also 
seen on the lateral film). Two days after starting 
antibiotic therapy, the patient also developed dorsal back 
pain for which a CT scan of the thorax and a CT scan of 
her thoracic spine was performed.. The result of the 
chest CT scan confirmed the hilar lymphadenopathy as 
well as showing a mass within the right psoas muscle. 
The CT scan of her mid-thoracic spine showed the 
destruction of the body and the process of T8. She goes 
onto have a bone scan which identifies several 'hot 
spots'. 
What would be the unifying diagnosis in this patient? 



♦ 






Metastatic carcinoma, unknown primary site 
Pott's disease 
Multiple myeloma 
Septic arthritis of the spine 
Systemic candidiasis 
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Pott's disease 

Pott's disease is also known as tuberculous 
spondylitis and is one of the oldest diseases to afflict 
mankind. It is usually secondary to an extraspinal 
source of infection, primarily from the lungs or the 
mediastinal glands through the blood stream. The 
classical symptoms of tuberculosis of the spine are 
pain, rigidity, deformity, cold abscess and paraplegia 
(following vertebral collapse). Although any vertebra 
may be involved, it is usually the lower thoracic and 
upper lumbar vertebrae that are affected. Patients 
also report constitutional symptoms, including fever 
and weight loss. In this patient, she had tuberculosis 
of the lung which had spread to her spine. Although 
upper lobe involvement is most common, tuberculosis 
can be found in any part of the lung. 
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A 45-year-old patient complains of shortness of breath, 

he has suffered some problems with collapse of his nasal 

bridge over the past few months. He is a non-smoker, 

has no past medical history and is not on any 

medications. 

He performs lung spirometry: 



Forced expiratory volume in 
1 second (FEVi) 


80% predicted 


Forced vital capacity (FVC) 


65% predicted 


Total lung capacity (TLC) 


70% predicted 


Lung CO transfer factor 

(T LC0 ) 


120% predicted 
factor 


CO transfer coefficient 

(Kco) 


120% predicted 
coefficient 



Which of the following diagnoses would best fit these 
results? 

(? 

Pulmonary haemorrhage 

Pneumonectomy 
Left-to-right shunt 
Sarcoidosis 
Neuromuscular defect 
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Pulmonary haemorrhage 

The spirometry is a restrictive picture (FEVi/FVC > 
80%). This suggests that there is a restrictive cause to 
the shortness of breath such as haemorrhage, 
sarcoidosis, pneumonectomy or reduced work of the 
respiratory muscles due to a neuromuscular defect. 
Pulmonary haemorrhage would be a cause of 
increased Kco in this picture and hence is the most 
likely diagnosis, fitting with the collapse of the nasal 
bridge. 
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A 25 -year-old patient presents with shortness of breath 
on exertion over the past month. He has no symptoms of 
cough or wheeze. He has no past medical history. He is a 
smoker of 10 pack-years. 
He has spirometry showing the following results: 



FEVi 



FVC 



Residual volume (RV) 



llco 



60% predicted 



78% predicted 



115% predicted 



68% predicted 



| i<^o 67% predicted 

Which of the following diagnoses would best fit the 
above results? 

Asthma 

Emphysema 

Lymphangitis carcinomatosis 

Thoracic cage deformity 

Slowly expanding pneumothorax 
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Emphysema 

The spirometry shows an obstructive picture with 
raised RV, suggesting air trapping. He also has 
reduced alveolar function, suggesting a lung 
parenchymal cause. It is unlikely to be asthma given 
the short history and poor spirometry; it is more 
likely to be a rapidly progressive disease such as 
emphysema in a smoker with a 1 -antitrypsin. All 
patients under the age of 35 years presenting with 
COPD should have their a 1 -antitrypsin tested. His 
symptoms do not suggest someone with bad asthma. 
Lymphangitis carcinomatosis, thoracic cage 
deformities and a pneumothorax would give a 
restrictive pattern. 
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A 45 -year-old woman complains of shortness of breath, 
occasional fevers and mild weight loss, all getting worse 
over the past months. She does not complain of a cough 
but remembered that she had coughed once and 
produced a twig-shaped mucoid sputum mass. She has 
no haemoptysis. She has no past medical history and is 
on no medications. Her chest X-ray reveals bilateral, 
perihilar, dense airspace shadowing. She went on to have 
a HRCT of her thorax, which showed a 'crazy paving' 
pattern of extensive, dense, white infiltrates. Her 
spirometry was a restrictive pattern with reduced total 
lung capacity. She also had a bronchoscopy and lavage, 
which revealed periodic acid-Schiff (PAS)-positive 
proteinaceous fluid and elevated levels of surfactant 
proteins A and D. 
What is the most likely diagnosis? 

Chronic pulmonary eosinophilia 

Sarcoidosis 

Extrinsic allergic alveolitis 

Pulmonary alveolar proteinosis 

Pneumocystis jiroveci infection 
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Pulmonary alveolar proteinosis 

Pulmonary alveolar proteinosis (PAP) is a rare 
diffuse lung disease in which the alveolar sacs become 
filled with protein-rich fluid that characteristically 
stain for PAS, a protein derived from surfactant. It 
usually affects people aged 20-60 years who have no 
previous lung disease, women more frequently than 
men. It can be primary or secondary , the latter being 
related to infections with, for example, Pneumocystis 
jiroveci or atypical mycobacteria, or to 
immunosuppressants, organic dusts and 

haematological malignancy. It usually presents with 
shortness of breath and mild constitutional 
symptoms. Diagnosis is based on bronchial lavage or 
biopsy with PAS-positive stains and increased 
presence of surfactant proteins A and D. HRCT 
shows a classic picture of dense infiltrates, often 
referred to as crazy paving. Spirometry shows a 
restrictive pattern with reduced lung capacity and 
reduced carbon monoxide diffusion. Most patients do 
not require treatment unless their shortness of breath 
is disabling. Treatment is by washing the alveoli out 
with salt solution. This can be done by bronchoscopy 
or under general anaesthesia through the trachea. If 
both lungs need washing then they are done about 5 
days apart. The number of washings depend on 
symptoms. The prognosis is good. 
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An HIV-positive patient with CD4 count of 50 cells/mm 3 
is admitted with sudden onset shortness of breath and a 
dry cough. His oxygen levels drop after exercise. He has 
not been taking his medications recently. 
Which of the following statements about him is most 
likely to be true? 

His chest X-ray is likely to show an effusion 

Auscultation of the lungs will probably reveal mild 
crackles and wheeze 

The cause of his presentation is picked up on blood 
culture in about 10% of cases 

First-line treatment is oral prednisolone 
*-» 

This presentation commonly occurs in patients with 

a CD4 count > 200 cells/mm 3 
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Auscultation of the lungs will probably reveal mild 
crackles and wheeze 

Clinically he is infected with Pneumocystis jiroveci, 
which often presents with a dry cough in HIV- 
positive patients and other immunosuppressed 
patients, particularly after organ transplantation and 
prolonged use of immunosuppressants and when the 
CD4 count is very low as here. On examination there 
is often tachycardia and tachypnoea, and there may 
be signs of cyanosis; however, the chest may even 
reveal no abnormality on examination in some 
patients. The chest X-ray may reveal bilateral hilar 
infiltrates or even cysts, but the pleura is rarely 
involved. If there is significant infiltration then 
crackles will be found on auscultation. Diagnosis is 
from pulmonary secretions or lung biopsy, looking 
for organisms using immunofluorescence or 
methenamine silver staining. The first-line treatment 
is with co-trimoxazole but prednisolone is added if 
the oxygen level is < 8 kPa. 
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A 30 -year-old woman presents with sudden -onset 
shortness of breath and chest pain. She had a similar 
episode earlier in the year. At that time she had a chest 
X-ray taken and had a needle inserted into her lung, 
which relieved the problem. Last year she had shortness 
of breath associated with 'fluid on her lung', which was 
drained off, and she was told to eat a low-fat diet. She 
has no other past medical history and is not on any 
medications. 
What is the most likely diagnosis? 

Histiocytosis 

n 

Tuberous sclerosis 

Neurofibromatosis type 1 

Recurrent Pneumocystis jiroveci infection 

Lymphangioleiomyomatosis 



• 
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Lymphangiolei omyomatos i s 

Lymphangioleiomyomatosis is a rare idiopathic 
disease, affecting women of reproductive years. It is 
characterised by infiltration of immature muscle cells 
into the bronchiolar and alveolar walls. This results 
in destruction of the airways, cyst formation and 
progressive decline in lung function. Typical 
radiological findings are of interstitial lung disease, 
recurrent pneumothoraces and chylous effusions. 
Treatment is lung transplantation. Patients are asked 
to avoid taking the oral contraceptive pill, pregnancy 
and long-haul flights. Conservative management 
includes progesterone supplements but the response 
is variable. Management of pneumothorax and 
chylous effusions is standard. If this occurs in men 
then tuberous sclerosis should be considered. 
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A 50 -year-old male smoker presents to A&E with 
sudden-onset shortness of breath. He is an office worker 
and has not done much physical activity recently. 
Which would suggest the lowest risk of underlying 
pulmonary embolus? 

He has a sinus tachycardia, right-axis deviation, 
clear lung fields on chest X-ray and is hypoxic 

He has had surgery to an inguinal hernia 3 weeks 



He is under investigation for a testicular malignancy 



♦ 



On examination he has a clear chest, tachypnoea, 
cyanosis, and an episode of haemoptysis 

He has a history of ischaemic heart disease, 
complains of left-sided chest pain and has clear lung 
fields on chest X-ray. 
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He has a history of ischaemic heart disease, complains of 
left-sided chest pain and has clear lung fields on chest X- 
ray. 

All the clinical histories described in stems A to D 
would be associated with medium to high risk of 
pulmonary embolus. Stem E is least suggestive of 
underlying pulmonary embolic disease. Negative D- 
dimer testing may be helpful in discounting 
pulmonary embolus where the clinical history is not 
suggestive of the condition 
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An HIV-positive patient is admitted acutely unwell with 
shortness of breath initially only on exertion, but now 
present even at rest. He should be taking his 
antiretroviral medications and monthly pentamidine 
nebulisers, owing to an antibiotic allergy. However, 
recently he says that he has not had time to come to the 
clinic. His chest X-ray shows bilateral air-space 
shadowing and his arterial blood gas on air shows p0 2 
7.9 kPa, pCO 2 and5.0kPa. 
What treatment would you choose for him? 






♦ 



Intravenous co-trimoxazole 

Nebulised pentamidine 

Intravenous pentamidine with prednisolone 

Intravenous cefotaxime and oral clarithromycin 

Dapsone and trimethoprim 
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Intravenous pentamidine with prednisolone 

The patient probably has an allergy to co-trimoxazole 
and has a CD4 count less than 200, so needs monthly 
pentamidine nebulisers. If he has not been having 
these, he is at risk of Pneumocystis pneumonia (PCP), 
which must be treated even before definitive 
histology can be obtained. The ideal treatment for 
him is as for severe PCP, as his p0 2 is below 9.3 kPa. 
He needs intravenous treatment, of which 
pentamidine is second choice after septrin, with oral 
or intravenous steroids. 
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An HIV-positive patient is placed on combination 
treatment of rifampicin 600 mg, isoniazid 300 mg and 
pyrazinamide 300 mg under directly observed therapy 
for re-activation of pulmonary TB, and is started on 
antiretroviral treatment at the same time. He notes some 
new symptoms. 

Which of the following is most likely related to his 
anti-tuberculous combination therapy? 

a 



♦ 
♦ 



. 



Hepatic obstruction 

Haematuria 

Vitamin A deficiency 

Cortical visual loss 

Loss of sensation in his lower legs 
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Loss of sensation in his lower legs 

Isoniazid can cause a peripheral neuropathy, 
particularly if used in patients with HIV or alcoholics 
or other patients at risk of peripheral neuropathy. 
Rifampicin and isoniazid can cause a relative vitamin 
D deficiency, probably already present in the patient 
but unmasked by the anti-TB therapy. Rifampicin 
causes an orange discolouration of the urine. Viral 
hepatitis may be reactivated because of immune 
reconstitution stemming from an increase of the 
immune system due to the antiretrovirals. Anti-TB 
therapy can cause a drug-related hepatitis. 
Ethambutol tends to cause colour blindness, 
restriction of visual fields and loss of visual acuity 
because of optic neuropathy, but not cortical 
blindness. 
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A 70-year-old patient with known chronic obstructive 
pulmonary disease presents to his GP with a cough and 
worsening shortness of breath. The GP arranges a chest 
X-ray, which shows a large right mid -zone lesion with a 
moderate right- sided pleural effusion. You see the 
patient in your clinic after his spirometry, which shows 
FEVi 1.1FVC2.1. 

The patient is only willing to have one further 
investigation. Your investigation of choice is: 

a 






CT-guided fine-needle aspiration (FNA) 

Bronchoscopy 

Sputum cytology 

Pleural fluid cytology 

Pleural biopsy by Abrahams needle 
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Bronchoscopy 

The best option is the one that will gain actual 
histology - so A, B or E. CT-guided FNA would be 
useful; however, there is a high risk of pneumothorax 
in patients with FEVi < 1. Pleural biopsy, unless done 
under CT guidance, often misses any malignancy in 
the pleura. Bronchoscopy would hopefully allow a 
biopsy, particularly in a large mass, lavage and 
washings. 
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A patient comes to your clinic after his sleep study, 
which shows hypnoea/apnoea episodes consistent with 
the diagnosis of moderate to severe obstructive sleep 
apnoea (OS A). He is finding it difficult even to go to 
work, owing to his daytime sleepiness. 
You advise him on the following best treatment: 



* 






Continuous positive airways pressure (CPAP) 

Amitriptyline 

Long-term oxygen therapy 

Nocturnal lorazepam 

Intra-oral device to prevent snoring 
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Continuous positive airways pressure (CPAP) 

The treatment of choice has been shown in studies to 
be effective in reducing OSA symptoms, but does not 
prevent the cardiovascular mortality associated with 
OSA. Hypnotics worsen OSA, as do alcohol, smoking 
and obesity, and so patients should alter their lifestyle 
appropriately as first-line treatment. Long-term 
oxygen therapy has not been shown to have any long- 
term benefit in OSA patients. Modafinil has been 
shown in some small studies to have beneficial effects 
in use with CPAP, but not as an alternative. Intra- 
oral devices may be useful for mild OSA, but not in 
daytime sleepiness. 



No.: 40 

A 70 -year-old female smoker presents with a 3 -day 
history of loss of sensation of both her lower legs. She 
also reports a one- stone weight loss and unresolving 
cough over the last month. Her chest X-ray shows a 
large hilar mass, not seen on a chest X-ray from two 
months ago. She has no other past medical history and is 
not on any medication. On examination she has loss of 
light touch and pain sensation in a stocking distribution, 
reduced air entry in her right chest, palpable 
supraclavicular lymph node and a large craggy liver 
edge. She has a normal full blood count and differential. 
Which of the following is the most likely diagnosis? 

a 



Small-cell carcinoma 

Non-Hodgkin's lymphoma 

Adenocarcinoma 

Sarcoid 

Squamous cell carcinoma 



No.: 40 

Small-cell carcinoma 

Owing to the rapid progression and spread of her 
pathology and the probable paraneoplastic 
peripheral neuropathy, the most likely diagnosis is 
small-cell carcinoma. Squamous cell carcinoma is 
much slower growing, and adenocarcinoma is usually 
very slow growing. Sarcoid could cause the 
neurology, though it would not cause a craggy 
enlarged liver but could result in a smooth, enlarged 
granulomatous liver and generalised 

lymphadenopathy. However, in a patient of this age 
with a smoking history, the diagnosis of lung cancer 
is much more likely. Non-Hodgkin's lymphoma is 
unlikely; if the disease had spread so rapidly, you 
would expect an abnormal full blood count. 
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You are seeing a patient in clinic and the clinic notes are 
lost; all you have are the lung function results. Her date 
of birth is missing from the report. 
From these results, which disease do you suspect that 
she is most likely to have? 


No.: 41 

Severe chronic obstructive pulmonary disease (COPD) 

Patients with asthma, unless the disease is severe, 
irreversible and end-stage, do not lose transfer factor. 
Sarcoidosis and NSIP do not cause increased lung 
capacity; this is due to air trapping in COPD or 
people with asthma. Predicted FEVx in very severe 
COPD is less than 30%, severe COPD is 30% to 
49%, and moderate COPD is 50% to 79%, mild is 
more than 80% but with symptoms according to the 
2010 NICE guidelines. 


FEVi 


0.35 (1.2-2.9 predicted) 




Total lung capacity 


7.4 (4.4-6.8 predicted) 


Corrected transfer factor 


3.4 (4.2-8.8 predicted) 


Severe chronic obstructive pulmonary disease 
(COPD) 

Severe asthma 

Moderate COPD 

Non-specific interstitial pneumonitis (NSIP) 

Sarcoidosis 





•A 
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An overweight 5 5 -year-old man complains of daytime 
sleepiness so much so that he is at risk of losing his job. 
He also notes morning headaches, and his wife 
complains that his snoring is getting worse. He is a 
heavy smoker and drinks about 10 pints a night. His 
exercise tolerance is only about 500 metres before he 
feels too short of breath to continue. On examination his 
BMIis38. 

His arterial blood gas at 10 pm reads: 



PaO, 



PaCO, 



9.8 kPa 



5.6 kPa 



A repeat arterial blood gas the following morning 
reads: 



PaO ? 



PaCO, 



9.8 kPa 



8.4 kPa 



Which of the following is the most likely diagnosis? 

Obesity hypoventilation syndrome 



Central sleep apnoea 

Chronic obstructive pulmonary disease (COPD) 

Chronic thromboembolic pulmonary hypertension 
(CTPH) 

<? 

Motor neurone disease (MND) n 
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Obesity hypoventilation syndrome 

The rise in carbon dioxide in the morning points to a 
peripheral rather than a central cause of night-time 
apnoeic spells. Patients with COPD can retain 
slightly more carbon dioxide in the morning but this 
does not cause such a profound rise, nor the 
symptoms of sleep apnoea. If the patient had MND 
such that it was affecting his diaphragm overnight to 
cause carbon dioxide retention, you would expect the 
disease to have presented itself neurologicaUy as well, 
but the patient is able to walk. CTPH presents itself 
initially with exertional breathlessness. Where 
peripheral sleep apnoea is the cause, as here, there 
are usually pointers to the diagnosis such as obesity. 
Where central sleep apnoea is the cause there may be 
pointers to an underlying neurological condition. 



-j 
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A young alcoholic patient presents with a fever, 
haemoptysis, green sputum and an effusion clinically. 
You are concerned that it may be an empyema. 
Which of the following tests would be most useful in 
supporting your suspicion? 

Pleural fluid microscopy and culture 

Pleural fluid white cell count and differential 

Urinary pneumococcal antigen 

Serum pneumococcal antigen 

Pleural fluid pH 
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Pleural fluid pH 

If the pleural fluid pH is less than 7.2, this is highly 
suggestive of an empyema. Microbiology is often not 
useful, as organisms frequently do not grow. The 
white cell count can be raised even in reactive pleural 
effusions. Pneumococcal antigen would be useful, but 
again could be negative and would not confirm 
whether the effusion is reactive or infected. 
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You are seeing a patient on the surgical wards as a 

medical referral. He has had a lymph node dissected 

from his neck for possible recurrent head and neck 

cancer. On his post-operative chest X-ray, he has a 

moderate pleural effusion, which on aspiration drains 

white fluid. 

What is the likely diagnosis of the cause of the 

effusion? 

<? 

♦ 



. 



Empyema 
Mesothelioma 
Chylous effusion 
Reactive effusion 
Malignant effusion 
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Chylous effusion 

Head and neck or cardiothoracic surgery can cause 
damage to the thoracic duct, which can lead to a 
chylous effusion The other causes would not result in 
a white milky fluid. To confirm the diagnosis, you can 
test the effusion for lipase or triglyceride. 



No.: 45 

You see an Afro-Caribbean 50-year-old female patient 
on the wards as a medical referral. She presented with 
shortness of breath, a rash and a recent history of uveitis. 
Her chest X-ray shows hilar lymphadenopathy. 
Which investigation would be most the next most 
appropriate in trying to confirm the suspected 
diagnosis? 






♦ 



High-resolution CT (HRCT) 
Bronchoscopy and lavage (BAL) 
Bronchoscopy and endobronchial biopsy 
Serum calcium 
Serum angiotensin-converting enzyme (ACE) 
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High-resolution CT (HRCT) 

The radiological pattern on HRCT will be the most 
helpful, as the biopsy may not pick up tissue, the 
ACE and calcium may be normal (or if raised, are 
not specific of sarcoid), and BAL of lymphocytes is 
non-specific. HRCT findings of sarcoid commonly 
include upper-lobe ground-glass shadowing and 
perivascular beading from the small non-cas eating 
granulomas. The principle here is of a hierarchy of 
tests, there are a number of studies supporting 
HRCT for making the diagnosis of sarcoid and if it 
does then bronchoscopy may be avoided which can 
carry significant morbidity/mortality. 
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A 51 -year-old male smoker, while an in-patient for a 
routine hernia operation, was noted to have a 
pneumothorax on his pre- op chest X-ray. He has a 
history of chronic bronchitis. 
Which of the following would be the ideal 
management for the clinical scenario described? 

The chest X-ray shows a 2.2 cm pneumothorax, and 

the patient has a lot of chest pain. You decide to aspirate 

the pneumothorax. 
^» 

The chest X-ray shows a 2.2 cm pneumothorax and 

he has sharp chest pains on the same side. You decide to 

insert a 14 French gauge chest drain. 

/• 

The chest X-ray shows a 1.5 cm pneumothorax, and 

the patient complains of a sharp chest pain on the same 

side. You decide just to use 10 litres of oxygen by mask. 

The chest X-ray shows a 1 .5 cm pneumothorax and 

a small/moderate pleural effusion. You decide to aspirate 

the pneumothorax. 

'• 

The patient admits he was in a fight yesterday, but is 

now asymptomatic. He is bruised over the ribs on the 

same side as the pneumothorax, which is 8 mm. You 

decide to aspirate the pneumothorax. 
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The chest X-ray shows a 2.2 cm pneumothorax and he 
has sharp chest pains on the same side. You decide to 
insert a 14 French gauge chest drain 

The British Thoracic Guidelines suggest you should 
aspirate a primary pneumothorax that is large (> 2 
cm) or small (< 2 cm) if the patient is symptomatic. If 
the first aspiration fails, then you should use a chest 
drain. If there is an effusion present or the 
pneumothorax is in a patient with previous lung 
pathology, the guidelines suggest using a chest drain. 
In a secondary pneumothorax, a drain should be 
inserted if the pneumothorax is > 2 cm, unless it is an 
isolated apical pneumothorax and the patient is 
asymptomatic. 



,,j 
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A 27-year-old known asthmatic patient is brought into 

the Emergency Department by the ambulance crew after 

an acute severe attack of asthma. On arrival, he is 

cyanosed, his respiratory rate is 9 breaths/min and his 

heart rate is 48/min. You immediately start him on high 

flow oxygen (non-rebreather mask). While assessing 

him, the patient suddenly develops respiratory arrest. 

The patient still has radial pulse of 50/min and you start 

intubating him. While trying to intubate him, he starts to 

actively vomit a little. 

What would be the immediate next appropriate step? 
*-» 

Tell your colleague to apply firm cricoid pressure 
*-. 

Tell your colleague to release the cricoid and 

perform suctioning 



• 



a 



Go ahead and intubate quickly 
Call the anaesthetist 
Turn the patient over 
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Tell your colleague to release the cricoid and perform 
suctioning 

During emergency intubation, to minimise the risk of 
gastric aspiration, the Sellick manoeuvre (firm 
pressure over the cricoid cartilage) may be initiated 
as soon as positive pressure ventilation is started and 
should normally be continued until inflation of the 
tracheal cuff of the endotracheal tube in the trachea. 
However active vomiting, which creates oesophageal 
pressures greater than 60 cm H 2 0, is a 
contraindication to using this technique. In this case, 
the appropriate action is therefore to release the 
cricoid and suction. Applying firm cricoid pressure in 
this case might be dangerous in that it can result in 
the rupture of the oesophagus. 
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A 5 6 -year-old lady comes into the Emergency 
Department with palpitations and shortness of breath. 
She is known to have mild chronic obstructive 
pulmonary disease (COPD) and is on the following 
inhalers: salbutamol, ipratropium bromide and 
beclomethasone, according to her notes she does have a 
mild degree of reversibility. On examination, the patient 
is dyspnoeic with a blood pressure is 154/88 mmHg and 
pulse rate of > 100/min (AF). She underwent 
echocardiography 6 months ago that showed normal 
ventricular function and no structural abnormality. 
Her admission arterial blo od gases (ABG) are: 



PH 


7.32 


Pa(0 2 ) 


8.1 kPa 


Pa(C0 2 ) 


6.2 kPa 


Bicarbonate 


28 mmol/1 



You start the patient on 28% oxygen, nebulise rs 
(salbutamol 5 mg and ipratropium 0.5 mg) and 
repeat the blood gases after 30 minutes: 



PiL 



Pa(Q 2 ) 



Pa(CQ 2 ) 



Bicarbonate 



7.36 



9.6 kPa 



5.8 kPa 



29 mmol/1 



You reassure her that she is improving on the current 
medication but she tells you that she is still having 
palpitations. You do a 12-lead electrocardiogram (ECG), 
which reveals multi-focal atrial tachycardia (MAT) with 
a rate of 104/min. 
How would you control this arrhythmia? 



♦ 






♦ 



DC - cardioversion 
Start her on metoprolol 
Start her on verapamil 
Increase inspired oxygen to 40% 
Just observe her 
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Start her on verapamil 

MAT commonly occurs in critically ill patients with 
obstructive airways disease who may be hypoxic and 
hypercapnic. It is characterised by at least three 
different P-wave morphologies with varying PP and 
PR intervals. Aim to improve the p a (0 2 ) and p a (C0 2 ). 
Whilst AF control may not be required as her 
pulmonary status improves, it is likely that in the 
acute phase, especially with repeated salbutamol 
nebulisers that she wil suffer from worsening 
symptoms of tachycardia. As such verapamil would 
be an appropriate option. It can be given in small 
boluses of 5mg intravenously and then as an oral dose 
of 40-120mg TDS. It is a moot point whether she will 
require long term AF control, if post the acute 
episode she remains in sinus rhythm, a 72hr ECG 
monitor may be appropriate prior to commiting her 
to new medication. 



-j 
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A patient comes to the Emergency Department with 
difficulty in breathing which started the previous night. 
He has difficult giving history, as his lower jaw is 
painful when he tries to talk. On examination, he is 
dyspnoeic, febrile and anxious. His lower jaw is 
inflamed, swollen, oedematous and tender. 
What is the immediate appropriate step in the 
management of this patient? 



Examine the inside of his mouth with a spatula 
Request for an urgent chest X-ray 
Do blood cultures 



♦ 

Take bloods for U/E, full blood count (FBC) and C- 
reactive protein (CRP) 



♦ 



Call for an anaesthetist 
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Call for an anaesthetist 

This patient has most likely got Ludwig's angina, 
which is a rapidly spreading, life-threatening 
cellulitis of the sublingual and submandibular spaces 
that usually starts in an infected lower molar. Airway 
obstruction may result as the infection spreads to the 
supraglottic tissues. Treatment with intravenous 
antibiotics active against streptococci and oral 
anaerobes should be started. 



No.: 50 

A 70 -year-old lady is referred to the medical clinic by 
her general practitioner (GP) following shortness of 
breath. She has been seeing her GP over the last couple 
of months for increasing shortness of breath on exercise. 
Her GP had done some investigations but still could not 
explain her shortness of breath on exercise. She has had 
a dry cough which is on and off for the last 4 months. On 
examination, her blood pressure is 135/80 mmHg, pulse 
70/min and regular. Her jugular venous pulse is not 
raised and her heart sounds are normal. Her breathing is 
noisy but her chest is clinically clear on auscultation. 
Which single investigation is likely to be helpful? 

Chest X-ray 
Bronchoscopy 
Flow volume loop 
Polysomnography 
Arterial blood gases 
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Flow volume loop 

This lady likely has a partial upper airway 
obstruction The causes in this age group would 
include: a tumour, a multi-nodular goitre or an 
aneurysm. A flow loop volume would show 
characteristic patterns with 

intrathoracic/extrathoracic obstruction 




ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 51 

A 62-year-old lady presents to the Emergency 
Admission with a cough, which she has had for the past 
3 days. She was previously well until she got this cough, 
which is productive of purulent sputum. She also has 
right- sided chest pains, fever and some shortness of 
breath. On examination, she is confused, febrile with a 
blood pressure of 95/60 mmHg, pulse rate of 102/min 
and a respiratory rate of 3 1/min. Her oxygen saturation is 
89%. She has right-sided upper lobe bronchial sounds on 
auscultation. Her abdominal examination is 
unremarkable. 
The following results arc obtained: 



Haemoglobin 


12.3 g/dl 


Mean cell volume 


8911 


Platelets 


178xlO y /l 


White cell count 


15.1 xlO y /l 


Sodium 


133 mmol/1 


Potassium 


3.2mmol/l 


Urea 


8.1 mmol/1 


Creatinine 


112lumol/l 


C-reactive protein (CRP) 


59 


Chest X-ray 


right upperconsolidation 



What would be the most appropriate next step in her 
immediate management? 



F,0 2 



Start her on oral antibiotics 
Intravenous fluids 



High flow oxygen mask for delivery of 60-80% 



Hypertonic saline solution 



Potassium supplements 
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High flow oxygen mask for delivery of 60-80% F;0 2 

This lady has severe pneumonia, which has a 
mortality of about 10% of patients admitted to the 
hospital Features of severity include: confusion, urea 
> 7.0 mmol/1, respiratory rate > 30/min, blood 
pressure (BP) less than 90 systolic. Score of > 2 
indicates severe pneumonia. She would of course as 
rapidly as possible need intravenous antibiotics, 
fluids, % and analgesia. 
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A 5 5 -year-old man presents to the Emergency 
Admission with dry cough and shortness of breath, 
which he has had for the past 4 days. He also complains 
of some abdominal discomfort, nausea, vomiting, 
diarrhoea and a headache. He was previously well before 
he developed these symptoms and is not on any 
medication. On examination, he is unwell with a blood 
pressure of 123/67 mmHg, pulse of 92/min and a 
respiratory rate of 22/min. On auscultation of his chest, 
he has bi-basal crackles. His cardiovascular examination 
is unremarkable. 
The following results arc obtained: 



Haemoglobin 


14.3 g/dl 


Mean cell volume 


89 fl 


Platelets 


278 x 10 9 /1 


White cell count 


16.1xl0 9 /l 


Sodium 


129mmol/l 


Potassium 


3.5 mmol/1 


Urea 


8.1 mmol/1 


Creatinine 


112umol/l 


C-reactive protein 
(CRP) 


69 


Urinalysis 


protein ++, blood ++, 
glucose - 



What is the likely diagnosis? 

Streptococcal pneumoniae 



• 






Mycoplasma pneumoniae 
Chlamydia pneumoniae 
Legionella pneumophila 
Viral pneumonia 
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Legionella pneumophila 

The most likely diagnosis is legionella pneumophila. 
It usually infects middle-aged men; more severe in 
smokers and has an incubation period of 2-10 days. 
Male to female ratio is 2:1. It causes moderate 
leucocytosis (neutrophilia, lymphopenia), 

hyponatremia, deranged LFTs, proteinuria, 
haematuria and myoglobinuria. Diagnosis: rise in 
specific IgM and IgG titres in the urine, blood and 
sputum. Usual treatment is with macrolide antibiotics 
such as clarithromycin. 



-j 
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A 5 5 -year-old man presents to the Emergency 
Admission with dry cough and shortness of breath, 
which he has had for the past 4 days. He has recently 
returned from a winter holiday to an all inclusive hotel in 
Spain. He also complains of some abdominal discomfort, 
nausea, vomiting, diarrhoea and a headache. He was 
previously well before he developed these symptoms and 
is not on any medication. On examination, he is unwell 
with a blood pressure of 123/67 mmHg, pulse of 92/min 
and a respiratory rate of 22/min. On auscultation of his 
chest, he has bi-basal crackles. His cardiovascular 
examination is unremarkable. 
The following results are obtained: 



Haemoglobin 


14.3 g/dl 


Mean cell volume 


89 fl 


Platelets 


278xlO y /l 


White Cell Count 


16.1xl0 9 /l 


Sodium 


129mmol/l 


Potassium 


3.5 mmol/1 


Urea 


8.1 mmol/1 


Creatinine 


112lumol/l 


C-reactive protein (CRP) 


69 



What initial investigation is most likely to be helpful 
in elucidating the diagnosis 

Urinary immunoglobulin titres 






Sputum microscopy and culture 
Stool microscopy and culture 
Bronchoalveolar lavage 
Urinary antigen testing 
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Urinary antigen testing 

The most likely diagnosis is legionella pneumophila. 
It usually infects middle-aged men; more severe in 
smokers, is twice as common in men and has an 
incubation period of 2-10 days. It causes moderate 
leucocytosis (neutrophilia, lymphopenia), 

hyponatremia, deranged LFTs, proteinuria, 
haematuria and myoglobinuria. Diagnosis: urinary 
antigen testing, rise in specific IgM and IgG titres in 
the urine, blood and sputum or by direct 
immunofluorescent staining of the organism via 
bronchial washings. Treatment is with a macrolide 
antibiotic such as clarithromycin. 
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A 27-year-old pregnant lady is referred to the 
Emergency Admission for sudden development of 
shortness of breath. She was well until 2 days ago when 
she developed shortness of breath. She has some slight 
left-sided chest pains but no cough or haemoptysis. She 
is 28 weeks pregnant and has had no problems with the 
pregnancy. There is no history of long flights or swelling 
of her legs. On examination, she appears anxious with a 
blood pressure of 1 10/60 mmHg, pulse rate of 92/min 
and a respiratory rate of 26/min. Her oxygen saturation 
on air is 98%. Her abdomen is distended and fetal 
movements are seen. Her chest is clinically clear. Her 
cardiovascular and lower limb examinations are 
unremarkable. 
The following results are obtained: 



Haemoglobin 


11.3g/dl 


Mean cell volume 


89 fl 


Platelets 


278xl0 9 /l 


White cell count 


lO.lxlOVl 


Sodium 


139mmol/l 


Potassium 


3.5 mmol/1 


Urea 


6.1 mmol/1 


Creatinine 


112umol/l 


C-reactive protein 
(CRP) 


6 


D-dimers 


0.62 mg/1 (normal is < 
0.25 mg/1) 



Which of the following investigations would be the 
most appropriate initial investigation in her case? 



• 



Chest X-ray 

Ventilation/perfusion (V/Q) scan 
Bilateral leg dopplers 
Pulmonary angiography 
Echocardiogram 
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Bilateral leg dopplers 

Ventilation/perfusion (V/Q) imaging is well 
established for imaging PE and clinical surveys have 
indicated that it is the most commonly chosen 
investigation to rule out PE in pregnancy. A negative 
scan excludes PE but the group with indeiminate or 
high probability results may not in fact have PE (up 
to 20% false positive rate). 

CTPA is now a well-validated investigation with a 
sensitivity and specificity between 94% and 100%, 
being therefore superior in this regard to V/Q 
scanning. 

Concerns regarding radiation dose associated with 
CT scanning must be balanced against the risk to the 
mother of undiagnosed PE or the (unnecessary) 
treatment of unconfirmed PE. 

Recent studies have shown that the fetal radiation 
exposure for CTPA varies from 3.3 uGy to 130.0 
uGy; the dose increasing during each trimester as the 
fetus enlarges and approaches the imaged area in the 
thorax. However, the estimated fetal radiation dose 
for V/Q scanning is estimated as 100-370 uGy, i.e. the 
dose may be more than 3 times greater than for 
CTPA. 

In addition to the radiation risk to the fetus, the 
breast radiation dose from CTPA must be 
considered. 

It has been suggested that an appropriate plan of 
investigation could consist of the following steps: 
initially, estimation of pre-test probability, based on 
assessment by a senior clinician and measurement of 
D-dimers (in the first 2 trimesters). If further 
investigation is deemed necessary, bilateral leg 
Doppler should be performed. If leg Doppler is 
positive, treatment for PE should be instituted. If 
negative, then CTPA should be performed. 
However further research is required to validate the 
above protocol. 

Imaging pulmonary embolism in pregnancy: what is 
the most appropriate imaging protocol? 
Matthews S. 

British Journal of Radiology (2006) 79, 441-444 
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A 27-year-old pregnant lady is referred to the 
Emergency Admission for sudden development of 
shortness of breath. She was well until 2 days ago when 
she developed shortness of breath. She has some slight 
left-sided chest pains but no cough or haemoptysis. She 
is 28 weeks pregnant and has had no problems with the 
pregnancy. There is no history of long flights or swelling 
of her legs. On examination, she appears anxious with a 
blood pressure of 1 10/60 mmHg, pulse rate of 92/min 
and a respiratory rate of 26/min. Her oxygen saturation 
on air is 98%. Her abdomen is distended and fetal 
movements are seen. Her chest is clinically clear. Her 
cardiovascular and lower limb examinations are 
unremarkable. 
The following results are obtained: 



Haemoglobin 


11.3 g/dl 


Mean cell volume 


89 fl 


Platelets 


278xl0 9 /l 


White cell count 


lO.lxlOVl 


Sodium 


139mmol/l 


Potassium 


3.5 mmol/1 


Urea 


6.1 mmol/1 


Creatinine 


112lumol/l 


C-reactive protein 
(CRP) 


6 


D-dimers 


0.62 mg/1 (normal is < 0.25 
mg/1) 


PH 


7.45 


pa(0 2 ) on air 


13,OkPa 


pa(C0 2 ) on air 


3.9 kPa 


V/Q scan 


low probability of 
pulmonary embolism (PE) 



What would be the most appropriate step in her 
immediate management? 






Start her on a low molecular weight heparin 
Start her on warfarin 
Arrange for her discharge 
Start her on low- dose aspirin 
Thrombolyse her 
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Arrange for her discharge 

A low probability V/Q scan has a low clinical 
suspicion of pulmonary emboli (PE) and should 
prompt a search for another cause for the patient's 
symptoms. A negative D-dimer makes a PE highly 
unlikely, but D-dimers are often raised for other 
reasons apart from PE, reasons include advancing 
age, pregnancy (as in this case), trauma, malignancy 
and inflammatory states. This lady is probably just 
anxious as reflected by the hyperventilation and 
arterial blood gases. She can safely be discharged, 
reassured and told to call back if she has any 
concerns. 



1^ 
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A 27-year-old pregnant lady is referred to the 
Emergency Admission for sudden development of 
shortness of breath. She was well until 2 days ago when 
she developed shortness of breath. She has some slight 
left sided chest pains but no cough or haemoptysis. She 
is 28 weeks pregnant and has had no problems with the 
pregnancy. There is no history of long flights or swelling 
of her legs. On examination, she appears anxious with a 
blood pressure of 1 10/60 mmHg, pulse rate of 92/min 
and a respiratory rate of 26/min. Her oxygen saturation 
on air is 98%. Her abdomen is distended and fetal 
movements are seen. Her chest is clinically clear. Her 
cardiovascular and lower limb examinations are 
unremarkable. 
The following results are obtained: 



Sodium 


139mmol/l 


Potassium 


3.5 mmol/1 


Urea 


6.1 mmol/1 


Creatinine 


112umol/l 


C-reactive protein 
(CRP) 


6 


D-dimers 


0.62 mg/1 (normal is < 0.25 
mg/1) 


Haemoglobin 


11.3 g/dl 


Mean cell volume 


89 fl 


Platelets 


278xl0 9 /l 


White cell count 


lO.lxlOVl 


PH 


7.45 


Pa(0 2 ) 


9.3 kPa 


Pa(C0 2 ) 


3.9 kPa 


V/Q scan 


high probability of 
pulmonary embolism (PE) 



What would be the most appropriate step in her 
immediate management? 

Start her on a low molecular weight heparin 






Start her on warfarin 
Arrange for her discharge 
Start her on low- dose aspirin 
Thrombolyse her 
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Start her on a low molecular weight heparin 

The whole clinical picture is highly suggestive of a 
pulmonary emboli (PE) and she should be treated 
with low-molecular weight heparin. A high 
probability scan is strongly associated with a PE. In 
PE arterial blood gases typically show a low p a (0 2 ) 
and a low p a (C0 2 ) as in this case. She is 28 weeks 
pregnant and thrombolysis should clearly be avoided. 
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A 24-year-old man presents to the Emergency 
Admission for being unwell over the last couple of days. 
He tells you that he has had flu for the last 4 days. He 
complains of a dry cough, headache, fever, malaise and 
muscle pains. On examination, he is unwell with a blood 
pressure of 1 10/60 mmHg, pulse 92/min and a 
respiratory rate of 22/min. His oxygen saturation is 95% 
on air. On auscultation, he has scattered crackles in both 
lung fields. His cardiovascular and abdominal 
examinations are unremarkable. 
The following results are obtained: 



Sodium 


130 mmol/1 


Potassium 


3.5 mmol/1 


Urea 


8.1 mmol/1 


Creatinine 


112umol/l 


C-reactive protein 
(CRP) 


76 


Haemoglobin 


9.8 g/dl 


Mean cell volume 


89 fl 


Platelets 


278xlO y /l 


White cell count 


12.1xl0 9 /l 


Blood film 


fragmented red cells, 
reticulocytosis 



What is the likely diagnosis? 

Streptococcal pneumoniae 



> 



• 



(? 



Mycoplasma pneumoniae 
Chlamydia pneumoniae 
Legionella pneumophila 
Viral pneumonia 
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Mycoplasma pneumoniae 

Mycoplasma pneumoniae is a disease of young adults. 
It presents with flu-like symptoms with low-grade 
fever, dry cough, headache and myalgia. Cold 
agglutinins may cause an autoimmune haemolytic 
anaemia. Coombs' test is positive. The low sodium is 
related to SIADH. 
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A 24-year-old man presents to the Emergency 
Admission for being unwell over the last couple of days. 
He tells you that he has had flu for the last 4 days. He 
complains of a dry cough, headache, fever, malaise and 
muscle pains. On examination, he is unwell with a blood 
pressure of 1 10/60 mmHg, pulse 92/min and a 
respiratory rate of 22/min. His oxygen saturation is 95% 
on air. On auscultation, he has scattered crackles in both 
lung fields. His cardiovascular and abdominal 
examinations are unremarkable. 
The following results are obtained: 



Sodium 


130 mmol/1 


Potassium 


3.5 mmol/1 


Urea 


8.1 mmol/1 


Creatinine 


112umol/l 


C-reactive 
protein (CRP) 


76 


Haemoglobin 


9.8 g/dl 


Mean cell 
volume 


89 fl 


Platelets 


278xlO y /l 


White cell count 


12.1xlO y /l 


Blood film 


fragmented red cells, 
reticulocytosis 


Coombs' test 


positive 



How would you treat this patient? 

Clarithromycin 



♦ 



Flucloxacillin 
Rifampicin 
Gentamicin 
Ciprofloxacin 
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Clarithromycin 

Mycoplasma pneumoniae is a disease of young adults. 
It presents with flu-like symptoms with low-grade 
fever, dry cough, headache and myalgia. Cold 
agglutinins may cause an autoimmune haemolytic 
anaemia. Coombs' test is positive. Treatment is with 
erythromycin/clarithromycin or tetracycline. 
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A 72-year-old lady is brought to the Emergency 
Department by ambulance after her daughter found her 
unresponsive. The daughter who lives next door 
frequently visits her mother. Today her mother did not 
respond to the doorbell and when she opened the door 
she found her mother sprawled on the couch. She also 
found the gas heater switched on but there was no flame. 
She then quickly called the ambulance. On examination, 
the patient is drowsy with a Glasgow Coma Scale of 
12/15, blood pressure of 154/90, pulse of 98/min and a 
respiratory rate of 28/min. The patient has already been 
started on high flow oxygen via a non-rebreather mask. 
What single initial investigation would be most 
helpful in the management of this patient? 
<? 






Toxicology screen 
Carboxyhaemoglobin (COHb) 
12-lead electrocardiogram 



Full blood count (FBC), U and E, creatine 
phosphokinase (CPK) and cardiac enzymes 



♦ 



Oxygen saturation with pulse oximeter 
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Carboxyhaemoglobin (COHb) 

COHb levels have prognostic implications: 

<30% cause only headaches and dizziness, 50-60% 
produces syncope, tachypnea, tachycardia and fits, 
>60% cause increasing risk of cardiorespiratory 
failure and death. 



Apply a tight-fitting non-rebreather mask and give 
100% oxygen. If the patient is comatose, she should 
be intubated and ventilated with 100% oxygen. 
Hyperbaric oxygen will shorten the wash-out of 
COHb. 
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A 72-year-old lady is brought to the Emergency 
Department by ambulance after her daughter found her 
unresponsive. The daughter who lives next door 
frequently visits her mother. Today her mother did not 
respond to the doorbell and when she opened the door 
she found her mother sprawled on the couch. She also 
found the gas stove switched on but there was no flame. 
She then quickly called the ambulance. On examination, 
the patient is drowsy with a Glasgow Coma Scale of 
12/15, blood pressure of 154/90; pulse of 98/min and a 
respiratory rate of 28/min. Oxygen saturation is 99%. 
The patient has already been started on high flow oxygen 
via a non-rebreather mask. 
The following results arc obtained: 



Pa(0 2 ) 


9.8 kPa 


Pa(C0 2 ) 


4.8 kPa 


Bicarbonate 


15 mmol/1 


Carboxyhaemoglobin (COHb) 


45% 



What is the significance of the COHb, oxygen 
saturation and arterial blood gas results? 

The acidosis should be treated with bicarbonate 
infusion 

The p a (C0 2 ) has prognostic implications 

Oxygen saturation by pulse oximeter can be used to 
monitor tissue oxygen saturation 






The level of COHb increases the risk of fits 
This patient is at high risk of sudden death 
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The level of COHb increases the risk of fits 

COHb levels have prognostic implications: 

<30% cause only headache and dizziness, 50-60% 
produces syncope, tachypnea, tachycardia and fits, 
>60% cause increasing risk of cardiorespiratory 
failure and death. 

Monitoring oxygen saturation with a pulse oximeter 
is unhelpful since it will not distinguish Hb0 2 and 
COHb. Fits should be controlled by intravenous 
diazepam (5-10 mg). The metabolic acidosis corrects 
itself when the hypoxia is treated and does not 
require treatment with intravenous bicarbonate. 



-j 






O 




ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 61 

A 72-year-old lady is brought to the Emergency 
Department by ambulance after her daughter found her 
unresponsive. The daughter who lives next door 
frequently visits her mother. Today her mother did not 
respond to the doorbell and when she opened the door 
she found her mother sprawled on the couch. She also 
found the gas stove switched on but there was no flame. 
She then quickly called the ambulance. On examination, 
the patient is drowsy with a Glasgow Coma Scale of 
12/15, blood pressure of 154/90; pulse of 98/min and a 
respiratory rate of 28/min. Oxygen saturation is 99%. 
The following results arc obtained: 



PH 


7.27 


Pa(0 2 ) 


9.8 kPa 


Pa(C0 2 ) 


2.8 kPa 


Bicarbonate 


20 mmol/1 


Carboxyhaemoglobin (COHb) 


45% 



What would be the most appropriate step in her 
immediate management? 

Apply a tight- fitting non-rebreather mask and give 
100% oxygen 
*-» / f^h / - v9 

Patient should be intubated and ventilated with 
100% 

Treat the metabolic acidosis with bicarbonate 
infusion 
(* 



♦ 



Put the patient on a cardiac monitor 
Hyperbaric oxygen 
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Apply a tight- fitting non-rebreather mask and give 100% 
oxygen 

COHb levels have prognostic implications 

<30% cause only headache and dizziness, 50-60% 
produces syncope, tachypnea, tachycardia and fits, 
>60% cause increasing risk of cardiorespiratory 
failure and death. 

Apply a tight-fitting non-rebreather mask and give 
100% oxygen. If the patient is comatose, she should 
be intubated and ventilated with 100% oxygen. 
Hyperbaric oxygen will shorten the wash-out of 
COHb but access and transfer times to a hyperbaric 
chamber can make this not practical. Of course, it 
should be considered here post the fitting of the non- 
rebreather. 
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The medical registrar on the grand round shows a CXR 

of a male patient who has an industrial lung disease. The 

CXR shows small rounded opacities mostly in the upper 

lobes and no calcification is visible. There is no hilar 

lymphadenopathy. 

Of the known industrial lung dust diseases, which is 

the most likely cause given these CXR findings? 






Asbestos 
Coal dust 
Silica 
Beryllium 
Iron dust 
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Coal dust 

Pneumoconiosis is a chronic reaction of the lung 
parenchyma as a consequence of chronic dust 
inhalation. The effects of dust inhalation depend on 
the size of the dust particle, their shape and their 
chemical reactivity, and consequently some dust 
particles are more reactive than others. 

In general, the typical CXR appearances of the 
different dust particles are listed below: 



Coal 



Asbestos 



Silica 



Beryllium 



Iron dust 



Multiple small round opacities, typically 
1-10 mm in diameter, mostly in the upper 
lobes 



Pleural plaques and fibrosis more marked 
in the lower zones 



Multiple small nodules scattered diffusely 
throughout the lungs and egg-shell 
calcification of the hilar nodes 



Acute pneumonitis that may continue to a 
granulomatous reaction (compare with 
sarcoidosis) with lymphadenopathy 



Nodular pulmonary pattern with greater 
density but with less marked fibrosis 
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A 12-year-old boy presents to his GP with his parents 
with a complaint of a dry and hacking chronic cough. 
The patient has become quite short of breath on exertion 
and the parents are quite concerned since it means the 
patient is no longer able to do any sporting activities at 
school. On further questioning, the parents report that the 
patient has lost his appetite and consequently some 
weight. The mother is also concerned since she has 
noticed a change in appearance of the child's stool which 
is very difficult to flush down the toilet. On general 
examination, the patient is afebrile and slightly 
dyspnoeic. Examination of the chest reveals a 
hyperresonant percussion note and on auscultation, a 
generalised wheeze is heard associated with coarse 
inspiratory crackles. The abdomen is slightly distended. 
The GP arranges for the child to have an urgent CXR. 
Which of the following statements about the 
suspected diagnosis is TRUE? 

The condition has an X-linked pattern of inheritance 

The absence of panopacification of the sinuses on 
sinus radiography is strongly suggestive of the diagnosis 

Chest X-ray may show hyperinflation with 
flattening of the domes of the diaphragm and 
peribronchial thickening 

The condition has no effect on the fertility of 
affected patients 

The disease rarely manifests before 1 year of age 
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Chest X-ray may show hyperinflation with flattening of 
the domes of the diaphragm and peribronchial thickening 

Cystic fibrosis (CF) is an autosomal recessive 
disorder that affects exocrine gland function, and 
therefore involves a multiple number of organ 
systems but end-stage lung disease is the main cause 
of death. The condition can be diagnosed anytime in 
childhood up to early adulthood with the median age 
of survival being 30 years. Males appear to be less 
affected than females with the mean age of death 
being younger in the female patients. However, male 
patients are frequently infertile because of the 
absence of the vas deferens but fertility is maintained, 
albeit reduced, in female patients. Diagnosis is based 
on family history, clinical signs and symptoms, and a 
positive result on a sweat test. Sinus radiography 
shows panopacification of the sinuses to be present in 
almost all patients with CF. CXR can be normal or 
can show a variety of appearances such as 
hyperinflation and peribronchial thickening 
reflecting changes secondary to bronchiectasis and 
mucous plugging; these changes are better 
demonstrated using high-resolution CT. 
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A 47-year-old hotel cleaner presents with a fever of 
39°C, malaise and myalgia followed by the development 
of a dry and non-productive cough. Other non-specific 
symptoms include headache, anorexia, nausea and non- 
specific abdominal pain. Positive findings on general 
examination include tachycardia, tachypnoea and bibasal 
crackles on auscultation of the chest. The CXR shows 
early bibasal consolidation. Blood investigations show 
hyponatraemia and deranged LFTs and urine dipstix 
shows the presence of protein and blood. 
Infection with Legionella pneumophila is suspected 
and whilst waiting serological confirmation of the 
diagnosis, which of the following would be the most 
appropriate antibiotic(s) to use to treat the patient? 

Erythromycin 






Tetracycline 

Ciprofloxacin 

Cefuroxime and metronidazole 

Gentamicin and penicillin 
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Erythromycin 

Legionella pneumophila is the organism that causes 
Legionnaires' disease (LD) and is a relatively 
common cause of community-acquired pneumonia in 
adults. Transmission of the organism occurs through 
aspiration of water contaminated with Legionella 
organisms. The organism is able to colonize water 
tanks kept at <60°C (e.g. air conditioning units). 
Treatment of the pneumonia — which is the 
predominant clinical manifestation of LD — is with 
high dose erythromycin, although the newer agents of 
clarithromycin and azithromycin may be preferred 
since they provide higher penetration into lung 
tissues. Treatment is usually for 2 weeks in patients 
with mild disease but in patients who are 
immunocompromised or who have severe disease, 
treatment is continued for 3 weeks. Ciprofloxacin is a 
recognised alternative to macrolides. 
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A 6 8 -year-old man with a 10 -year history of chronic 
obstructive pulmonary disease presents with a 6 -month 
history of increasing exertional dyspnoea and fatigue. He 
also has a cough productive of yellow sputum, episodes 
of chest pain, nausea and anorexia. He stopped smoking 
2 years ago. On examination he had a raised jugular 
venous pressure, right parasternal heave, a loud second 
heart sound and an ejection systolic murmur at the left 
second intercostal space. On chest auscultation he had 
scattered expiratory wheeze. He had pitting leg oedema. 
Investigation results are below: 



Haemoglobin (Hb) 


18.0 g/dl 


Na + 


135 mmol/1 


Bilirubin 


16 umol/1 


White cell count 
(WCC) 


8.0xl0 9 /l 


K + 


4.2 mmol/1 


Alanine transferase 
(ALT) 


50iu/l 


Platelets 


220 x 10 9 /1 


Urea 


4.6 mmol/1 


Alkaline phosphatase 


120 iu/1 


Creatinine 


110 ummol/l 


Gamma glutamyl 
transferase (GGT) 


100 iu/1 


Electrocardiogram 
(ECG) 


right ventricular 
hypertrophy, eaked P 
waves 


Chest radiograph 


oligaemic peripheral 
lung fields 



Which of the following therapies is most likely to 
improve long-term prognosis? 

High- dose furosemide 

Long-term oxygen therapy 

Angiotensin- converting enzyme inhibitor 

Regular venesection 

Daily amoxicillin 
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Long-term oxygen therapy 

This man has developed cor pulmonale, which is 
defined as right-heart failure secondary to 
pulmonary hypertension. Causes include any chronic 
lung disease, pulmonary vascular disease, 
hypoventilation neuromuscular disorders and 
thoracic cage abnormalities. Long-term home oxygen 
therapy for at least 15 h per day can reduce hypoxia, 
which lowers pulmonary resistance and can improve 
symptoms and increase life expectancy. Diuretics can 
be used for right ventricular failure but care should 
be taken to avoid excessive fluid depletion. In 
contrast to left ventricular impairment, angiotensin- 
converting enzyme (ACE) inhibitors do not have any 
prognostic benefit and may in fact make matters 
worse. 
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A 76-year-old man with a 10 -year history of chronic 
obstructive pulmonary disease was admitted to hospital with a 
2-day history of progressively worsening dyspnoea and a 
cough productive of mucoid sputum. His wife stated that he is 
on home oxygen therapy for up to 12 h per day and home 
nebulisers. He is breathless on minimal exertion and rarely 
leaves the house. He has several exacerbations per year 
requiring hospital admission and these have become more 
frequent over the last few years, although he has never 
required ventilation before. He stopped smoking 2 years ago. 
On examination he was acutely dyspnoeic with a respiratory 
rate of 32/min and was using accessory muscles of respiration. 
He was apyrexial, pulse 120/min and regular, blood pressure 
182/92 mmHg. He was able to speak in broken sentences. 
Auscultation of his chest revealed generalised poor air entry 
and widespread expiratory wheeze. 



His chest radiograph is shown below: 




Arterial blood gases (on 24% oxygen via Venturi mask) 
were: 



P H 



p a (o 2 ) 



p a (C0 2 ) 



7.32 



6.2 kPa 



7.2 kPa 



His inspired oxygen concentration was increased to 28% and 
he was treated with intravenous hydrocortisone, salbutamol 
and ipratropium nebulisers and an aminophylline infusion. 
After 1 h he had made little improvement and was tiring. 
Repeat blood gases on 28% oxygen sho wed: 



P H 



p a (Oi) 



p a (C0 2 ) 



7.26 



6.8 kPa 



9.2 kPa 



♦ 



What is the next most appropriate step in management? 

Immediate intubation and ventilation 
Intravenous doxapram 
Bilevel positive airway pressure (BiPAP) 
Increase inspired oxygen concentration to 35% 
Continuous positive airways pressure (CPAP) 



♦ 
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Bilevel positive airway pressure (BiPAP) 

This man is in type 2 respiratory failure due to a 
severe exacerbation of chronic obstructive 
pulmonary disease (COPD), and is not improving 
despite maximal medical therapy. His poor 
premorbid functional status and lack of an acute 
precipitating event make him a poor candidate for 
the intensive therapy unit. Non-invasive ventilation is 
the best option in this situation and may be life 
saving. It has been shown to reduce respiratory 
acidosis, increase clearance of secretions and re- 
expand collapsed lung segments. However, it is only 
suitable for patients who are conscious, co-operative 
and able to protect their airway. Doxapram is a 
respiratory stimulant and should only be used when 
BiPAP is unavailable or in the case of reduced 
respiratory drive due to sedatives or anaesthetic 
agents. Doxapram also has a number of 
contraindications, which include hypertension 
(relative contraindication), such that concomitant 
therapy and past medical history should be carefully 
reviewed prior to starting therapy. 
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An acutely unwell 62-year-old man is brought to the 
emergency department by his wife. They had returned 
from holiday to Spain 3 days ago. Apart from some mild 
flu-like symptoms he had been otherwise well on 
returning to the UK. Over the last 24 h he had developed 
a severe headache, violent shivers and muscle pains. He 
also had some abdominal pain with several episodes of 
diarrhoea. He had no significant past medical history and 
was on no medication. He had consumed some seafood 
on holiday, but his wife had eaten the same dish and had 
no symptoms. 

On examination he was confused and agitated with a 
fever of 40°C. His respiratory rate was 32/min, pulse 
110/min, blood pressure 100/62 mmHg. His heart sounds 
were normal and he had right basal crepitations on chest 
auscultation. His abdomen was soft and non- specifically 
tender with scanty bowel sounds. There was no focal 
neurology. 
Results of investigations are below: 



Haemoglobin (Hb) 


13.6 g/dl 




White cell count (WCC) 


12.0 x 10 9 /1 




Differential count: 






Neutrophils 


10.2 1071 


Lymphocytes 


0.5 x 1071 


Monocytes 


0.8 x 1071 


Eosinophils 


0.4 x 1071 


Basophils 


o. l x io7i 


Platelets 


380 x 1071 


Na + 


122 mmol/1 


K + 


3.2mmol/l 


Urea 


7.6 mmol/1 


Gam m a-glutamyl 
transferase (GGT) 


65IU/1 


Creatinine 


170 umol/1 


Total Ca 2+ 


2.06 mmol/1 


Bilirubin 


16 jumol/1 


Alanine aminotransferase 
(ALT) 


92IU/1 


Albumin 


30 gl 


Alkaline phosphatase (ALP) 


98IU/1 


Urinalysis 


Blood +++, protein + 


Chest radiograph 


Patchy shadowing at 
right lower zone 


Electrocardiogram (ECG) 


Sinus tachycardia 



What is the most likely causative organism? 

Legionella pneumophila 
Mycoplasma pneumoniae 
Coxiella burnetii (Q fever) 
Salmonella typhi 
Chlamydia pneumoniae 
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Legionella pneumophila 

This man has the typical features of Legionnaire's 
disease. Legionnella infection is said to be the cause 
of between 1% and 5% of adult pneumonias. The 
organism is a small Gram-negative coccobacillus 
which is not seen on Gram staining and can only be 
cultured on special media. Infection is spread by the 
aerosol route and usually acquired from 
contaminated air-conditioning or shower systems in 
institutions such as hotels and hospitals. 
Investigations may show hyponatraemia, normal or 
slightly elevated white cell count with lymphopaenia, 
hypoalbuminaemia and raised liver enzymes. Chest 
X-ray may show multiloba!* involvement or a pleural 
effusion. Haematuria and renal failure can occur. 
Diagnosis is made by a fourfold increase in antibody 
titre or by a highly specific urine antigen test. 
Treatment is with a macrolide antibiotic e.g. 
clarithromycin. Oprofloxacin and rifampicin can 
also be used in severely ill patients. Mortality is 15- 
30%, particularly in the elderly. 
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A 32-year-old homosexual man who has been HIV 
positive for 5 years and started highly active anti- 
retro viral therapy several months ago presented with 
several days of malaise, rigors, a cough productive of 
blood streaked green sputum and pleuritic chest pain. 
His latest CD4 count was 320 x 10 6 /1 several weeks ago. 
On examination he was unwell, with a pyrexia of 39°C, 
pulse 110/min, blood pressure 100/70 mmHg, S a (0 2 ) 
91% on air. On auscultation of his chest he had bronchial 
breathing and coarse crepitations at the left lower zone. 
His chest radiograph showed consolidation of the left 
lower lobe. 

What is the most likely diagnosis? 

Pneumocystis jiroveci pneumonia 






♦ 



Streptococcal pneumonia 
Staphylococcal pneumonia 

Mycobacterium avium intacellulare infection 
Lymphoid interstitial pneumonitis 



No.: 68 

Streptococcal pneumonia 

This man has a community acquired pneumonia, 60- 
75% of which are caused by Streptococcus 
pneumoniae. Disseminated bacterial sepsis is common 
in HIV patients and may be seen in the early stages of 
infection, before a significant decline in the CD4 
count. Pneumocystis carinii pneumonia and 
Mycobacterium avium intracellular e infection are 
AIDS-defining conditions and require a CD4 count of 
less than 200 x 10 9 /1 to develop. Staphylococcal 
pneumonia tends to occur post-influenza infection or 
in intravenous drug users, and causes cavitation and 
multiple lung abscesses. Lymphoid interstitial 
pneumonitis is due to infiltration of the alveolar 
tissue by lymphocytes and plasma cells, and presents 
with dry cough, dyspnoea and reticulo -nodular 
shadowing on the chest X-ray. It is uncommon in 
adult- but well described in paediatric HIV infection. 
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A 5 6 -year-old man is referred to the endocrine clinic 
with an 18-month history of constant tiredness. He 
works as a taxi driver and on one occasion fell asleep at 
the wheel. He finds it difficult to concentrate during the 
day and has frequent morning headaches. His wife stated 
that he is restless and snores loudly at night and 
occasionally has 'choking' episodes. He has also had a 
very poor libido recently. He is a smoker of 30 cigarettes 
per day and drinks 4 pints of lager every night. His only 
medication is an inhaler for 'bronchitis' and he has had a 
chronic cough with sputum over the last few years. 
On examination he was a large man with coarse features 
and was clinically obese with body mass index (BMI) of 
35. His heart sounds were normal, there was some 
scattered wheeze in the chest and he had early pitting 
ankle oedema. 

What would be the most practical investigation to 
establish the diagnosis? 



• 



Thyroid function tests 
Overnight home sleep oximetry 
Formal respiratory function tests 
Computed tomography (CT) of the thorax 
Full polys omnographic studies 
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Overnight home sleep oximetry 

The diagnosis is obstructive sleep apnoea which 
affects 1-2% of the population and is most commonly 
found in obese male smokers with a background of 
chronic obstructive pulmonary disease (COPD). 
Rarer causes include acromegaly, Cushing's disease, 
nasal deformities and tonsillar enlargement. Apnoeas 
occur when the walls of the pharynx collapse during 
sleep, which leads to hypoxia and increasingly 
strenuous respiratory efforts until the resistance is 
overcome. Apnoeas can occur hundreds of times per 
night, resulting in reduction of REM sleep. The 
diagnosis can usually be made by a good history from 
the sleeping partner, supported by non-invasive 
oximetry performed at home. Full polysomnographic 
studies are rarely required for diagnosis but can be 
useful for research purposes. Management includes 
treating any underlying cause, weight reduction and 
avoidance of sedative drugs and alcohol Continuous 
positive airway pressure (CPAP) which keeps the 
walls of the pharynx open is the mainstay of 
treatment, and can lead to a dramatic improvement 
in symptoms. 
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A 44-year-old man presented with a rash on his legs and 
feeling generally unwell with malaise, weight loss and 
fevers. He also had recently noticed some loss of 
sensation over the top of his right foot and the foot 
dragging when he walked. He had been diagnosed with 
asthma by his general practitioner many years ago and 
used a salbutamol inhaler as required. He also had a 
constant watery nasal discharge, but no epistaxis. He was 
a non-smoker. 

On examination he had a low-grade pyrexia and 
scattered wheeze in his chest. Heart sounds were normal. 
His abdomen was soft and non-tender with no masses. 
He had a purpuric rash on his lower limbs and several 
tender subcutaneous nodules on his forearms. He had a 
right foot drop but no other neurological abnormalities 

Investigation results are below: 



Haemoglobin (Hb) 



White cell count (WCC) 



10.6 g/dl 



10.9 x 10 y /l 



Differential count: 



Neutrophils 


6.2 x 10 9 /1 


Lymphocytes 


2.2 x 1071 


Eosinophils 


1.6x1071 


Monocytes 


0.8 x 1071 


Basophils 


0.1 x io7l 


Platelets 


390 x loTl 


Mean corpuscular volume 
(MCV) 


94 fl 


Erythrocyte sedimentation 
rate (ESR) 


82mm/h 


Na + 


140mmol/l 


K + 


4.2 mmol/1 


Alkaline phosphatase 


80IU/1 


Alanine aminotransferase 
(ALT) 


30IU/1 


Urea 


5.2 mmol/1 


Gamma-glutamyl transferase 
(GGT) 


42IU/1 


Bilirubin 


14 jumol/1 


Creatinine 


110umol/l 


Antinuclear antibody 


Negative 


Antineutrophil cytoplasmic 
antibody (pANCA) 


Positive 


Urinalysis 


Normal 


Chest radiograph 


Patchy shadowing at hilar 
regions, small pleural effusion 



What is the most likely diagnosis? 

IT* 

Systemic lupus erythematosus 
Polyarteritis nodosa 
Churg-Strauss syndrome 
Goodpasture's syndrome 
Wegener's granulomatosis 



No.: 70 

Churg-Strauss syndrome 

This man presents with the classic triad of asthma, 
eosinophilia and systemic vasculitis. There is usually 
a prodromal period for many years consisting of 
allergic rhinitis and late-onset asthma which can be 
difficult to control The chest X-ray may show 
nodules, transient hilar lymphadenopathy and 
pulmonary infiltrates. There may also be pleural or 
pericardial effusions. Mononeuritis multiplex can 
occur. Antineutrophil cytoplasmic antibody (ANCA) 
is positive in approximately 40% of cases. Renal 
involvement is rare. Treatment is with high-dose 
corticosteroids, azathioprine or cyclophosphamide. 



-j 
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No.: 71 

A 62-year-old man presents with progressively increasingly 
dyspnoea over several months and a dry cough. He also had 
some malaise and arthralgia, but no other systemic symptoms. 
He is an ex-smoker who stopped 5 years ago. Apart from a 
small myocardial infarction 2 years ago and controlled 
hypertension, he has no other significant past medical history. 
He is a retired carpenter who used to work in a pine 
warehouse. He has no family history of respiratory disease, 
although he minks his mother had hepatitis. 
On examination he was dyspnoeic at rest with a respiratory 
rate of 24/min. He was centrally cyanosed and had linger 
clubbing. His heart sounds were normal. He had bi -basal fine 
end- inspiratory crepitations on chest auscultation. His jugular 
venous pressure was raised and he had early pitting ankle 
oedema. His GP has previously tried oral steroids with no 
significant response. 



Investigation results are below: 




Haemoglobin (Hb) 


17 gM 


White cell count (WCC) 


6.01071 


Platelets 


200 1071 


Erythroc te sedimentation rate (ESR) 


40mm/h 


Na + 


136 mmol/1 


K + 


4.0mmol/l 


Gamma-glutamyl tra sferase(GGT) 


44IU/1 


Alanine aminotransferase (ALT) 


36UJ/1 


Creatinine 


110lumol/l 


Alkaline phosphatase 


90 IU/1 


Bilir bin 


14 lumol/1 


Urea 


5.2 mmol/1 


Ant nuclear antibody 


Positive 


Rheumatoid factor 


Weakly positive 



High -resolution computed tomography (CT) of the chest is 
shown below: 




What is the most likely diagnosis? 






♦ 



Congestive cardiac failure 
Idiopathic pulmonary fibrosis 
Extrinsic allergic alveolitis 
Rheumatoid lung fibrosis 
Systemic lupus erythematosis 



No.: 71 

Idiopathic pulmonary fibrosis 

Idiopathic pulmonary fibrosis is a disorder of 
unknown aetiology causing diffuse pulmonary 
fibrosis. It has an incidence of 6-10/100 000 per year 
and is most common in middle-aged male smokers. 
There is some association with exposure to metal or 
wood dusts. Respiratory function tests show a 
restrictive defect with reduced transfer factor. 
Rheumatoid factor and antinuclear antibody are 
positive in 30-50% of cases. The diagnosis can usually 
be made by a combination of clinical features, 
respiratory function tests and high-resolution 
computed tomography which shows honeycombing 
and reticular opacities. Histological confirmation by 
transbronchial biopsy is occasionally required. 
Treatment is with steroids, azathioprine or 
cyclophosphamide, although many patients are 
steroid unresponsive. Median survival is 5 years. 
Lung transplantation is occasionally indicated. 
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No.: 72 

A 42-year-old man presented with massive haemoptysis. 
His chest radiograph is shown below: 




What is the underlying cause for the haemoptysis? 

Wegener's granulomatosis 



♦ 



♦ 



Pulmonary tuberculosis 
Aspergillosis 
Bronchiectasis 
Goodpasture's syndrome 



•A 



No.: 72 
Bronchiectasis 

The chest X-ray shows the typical appearance of 
bronchiectasis, with dilated, thickened, oedematous 
bronchial walls (tramline and ring shadows). 
Sometimes multiple, fluid-filled cysts are also seen 
Surgery for partial lung resection is usually avoided 
in bronchiectasis, but might be considered where 
there is massive haemoptysis and well as localised 
infection. Other causes of massive haemoptysis 
include bronchial carcinoma, TB and cavitating lung 
lesions (e.g. aspergilloma). 
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No.: 73 

A 52-year-old farmer presented with a 5 -month history of 
progressively worsening exertional dyspnoea and a persistent 
dry cough. He also described 6 kg weight loss and general 
malaise over this time period. He had no significant past 
medical history or family history. He was an ex- smoker who 
stopped 10 years ago and drank 10-12 units of alcohol per 
week. 

On examination he was dyspnoeic on minimal exertion, but 
not at rest. He was not cyanosed and mere was no finger 
clubbing. He had a low-grade pyrexia of 37.4l°C. His heart 
sounds were normal, jugular venous pressure was not raised 
and mere was no peripheral oedema. He had bilateral fine 
basal crepitations on chest auscultation. Abdominal and 
neurological examinations were unremarkable. 
Investigation results are below: 



Haemoglobin (Hb) 


11.2g/dl 


White cell count (WCC) 


12.4 ICf/l 


Platelets 


420 lCf/1 


Erythrocyte sedimentation rate 
(ESR) 


60 mm/h 


Na + 


140mmol/l 


K + 


3.6mmol/l 


Ca i+ 


2.42mmol/l 


Bilirubin 


14 umol/l 


Alkaline transferase (ALT) 


32IU/1 


Urea 


6. 1 mmol/1 


Alkaline phosphatase 


92IU/1 


Mean corpuscular volume 
(MCV) 


92 fl 


Creatinine 


110 umol/l 


Gamma-glutamyl transferase 
(GGT) 


4410/1 


Pulmonary function test 


Restrictive defect, reduced 
gas transfer 



A high-resolution computed tomography (CT) scan of the thorax 
is shown below: 




What is the most likely diagnosis? 



♦ 



Sarcoidosis 

Allergic bronchopulmonary aspergillosis 



Idiopathic pulmonary fibrosis 
Extrinsic allergic alveolitis 
Pulmonary tuberculosis 



No.: 73 

Extrinsic allergic alveolitis 

This man has chronic extrinsic allergic alveolitis 
EAA. This is caused by inhaled allergens provoking a 
hypersensitivity reaction in the lungs and resulting in 
diffuse inflammation involving the small airways and 
alveoli. In the chronic form, lymphocytic and giant 
cell infiltration can eventually lead to pulmonary 
fibrosis. Typical allergens include microbial spores, 
especially Micropolyspora faeni in mouldy hay, which 
causes farmer's lung, and avian proteins causing bird 
fancier's lung. The diagnosis can be made by a 
combination of imaging, respiratory function tests, 
serum precipitins and bronchoalveolar lavage. The 
computed tomography (CT) scan shows multiple 
small ill-defined nodules throughout both lungs, with 
areas of ground-glass opacity in the basal segments. 
Treatment consists of avoidance of the causative 
allergen and long-term corticosteroid therapy. In 
some patients progression to end-stage fibrosis and 
respiratory failure cannot be prevented. 
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No.: 74 

This 6 6 -year-old man presented with several months 
history of dyspnoea and chest pain. 
His chest radiograph is shown below: 




What is the most likely cause for the abnormalities 
shown? 






♦ 



Cigarette smoking 
Tuberculosis 
Asbestos exposure 
Silica exposure 
Previous trauma 



•A 



No.: 74 
Asbestos exposure 

The chest radiograph shows a mesothelioma at the 
left apex which is invading the underlying rib. There 
are also calcified pleural plaques on the surface of 
both hemidiaphragms. These appearances are 
consistent with asbestos exposure. Extensive 
occupational history is essential to establish any 
entitlement to compensation, as mesothelioma can 
develop up to 40 years after the initial exposure 
(often presenting with a unilateral pleural effusion). 
It is rarely suitable for surgical resection and is not 
responsive to chemotherapy. Palliative radiotherapy 
may be indicated. The prognosis is extremely poor 
with an average survival of 1-2 years from diagnosis. 
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No.: 75 

A 58-year-old man presented to hospital with a 12-h history of acute, 
severe epigastric pain which radiated to the back and profuse 
vomiting. He had a long history of alcohol excess and admitted to a 
drinking binge 24 h prior to the onset of pain. He also smoked 30 
cigarettes per day. His past medical history includes stable angina, 
hypertension and several admissions to the emergency department 
with alcohol-related problems. 

On examination he was unwell, clammy and distressed with pain. He 
had a pyrexia of 38°C, pulse 120/min regular, blood pressure 92/60 
mmHg, Sa(02) 91% on air. Heart sounds were normal with few basal 
crepitations on chest auscultation. He was very tender in the upper 
abdomen with rebound and guarding and absent bowel sounds. 
Investigation results are below: 



Haemoglobin (Hb) 


12.8 g/dl 


White cell count (WCC) 


21 x I0 y /I 


Platelets 


140 x io7l 


Mean corpuscular volume 

(MCV) 


106 fl 


Na + 


142 mmol/1 


K + 


3.7 mmol/1 


Ga* 


1.96 mmol/1 


Bilirubin 


19 jimol/1 


Alanine aminotransferase 
(ALT) 


50IU/1 


Urea 


6.2 mmol/1 


Alkaline phosphatase 


120IU/1 


Creatinine 


140 umol/1 


Gamma -glutamyl transferase 
(GGT) 


110IU/1 


International normalised ratio 


1.1 


Glucose 


11 mmol/1 


Amylase 


1320 IU/1 


C -re active protein 


350 mg/1 


Electrocardiogram (ECG) 


Sinus tachycardia, no acute changes 


Chest radiograph 


Patchy shadowing lower zones, no free 
under diaphragm 


air 



Arterial blood gases (on air ) were: 



J*L 



p a (Oz) 



Pa(CQ 2 ) 



7.160 



7.8 kPa 



3.2 kPa 



He was treated with oxygen, intravenous fluids and antibiotics and 
opiate analgesia. However, 24 h later, he had not improved and was 
getting progressively more breathless and hypoxic. 
His repeat ch est radiograph is shown below: 



*«% 



What is the most likely cause for this appearance? 

Acute respiratory distress syndrome (ARDS) 
Bilateral hospital-acquired pneumonia 
Cardiogenic pulmonary oedema 
Pulmonary haemorrhage 
Fat embolism 




♦ 



No.: 75 

Acute respiratory distress syndrome (ARDS) 

This man has developed ARDS as a complication of 
severe acute pancreatitis. Another term for this 
condition is acute lung injury (ALI). It is defined as 
acute respiratory failure with non-cardiogenic 
pulmonary oedema secondary to severe pulmonary 
or systemic illness, and may be associated with multi- 
organ failure. The most common cause is sepsis. 
There is increased permeability of the pulmonary 
microcirculation due to inflammation causing 
leakage of fluid into the lungs. Later features include 
pulmonary vasoconstriction and hypertension 
secondary to hypoxia and lung exudates which lead 
to reduced compliance. ARDS is always managed on 
an intensive care unit. Supportive measures include 
positive pressure ventilation, circulatory support 
with inotropes and treatment of sepsis. Inhaled 
nitrogen oxide and haemofiltration can also be used. 
Mortality is currently around 20-30%. 
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No.: 76 

A 68-year-old retired teacher presents with a 3 -month 
history of recurrent haemoptysis. She had not sought 
medical advice at first as it had only been tiny, but the 
last few times there was a large amount of blood, which 
alarmed her. She had also noticed a persistent cough 
with some malaise and weight loss. She had a past 
medical history of tuberculosis when aged 19 years. She 
was an ex- smoker who stopped 1 5 years ago and did not 
drink alcohol. Physical examination was unremarkable. 
The chest radiograph is shown below: 




What is the most likely diagnosis? 

Apical lung carcinoma 






♦ 



Aspergilloma 

Reactivation of pulmonary tuberculosis 

Lung abscess 

Mesothelioma 



No.: 76 
Aspergilloma 

This is a ball of Aspergillus fungus which forms 
inside an area of damaged lung tissue, most 
commonly secondary to TB, but occasionally 
bronchiectasis, neoplasm or abscess cavity. The chest 
X-ray typically shows a round opacity in the upper 
zone, with a surrounding halo of air. It is usually 
asymptomatic, but may cause massive haemoptysis. 
Treatment is usually surgical excision of the affected 
lung segment. Other diseases caused by Aspergillus 
fumigatus are allergic bronchopulmonary 
aspergillosis and invasive aspergillosis. 
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No.: 77 

This high-resolution computed tomography (CT) scan is 
from a 42-year-old man with chronic dyspnoea and 
cough. Pa0 2 is 8.9 kPa on air on arterial blood gas 
testing. 




What is the most appropriate management strategy 
for this condition? 



♦ 



Oral corticosteroids 

Antibiotics and regular postural drainage 

Long-term home oxygen therapy 

Intravenous cyclophosphamide 

Anti -mycobacterial therapy 



No.: 77 

Antibiotics and regular postural drainage 

This computed tomography (CT) scan shows the 
typical appearance of bronchiectasis, with dilated, 
thickened bronchi. Causes of this condition include 
cystic fibrosis, post-infective TB, immune deficiency 
and Kartagener's syndrome. Management includes 
daily postural drainage, antibiotic therapy for 
infective exacerbations, which should be guided by 
sputum culture, and bronchodilators. Surgical 
resection for localised areas of bronchiectasis is 
rarely indicated. Heart lung transplantation is an 
option in end stage disease with cor pulmonale. 
Colonisation with Pseudomonas aeruginosa is a 
common problem. Complications of bronchiectasis 
include massive haemoptysis, empyema, 

pneumothorax and metastatic infections (e.g. brain 
abscess). 
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No.: 78 

A 28-year-old woman with mild asthma since childhood 
attends the chest clinic. Her last appointment was 6 
months ago at which time her symptoms were well 
controlled on inhaled beclomethasone 400 ug twice per 
day with occasional use of her salbutamol inhaler when 
required. She now describes worsening of her symptoms 
over the last few weeks, with a dry cough and wheeze, 
particularly at night. She had also noticed some morning 
dipping of her peak flow readings. She otherwise feels 
systemically well. 

On examination she was mildly dyspnoeic, but able to 
speak in full sentences. She was apyrexial, pulse 72/min, 
blood pressure 120/82 mmHg, respiratory rate 16/min. 
She had scattered expiratory wheeze in her chest, with 
good air entry bilaterally. Her peak expiratory flow rate 
in clinic was 70% of predicted. 

What is the next most appropriate step in 
management? 



* 






♦ 



Oral theophylline 

Long-acting beta-agonist tablets 

Increase inhaled beclomethasone to 800 ug bd 

Add inhaled long-acting beta 2 agonists 

Hospital admission for nebulised bronchodilators 



No.: 78 

Add inhaled long-acting beta 2 agonists 

This question requires knowledge of the stepwise 
British Thoracic Society (BTS) guidelines for the 
management of chronic asthma in adults and 
schoolchildren. This patient was at step 2 of the 
treatment ladder, and as her symptoms were poorly 
controlled, she required escalation to step 3 which 
involves low-dose inhaled steroids plus a long-acting 
inhaled beta-agonist bronchodilator. A rescue course 
of prednisolone may be required at any step. She had 
no signs of severity and therefore did not require 
hospital admission The guidelines can be found on 
the BTS website. 
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No.: 79 

A 21 -year-old man presents with a 3 -month history of 
progressive wheeze and dyspnoea. Over the last few 
weeks, he has been coughing up thick, rubbery 'plugs' of 
mucus. There is no haemoptysis. He has a background of 
mild asthma, which was well controlled until a few 
months ago and eczema. He has had recurrent chest 
infections recently, requiring several courses of 
antibiotics from his general practitioner, and he attributes 
this to the damp autumn weather. He also has a feeling 
of general malaise. He had been more acutely short of 
breath for the last few days. 
On examination he was dyspnoeic at rest, but not 
cyanosed. His temperature was 37.8°C, pulse 100/min, 
blood pressure 132/86 mmHg, S a (0 2 ) 94% on air, 
respiratory rate 22/min. His heart sounds were normal. 
On auscultation of his chest he had widespread 
expiratory wheeze, with some coarse crepitations in the 
mid-zones and reduced air entry in the right lower zone. 
Abdominal and neurological examinations were 
unremarkable. 
Investigation results arc below: 



Haemoglobin (Hb) 



White cell count(WCC) 



15 g/dl 



13.1 x 1071 



Differential count: 



Neutrophils 


9.2 x 1071 


Lymphocytes 


2.2 x 1071 


Monocytes 


0.2 x 1071 


Eosinophils 


1.4 x 1071 


Basophils 


o.i x io7l 


Platelets 


390 x 1071 


Na + 


138 mmol/1 


Bilirubin 


14 umol/1 


K + 


4.2 mmol/l 


Alkaline phosphatase 


90 IU/1 


Urea 


5.2mmol/l 


Alanine aminotransferase 
(ALT) 


32 IU/1 


Creatinine 


100 umol/1 


Gamma-glutamyl 
transferase (GGT) 


30 IU/1 


Chest radiograph 


Patchy infiltrates 
throughout bom lung 
fields 



What is the most likely diagnosis? 



♦ 



• 



♦ 



Cystic fibrosis 

Invasive pulmonary aspergillosis 

Cryptogenic eosinophilic pneumonia 

Churg-Strauss syndrome 

Allergic bronchopulmonary aspergillosis (ABP A) 



No.: 79 

Allergic bronchopulmonary aspergillosis (ABP A) 

ABPA is due to endo -bronchial colonisation by the 
Aspergillus fumigatus fungus. It tends to present in 
early adult life on a background of worsening 
asthma. There is initially bronchospasm which can 
progress to proximal bronchiectasis and occasionally 
upper zone lung fibrosis, similar to TB. 
Exacerbations are more common in the autumn and 
winter months. Patients often get recurrent episodes 
of eosinophilic pneumonia and fleeting infiltrates can 
often be seen on the chest X-ray. Mucus plugging can 
sometimes cause lobar collapse. The diagnosis is 
made by skin prick testing, which causes an 
immediate hypersensitivity reaction. Serum 
precipitins are present in 90% of cases, and there is a 
high peripheral eosinophil count. Treatment is with 
oral prednisolone, which usually results in a rapid 
clinical and radiological improvement. Sometimes 
maintenance steroids are needed to prevent relapse. 
A number of studies have suggested a possible role 
for itraconazole therapy, e.g. Wark et al, Journal of 
Clinical Immunology 2003, and this may be a useful 
adjunctive therapy in some patients. 
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No.: 80 

You are asked to review a 5 8 -year-old care worker who 
has complained of diffuse non-specific left-sided chest 
pain increasing over the past few months. She smokes 20 
cigarettes per day and has no past medical history of 
note. Her husband works as a plumber and has worked 
as a boiler engineer for many years before that. Her chest 
X-ray reveals left-sided pleural thickening and evidence 
of an infiltrative lesion. A previous chest X-ray taken 12 
months earlier was described as unremarkable. 
Which of the following diagnoses fits best with the 
features of this case? 






Adenocarcinoma of the bronchus 
Small cell carcinoma of the bronchus 
Mesothelioma 
Benign pleural plaques 
Asbestosis 



No.: 80 
Mesothelioma 

The appearance of this lesion over the past year, 
coupled with the history of possible asbestos exposure 
in the family is suggestive of mesothelioma. A spouse 
can contract the disease through secondary exposure 
such as handling the laundry of a spouse that has 
already been exposed. Patients may present with a 
history of diffuse non-specific chest pain and profuse 
sweating. The diagnosis is a possibility in any patient 
with a suggestion of asbestos exposure who presents 
with pleural thickening or pleural effusion. Diagnosis 
is with pleural fluid aspiration and CT scanning. 
Repeated aspiration should be avoided if the 
diagnosis is suspected due to the possible risk of 
tumour tracking. In addition, pleural biopsy is often 
helpful in making the diagnosis, this should be CT or 
ultrasound guided if possible rather than using a 
blind technique. 



No.: 81 

A woman presents to clinic in her eighth week of 
pregnancy. She is concerned about her husband's family 
history of cystic fibrosis (CF) as her husband's brother 
has cystic fibrosis and her husband has been confirmed 
as a carrier. The patient does not wish to know about her 
risk of developing CF and is reluctant to be tested herself 
but is concerned about the health of her child. There is a 
1 : 20 prevalence of CF carriage in the area where she 
lived as a child and husband and wife not 
consanguineous. 

What is the chance of her child having cystic fibrosis? 

* 1/4 



No.: 81 



1/80 



CF is an autosomal recessive disease so two abnormal 
alleles are required for the disease to be manifest. As 
a carrier (with one abnormal gene) the husband has a 
1 : 2 chance of passing the abnormal gene to his 
offspring. If one assumes that the woman is of the 
same genetic stock as those in the area of her birth 
she has a 1 : 20 chance of being a carrier. So the 
chance of the child receiving an abnormal allele from 
both parents is 1/2 (male risk) x 1/20 (female carrier 
risk) x 1/2 (female risk of passing a gene on) = 1/80. 






♦ 



1/40 
1/80 
1/160 
1/320 
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A 28-year-old Somalian woman presents suffering from 
increased shortness of breath for the last 3 months. She 
has recently returned to the UK after a visit to her 
family. She has a dry non-productive cough and admits 
to night sweats over the last 2 weeks. She is a non- 
smoker. On examination she is thin and not cyanosed at 
rest. There is no finger clubbing. There are no signs on 
auscultation of the chest in the chest but chest X-ray 
(CXR) shows bilateral infiltrates. 
Oxygen saturations are as follows: 



S p (0 2 )atrest 


98% 


S p (0 2 ) on exertion 


82% 



What investigation is most likely to provide the 
diagnosis? 

Pulmonary function tests 



♦ 



V/Q scan 

Bronchiolar lavage and transbronchial biopsy 
computed tomography (CT) thorax 
Exercise electrocardiogram 



•A 



No.: 82 

Bronchiolar lavage and transbronchial biopsy 

The presence of exercise induced oxygen desaturation 
in a young person should always raise the possibility 
of Pneumocystis jiroveci pneumonia (PCP), 
particularly in an individual who has lived in an area 
where undiagnosed HIV is common. PCP is 
traditionally considered a protozoan, although recent 
data suggests that it may be taxonomically closer to a 
fungus. It is a ubiquitous pathogen and disease most 
likely occurs as a result of latent infection acquired 
via the respiratory route early in life. Physical 
examination may reveal fever and tachypnea, but 
examination of the chest is frequently normal 
Radiographic features vary considerably with 
diffuse, bilateral interstitial or alveolar infiltrates 
characteristic but unilateral or focal infiltrates, lobar 
or segmental consolidation also occurring. 

Laboratory findings in PCP are generally unhelpful 
Diagnosis can be made by staining spontaneous or 
induced sputum samples. In patients with HIV 
bronchiolar lavage diagnostic yield approaches 95% 
and this can be raised nearer 100% with the use of 
transbronchial biopsy. 
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A lady with known rheumatoid arthritis presents with 
breathlessness. Currently she is on prednisolone 3 mg 
and methotrexate 10 mg once a week, ranitidine and 
folic acid. She presents with cough. Chest X-ray (CXR) 
is within normal limits. 2 sats are 97% on air but fall to 
90% on exercise. 

What is the best investigation to elicit the likely 
diagnosis? 



♦ 



Bronchoscopy with bronchoalveolar lavage (BAL) 

Lung function tests 

Arterial blood gases (ABGs) 

V/Q scan 

Echocardiogram 



•A 
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Bronchoscopy with bronchoalveolar lavage (BAL) 

The presence of exercise induced oxygen desaturation 
in an immunocompromised or immunosuppressed 
patient person should always raise the possibility of 
Pneumocystis jiroveci pneumonia (PCP). In this case 
however the possibility of methotrexate-induced 
pneumonitis should also be considered. Both 
conditions can be associated with dyspnoea, exercise 
induced desaturation and fever. Radiographic 
features vary considerably with diffuse, bilateral 
interstitial or alveolar infiltrates can also occur in 
both conditions. 

Laboratory findings in PCP are generally unhelpful 
Diagnosis can be made by staining spontaneous or 
induced sputum samples. In patients with HIV 
bronchiolar lavage diagnostic yield approaches 95% 
and this can be raised nearer 100% with the use of 
transbronchial biopsy. In methotrexate-induced 
pneumonitis pulmonary function tests show a 
restrictive pattern with diminished diffusion capacity 
but PFTs are often unhelpful in differentiating 
between causes of lung disease. 

In this case as PCP is a life -threatening condition it 
should be excluded before investigating for other 
causes of dyspnoea. 
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An 1 8-year-old male patient with cystic fibrosis is 
admitted to hospital with an infective exacerbation of his 
condition. His latest sputum grew Burkholderia cepacia. 
His sister also has cystic fibrosis and has problems with 
abdominal pains. 

Which of the following would you expect when 
investigating him and his sister? 

The most frequent cause of their infective 
exacerbations is Burkholderia cepacia 



♦ 



Their spirometry shows a restrictive pattern 
Both patients have pancreatic insufficiency 



Both of their vitamin B 12 and thiamine levels would 
be low 

The cause of the abdominal pains is most likely to 
be meconium ileus 



•A 
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Both patients have pancreatic insufficiency 

Cystic fibrosis is an autosomal recessive condition 
due to the defective cystic fibrosis transmembrane 
conductance regulator. The most common gene 
mutation responsible for this is the delta508 
mutation. This causes defective chloride and sodium 
exchange across the epithelium in the lungs, resulting 
in recurrent chest infections and then in 
bronchiectasis (obstructive pattern on spirometry). 
The abdominal pain is caused not by meconium ileus 
but by distal intestinal obstruction syndrome 
(meconium ileus equivalent) in adults. This is due to 
the defective chloride secretion and increased sodium 
absorption in the gut, causing constipation. The 
treatment is to increase osmosis with Gastrograffin 
or A'-acetylcysteine. Patients also frequently suffer 
from gallstones, which can cause abdominal pains. 
Due to the pancreatic insufficiency, patients are 
unable to absorb fat-soluble vitamins such as 
vitamins A, D, E and K. Patients are therefore 
frequently on pancreatic exocrine supplements and 
fat-soluble vitamin supplements. The most frequent 
cause of respiratory exacerbations is the same as for 
patients without cystic fibrosis, eg. pneumococci or 
Haemophilus spp., but they also have an increased 
frequency of both Pseudomonas aeuroginosa and B. 
cepecia, with the latter carrying a worse prognosis 
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No.: 85 

You review a 26-year-old woman who has been admitted 
to the neurological ward for treatment. She complained 
of ascending symmetrical weakness and loss of sensation 
affecting both lower limbs. This began after a diarrhoeal 
illness. A diagnosis of Guillain Barre Syndrome was 
made. She is complaining to the nurses of increasing 
shortness of breath. You are aware that a deterioration in 
respiratory function can predict mortality. She is 50kg in 
weight. FVC on admission was noted to be 1.51. You 
arrange for it to be checked again. 

What level of FVC would indicate the threshold for 
respiratory support? 

1.5L 

• 1.4L 






1.0L 
1.3L 



0.6L 



No.: 85 



1.0L 



Deterioration in FVC is closely predictive of 
deterioration with opportunistic respiratory tract 
infection, and associated increased morbidity and 
mortality. Patients with Guillain Barre syndrome 
should be monitored with regular spirometry. The 
threshold for increased respiratory intervention is 
said to be around 20ml/kg FVC, which would put this 
at around 1 litre in this patient. Minimal sedation 
and aggressive physiotherapy while on the intensive 
care unit can serve to reduce the possibility of 
infection Overall poor prognosis in Guillain Barre is 
associated with rapid progression of symptoms, 
advanced age, prolonged ventilation (>1 month), and 
severe action potential reduction on neuromuscular 
testing. 



•A 
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No.: 86 

You are called to a cardiac arrest on the coronary care 
unit. A 74-year-old man with a 40-pack year smoking 
history and COPD on high dose salmeterol/fluticasone 
combination inhaler has arrested two days after 
admission with an inferior myocardial infarction. 

Arterial blood gasses on admission were:- 



PiL 



pQ 2 



pCQ 2 



HCO, 



7.39 



8.5 mmol/1 



5.8mmol/l 



3 1 mmol/1 



Arterial blood gasses on 35% 2 post cardiac arrest 
were:- 



pH 



p0 2 



pC0 2 



7.29 



7.5 mmol/1 



6.9 mmol/1 



He is drowsy but conscious and responds appropriately 
to commands and is co-operative. 

Which of the following is the most appropriate course 
of action with respect to his ventilatory support? 

/"* /^ t vU 

Continue 35% oxygen therapy 






Reduce his inspired oxygen to 28% 



Increase his inspired oxygen to 60% 

Consider him for non -invasive positive pressure 
ventilation (NIPPV) 

Consider him for intubation and ventilation 



No.: 86 

Consider him for non-invasive positive pressure 
ventilation (NIPPV) 

On admission his arterial blood gasses revealed a 
compensated respiratory acidosis with some degree of 
C0 2 retention. Post cardiac arrest he has 
decompensated with relative hypoxia and C0 2 
retention. Continuing his 35% 2 may further 
exacerbate C0 2 retention and lead to respiratory 
arrest, as would increasing the inspired oxygen. 
Reducing inspired oxygen may exacerbate hypoxia 
and precipitate another cardiac arrest. He is 
conscious and may be co-operative enough for 
NIPPV which would be the initial treatment of 
choice. As well as being non-invasive and associated 
with less morbidity than intubation in the treatment 
of COPD, it may improve any pulmonary oedema 
associated with his myocardial infarction. 



,j 
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No.: 87 

A 69-year-old smoker presents for review. He has a 60- 
pack year history and has recently begun losing weight. 
In addition he has a chronic cough and is thirsty all the 
time. Past history of note includes two left carotid 
territory TIAs in the past year. Blood testing reveals mild 
hypercalcaemia, a left upper lobe lung mass is seen on 
chest x-ray and trans-bronchial biopsy confirms this to 
be a squamous cell carcinoma of the bronchus. Results 
of investigations are as follows: - 

CT scan: No evidence of lymph node, pleural or rib 

involvement 

Spirometry: FEVi pre surgery less than 40% predicted 

Carotid ultrasound: Left carotid 90% stenosis 

Corrected calcium: 2.7 mmol/1 

Which of the following represents the most 
appropriate management in this case? 

Refer for left pneumonectomy 

Refer for left upper lobectomy 






Refer for radiotherapy 

Refer for chemotherapy 

Refer for combined chemo- and radiotherapy 



No.: 87 

Refer for combined chemo- and radiotherapy 

This patient's spirometry suggests that he is unlikely 
to survive surgery to remove lung tissue. In addition 
his carotid ultrasound is suggestive of significant risk 
of perioperative stroke. He may however be a 
candidate for aggressive radiotherapy. In addition, 
early studies have shown survival advantages for 
combined chemo and radiotherapy in these cases. In 
particular, continuous hyperfractionated 

radiotherapy (CHART) has shown an improvement 
in 2 -year survival compared with conventional 
radical radiotherapy (29% versus 20%) with the 
largest benefits being seen in squamous cell 
carcinomas. 
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No.: 88 

A 19-year-old student is brought to the Emergency 
department by his housemates. He has suffered a chronic 
cough for the past week and using increasing amounts of 
his blue inhaler. Ordinarily he is maintained on 
fluticasone/ salmeterol combination inhaler 250ug/50mg 
BD and montelukast lOmg daily. His housemates don't 
think he has registered with the student health service 
and are worried that he may not have filled his 
prescription. 

Clinical features on admission to Emergency: - 

Respiratory rate 30/min 

PEFR 240 L/min, predicted 590 L/min 

2 saturation 90% 

You commence oxygen therapy, give a bolus of IV 
hydrocortisone and give him a nebuliser containing 
salbutamol 5mg and atrovent 500 ug. The nurses repeat 
the salbutamol nebuliser three times. 

Clinical features later in the evening: (on oxyge n) 



Respiratory rate 


15/min 


PEFR 


230 L/min 


PH 


7.35 


p0 2 


7.7 kPa 


pCO 2 


5.8 kPa 



What is the most appropriate next step for this 
gentleman? 



• 






IV salbutamol therapy 

IV aminophylline therapy 

IV magnesium therapy 

Review by ITU physician 

Continuous nebulised salbutamol therapy 



No.: 88 

Review by ITU physician 

The most appropriate next step in this case would be 
review by an ITU physician. Despite therapy his peak 
flow has deteriorated, he is making less respiratory 
effort, and there is evidence of hypoxia with 
hypercapnia on arterial blood gas testing. Whilst IV 
salbutamol, IV magnesium sulphate and IV 
aminophylline may all be viable options for him, 
liason with ITU at an early stage is recommended, 
rather than in the peri-arrest situation. 



-j 
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No.: 89 

A 17-year-old man is admitted to the Emergency 
department. His carer called the ambulance after she 
found him in a drowsy and confused state at home. He 
had been suffering from a heavy cold. He is known to 
suffer from Duchenne's muscular dystrophy. Over the 
past few weeks she noted that he seemed to be suffering 
intermittent morning headaches, slight mental confusion, 
particularly in the mornings, and didn't enjoy his normal 
trip to the swimming pool due to shortness of breath. 

On examination in the Emergency department he was 
drowsy but able to obey simple commands. 

Respiratory rate was noted to be 13/min. 
Bilateral air entry was poor with evidence of 
consolidation 

pC0 2 7.0 kPa 
p0 2 7.0 kPa 

Which of the following would represent the most 
appropriate management in this case? 






Commence high flow oxygen therapy 
Commence 35% oxygen therapy 
Commence 28% oxygen therapy 



: 



Refer for invasive ventilation on the intensive care 



unit 



Consider non-invasive ventilation 



No.: 89 

Consider non-invasive ventilation 

This man has evidence of chronic C0 2 retention as 
evidenced by his morning headaches, intermittent 
confusion and drowsiness. A further indication of 
respiratory muscle, particularly diaphragmatic 
weakness may be indicated by breathlessness at his 
swimming class. It is likely that chronic 
hypoventilation has led to opportunistic respiratory 
tract infection associated with his cold. Limited 
oxygen therapy would be unhelpful, and high flow 
oxygen may well lead to worsening C0 2 retention 
Invasive ventilation should be carefully considered as 
Duchenne's is a progressive condition and weaning 
this man from a ventilator may be impossible. 
Therefore the best alternative is non-invasive 
ventilation, using a suitable mask and pressure 
support ventilator. He is at least compliant with 
commands and may tolerate the mask in this case. 
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No.: 90 

A 32-year-old woman presents to her doctor 
complaining of increasing shortness of breath. Over the 
past year or so she has also noticed that her hands go 
white and are very painful if she ventures out into cold 
weather. On examination there is evidence of 
subcutaneous calcification in the fingers and fine bibasal 
crepitations and occasional wheeze are heard on 
auscultation of the chest. 



Results: 




Anti -nuclear antibody 


positive 


Anti scl-70 antibody 


positive 


FVC 


3.2 L 


FEVi 


2.6 L 



Which of the following represents the most 
appropriate treatment in this case? 

Commence inhaled corticosteroids 

Commence inhaled short acting beta-2 agonist 
therapy 

Commence oral corticosteroid therapy 

Commence combined inhaled corticosteroid and 
beta-2 agonist therapy 

Commence long-acting inhaled anti -cholinergic 
therapy 



No.: 90 

Commence oral corticosteroid therapy 

This woman has evidence of systemic sclerosis, with 
clinical features and the scl-70 positivity pointing 
towards associated lung fibrosis. Her lung function 
tests also suggest the possibility of a restrictive lung 
defect further supporting this diagnosis. 
Management involves the use of high dose oral 
corticosteroids and additional cyclophosphamide. 
Around 15% of patients have disease which is 
associated with more rapidly progressive lung 
fibrosis. Lung fibrosis in systemic sclerosis may also 
be associated with an increased risk of lung cancer. 
Pulmonary hypertension is seen in association with 
this condition. 
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No.: 91 

A 34-year-old woman is referred to the respiratory 
clinic. She has had a long history of asthma since 
childhood and is maintained on combination inhaler 
therapy with fluticasone 250 ug/ salmeterol 50mg BD. 
On the advice of her doctor she moved away from 
London to the countryside and was well. Around 2-years 
ago she began keeping a horse and since than has noticed 
a gradual deterioration in her asthma control, with 
increased coughing up of mucus plugs. 

On examination in the clinic there was clear evidence of 
bilateral wheeze. Her peak flow was measured at 350 
L/min. 

Other results :- 



IgE 



Peripheral blood 
eosinophil count 



llOOne/ml 



0.6 xl071 
(0.04-0.4) 



Skin prick positive to aspergillus 



IgG precipitins to aspergillus 



CXR - Evidence of pulmonary 
infiltration 



Which of the following represents the optimal 
management in this patient? 



Increased dose of inhaled steroids 
Addition of oral monteleukast 
A prolonged course of itraconazole 
Oral corticosteroids 



Oral corticosteroids and a prolonged course of 
itraconazole 



No.: 91 

Oral corticosteroids and a prolonged course of 
itraconazole 

There is evidence that this patient is suffering from 
bronhopulmonary aspergillosis. The factors which 
promote evolution from atopic asthma to this disease 
are unknown, but it appears that the type of CD4 
response to aspergillus antigen appears to be crucial. 
Management involves the use of oral corticosteroids 
and there is evidence that additional prolonged 
courses of itraconazole (up to 4 months) may 
diminish the steroid requirement. Aggressive therapy 
with oral corticosteroids is known to reduce the risk 
of bronchiectasis that results from mucus plug 
impaction and subsequent localised infection 
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No.: 92 

You review a 4 8 -year-old man in the respiratory clinic. 
He is diagnosed with tuberculosis and you want to start 
quadruple antituberculous therapy. He is very concerned 
about potential side-effects of therapy. Previous history 
of note includes abnormal liver function tests and a 
history of alcohol abuse, most recently he has been 
diagnosed with Type 2 diabetes. Recent ALT was 65U/1, 
creatinine 142lumol. 

Which of the following fits best with a characteristic 
of its use in antituberculosis treatment? 

Rifampicin should not be given where there is 
chronic renal failure 

Pyrazinamide should not be used in patients with 
known chronic liver disease 

Rifampicin increases the efficacy of sulphonylureas 

Isoniazid is most likely to accumulate in renal 
failure leading to optic neuropathy 

Pyridoxine should not be given to patients with 
renal impairment 



No.: 92 

Pyrazinamide should not be used in patients with known 
chronic liver disease 

Drug induced hepatitis associated with anti- 
tuberculous therapy can be fatal, for this reason 
pyrazinainide should not be used in patients with 
known chronic liver disease. Rifampicin should be 
avoided where there is decompensated liver disease 
and in those patients taking sulphonylureas it may 
reduce the effectiveness of these agents. Ethambutol 
can accumulate in patients with chronic renal failure 
leading to optic neuropathy and therefore should be 
given at a lower dose. Pyridoxine should be given in 
addition to isoniazid in those with renal impairment 
to prevent peripheral neuropathy. Baseline and 
regular monitoring of liver function should be 
undertaken in patients on anti-tuberculous therapy, 
where there is a history of chronic liver disease it is 
advised that this is weekly for the first two weeks and 
then two weekly thereafter. 



No.: 93 



You are asked to comment on some arterial blood gas 
results. You understand the sample was taken from a 64- 
year-old patient attending one of the outpatient clinics. 

Bloods; 



pH 



pCQ 2 



pQ 2 



HCO, 



7.38 



6.5 kPa 



8.0 kPa 



38 mmol/1 



Which of the following is the most likely underlying 
diagnosis? 



No.: 93 
Chronic COPD 

This picture is consistent with chronic COPD, as 
exhibited by C0 2 retention in the presence of a pH 
within the normal range. What has occurred over 
time is renal compensation with conservation of 
bicarbonate, leading to the elevated HC0 3 level of 38 
mmol/1 which is seen here. During an acute 
exacerbation a vicious circle occurs, with inadequate 
gas exchange leading to progressive hypoxia and C0 2 
retention; worsening acidosis then occurs. 






Furosemide therapy 
Bartter's syndrome 
Chronic COPD 
Acute exacerbation of COPD 
Conn's syndrome 
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No.: 94 

A 71 -year-old man presents to his GP along with his 
wife. He has severe problems with sleeping at night, 
snores, stops breathing, is restless and often disturbs his 
wife from sleep. During the day his family complain that 
he often falls asleep watching the television, after his 
dinner, or even whilst talking to his wife. He is a smoker 
of 20 cigarettes per day, has a hypertension and has 
suffered a TIA 3 years earlier. Medication includes 
ramipril lOmg, simvastatin 40mg, and aspirin 75mg. On 
examination his BMI is 32, his BP is 150/90 mmHg, and 
he has signs of right heart failure. 

Bloods; 



Hb 


14.0 g/dl 


WCC 


5.8x1071 


PLT 


220 xl07l 


Na + 


138 mmol/1 


r 


4.5 mmol/1 


Creatinine 


140 umol/1 



Which of the following is the most likely diagnosis? 

Central sleep apnoea 
Nocturnal epilepsy 
Obstructive sleep apnoea 
Multiple TIAs 
Narcolepsy 



No.: 94 

Obstructive sleep apnoea 

This patient is obese, with hypertension and right 
heart failure. He has significant symptoms of 
nocturnal airway obstruction and daytime sleepiness, 
and this constellation of symptoms and signs fits with 
a diagnosis of obstructive sleep apnoea. Management 
of the condition involves aggressive weight reduction 
and the use of nocturnal CPAP to relieve nocturnal 
airway obstruction. Clearly this gentleman should 
also receive very strong advice to stop smoking. 



"'J, 
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No.: 95 

A 6 8 -year-old woman presents to the clinic complaining 
of increasing shortness of breath over the past year. Her 
GP has prescribed steroid and salbutamol inhalers, but 
they have given her little benefit. She has a past history 
of hypertension and has recently been prescribed 
furosemide for swollen ankles. In the past week or so her 
breathing has begun to deteriorate more rapidly. 
Examination reveals an increased respiratory rate at rest 
and finger clubbing. Auscultation of the chest reveals 
end inspiratory crackles at both lung bases. 



Investigations; 


Hb 


13.1 g/dl 


WCC 


6.9xl0 9 /l 


PLT 


300 xlO y /l 


Viscosity 


2.1mPa/s 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


120 umol/1 


pH 


7.4 


p0 2 


7.2 kPa 


pco 2 


3.7 kPa 


CT thorax 


interstitial lung disease, 
evidence of bilateral consolidation 



Which of the following is the most likely diagnosis? 

Sarcoidosis 

Idiopathic pulmonary fibrosis 

Silicosis 



Idiopathi 

Silicosis 

Alveolar cell carcinoma 

Mycoplasma pneumonia 



No.: 95 

Idiopathic pulmonary fibrosis 

The clinical picture here of gradual deterioration, 
coupled with crackles on auscultation consistent with 
fibrosis, finger clubbing and the CT findings fit with 
the diagnosis. Patients may suffer an acute 
deterioration which is accompanied by consolidation, 
as we see here. Pulmonary histology may reveal areas 
of normal lung, interstitial fibrosis, inflammation and 
honeycomb change. Patients are usually managed 
with high dose corticosteroid therapy and oxygen if 
there is significant hypoxia. 
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No.: 96 

A 73 -year-old man with severe COPD managed with 
high dose combination steroid and long acting beta- 
agonists (LAB A) inhaler is admitted to the Emergency 
room. He has suffered increasing shortness of breath and 
a worsening cough over the past few days and is now 
completely unable to get his breath. On examination he 
is pyrexial 38.2°C, there are chest signs consistent with 
both right sided consolidation and pulmonary oedema. 
He looks tired and his respiratory rate has fallen to 
13/min. 



Investigations; 


Hb 


13.1 g/dl 


WCC 


10.1xl0 9 /l 


PLT 


295 xlO y /l 


Na + 


134mmol/l 


K + 


4.0 mmol/1 


Creatinine 


128 umol/1 


CRP 


52mg/l 



CXR - Right sided consolidation, with evidence of 

pulmonary oedema 

pH 7.28, p0 2 9.3 kPa, pC0 2 6. 1 kPa on 40% 2 

Which of the following is the most appropriate 
method to manage his 2 replacement? 



♦ 



Continue 40% 2 by mask 
Decrease inspired 2 to 28% by mask 



Continuous positive airway pressure (CPAP) 
ventilation 

NIPPV ventilation 

Increase inspired 2 to 60% by mask 



No.: 96 

NIPPV ventilation 

This patient has both evidence of LVF and right 
sided pneumonia, a long history of COPD and is 
beginning to tire. Increasing inspired 2 is likely to 
precipitate C0 2 retention and deterioration in his 
condition. CPAP, whilst a possible treatment for his 
LVF, is inferior to NIPPV ventilation from the point 
of view of his infectious exacerbation of COPD. 
Therefore NIPPV ventilation is the treatment of 
choice. Decreasing his inspired 2 may result in 
worsening hypoxia. 
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No.: 97 

A 3 6 -year-old woman who has visited her GP 4 times in 
the past year for sinusitis, and has been feeling that she 
has begun to develop a nose deformity visits her GP 
complaining of shortness of breath. Additionally she has 
suffered one episode of haemoptysis. On examination 
her facial appearance suggests a saddle nose deformity. 

Investigations 



Hb 


10.9 g/dl 


WCC 


6.9xlO y /l 


PLT 


195 xl07l 


Na + 


139mmol/l 


r 


5.6 mmol/1 


Creatinine 


130 umol/1 


Urine blood+, protein+ 


cANCA + 



CXR shown below 








^k 









Given the likely diagnosis, which of the following is 
the most appropriate treatment for her? 

♦ 



♦ 



Oral prednisolone 40 mg daily 
Oral cyclosporine 



Pulsed IV methylprednisolone and 
cyclophosphamide 

♦ 



. 



Oral azathioprine 
Oral methotrexate 



No.: 97 

Pulsed IV methylprednisolone and cyclophosphamide 

This woman has a classical picture of Wegener's 
granulomatosis with sinusitis initially, now 
progressing to pulmonary infiltration with 
haemoptysis and renal involvement as evidenced by 
urinary blood and protein signifying 

glomerulonephritis. The anaemia seen here and 
positive c-ANCA serve to further support the 
diagnosis. Initial preferred therapy for Wegener's is 
with pulsed IV methylprednisolone and 
cyclophosphamide, although azathioprine or 
methotrexate may both be used for maintenance 
therapy. Prognosis generally depends on early 
diagnosis and intervention, so recognising the 
features seen here is crucial. 
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A 49-year-old nurse comes to the surgery. She is a 
smoker of 20 cigarettes per day and is complaining of 
increased shortness of breath, a chronic cough and 
wheezing. On examination she smells strongly of 
cigarettes. You can hear coarse wheezing and occasional 
crackles on auscultation. 

Which of the following investigations would be most 
useful with respect to deciding on a management 
plan? 



♦ 



Chest x-ray 

Alpha- 1 -antitrypsin deficiency testing 

CT thorax 

Bronchoscopy 

Spirometry with reversibility 



No.: 98 

Spirometry with reversibility 

This woman has evidence of chronic obstructive 
pulmonary disease, (COPD), but up to 30% of 
patients fit the definition of reversibility (>15% 
improvement in FEV1 post bronchodilator). In 
patients who are reversible, there is good evidence for 
treating with inhaled corticosteroids, as in asthma. 
Indeed, the TORCH study suggested a reduction in 
exacerbations in patients given high dose fluticasone 
and salmeterol combination inhaler. 



No.: 99 

A 71 -year-old man with a 40 pack year smoking history 
presents for review after a 3rd hospital admission in the 
past year with a COPD exacerbation. He is managed at 
home with a salbutamol nebuliser, and he has a carer and 
a disabled badge to help him with getting around. 

Investigations 



Hb 


14.5 g/dl 


WCC 


5.2x1071 


PLT 


201 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Bicarbonate 


29 mmol/1 | 


Creatinine 


104 umol/1 | 


FEV! 


40% predicted 



No.: 99 

Salmeterol and fluticasone combination inhaler 

This patient has severe COPD. Whilst ipratropium is 
useful for relief of symptoms, particularly during an 
acute exacerbation, there is little evidence to support 
its regular use. The salmeterol and fluticasone 
combination outcome trial in COPD demonstrated 
reduced exacerbations at the expense of increased 
pneumonia events, nearly reaching significance in 
mortality reduction. In contrast the tiotropium study 
showed reduced exacerbations, but with a trend to 
increased cardiovascular events. For this reason 
salmeterol and fluticasone combination is preferred. 



the most appropriate 
ons? 



| -*■ -^ " 1 | ■ w / v, pwiv^vu 

Which of the following is the mosi 
therapy to reduce exacerbations? 

Ipratropium 

Tiotropium 

Salmeterol 

Beclomethasone 

Salmeterol and fluticasone combination i 



inhaler 
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A 42-year-old man, who is known to be HIV positive, 
presents with a cough productive of rusty coloured 
sputum. He has been feeling unwell for around a week or 
so. On examination he is pyrexial 38.2°C, with a BP of 
135/70 mmHg. His pulse is 95/min and regular. 
Auscultation of the chest reveals an area of bronchial 
breathing over the right lower lung field. 

Investigations 



Hb 


12.4 g/dl 


WCC 


13.1x1071 (Neutrophilia) | 


PLT 


195 xl07l 


Na + 


139 mmol/1 


K + 


4.9 mmol/1 


Cr 


100 umol/1 


CXR 


Right lower lobe consolidation 



Which of the following is the most likely diagnosis? 

Pneumocystis pneumonia 
Staphlococcus aureus pneumonia 






Mycoplasma pneumonia 
Streptococcus pneumoniae pneumonia 
Klebsiella pneumonia 



No.: 100 

Streptococcus pneumoniae pneumonia 

This man has community acquired pneumonia which 
is most likely to be Strep pneumoniae. The estimated 
attack rate is higher in HIV infected patients 
(5.9/1000 vs 0.31/1000 in non-HIV infected patients. 
Resistance patterns are similar in HIV and non-HIV 
infected patients, invasive disease is rare and tends to 
occur in patients with a low CD4 count. 
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No.: 101 

A 17-year-old woman with a history of cystic fibrosis 
presents to the Emergency room with rapidly worsening 
shortness of breath, and a cough productive of much 
more sputum than usual with marked wheeze. She has 
started to lose weight and is off her food. On 
examination her BMI is 21, her BP is 105/72 mmHg, 
pulse 89/min with a temperature of 37.9 °C. Auscultation 
of the chest reveals a mix of crackles and wheeze. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


12.2xlO y /l 


PLT 


199x1071 


Na + 


140 mmol/1 


K + 


5.0 mmol/1 


Creatinine 


140 umol/1 


Sputum sample 


gram negative rods 



Which of the following is the most likely identity of 
the bacteria found in the sputum sample? 

Klebsiella 

Mycoplasma 

Pseudomonas 

Bacteroides 

Staphylococcus 






•A 
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Pseudomonas 

Pseudomonas colonisation is associated with 
deterioration of respiratory symptoms, loss of 
appetite and weight loss in patients with CF. It is seen 
as gram negative rods on a sputum sample. Severity 
of pulmonary disease, including the degree of 
pseudomonas colonisation is closely related to 
outcome and prognosis. Inhaled tobramycin given 
intermittently over a prolonged period has been 
shown to delay the deterioration in lung function and 
improve prognosis for patients chronically infected 
with pseudomonas. 
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A 29-year-old man who is HIV positive has returned 
from a trip to Poland to visit his grandmother. He tells 
you that she died of a reactivation of pulmonary 
tuberculosis. On examination he looks relatively well, he 
was diagnosed at a relatively early stage and has taken 
anti-retroviral therapy for 1 8 months, there is no history 
of alcohol abuse. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


4.9 xl07l 


PLT 


190 xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


120 umol/1 


CD4 count 


225/ul 



Which of the following is the most appropriate 
regime for him with respect to prophylaxis? 

No prophylaxis is necessary 

3 months treatment with triple therapy 

3 months treatment with quadruple therapy 

Isoniazid 300mg daily, pyridoxine 50mg daily for 6 
months 

Isoniazid 900mg, pyridoxine lOOmg twice weekly 
for 9 months 



No.: 102 

Isoniazid 900mg, pyridoxine lOOmg twice weekly for 9 
months 

Whilst routine prophylaxis for TB in HIV infections 
isn't recommended for all patients, we have a clear 
history of exposure to active TB. As such, the twice 
weekly regime is preferred, with the daily regime (D), 
an alternative in patients with alcoholism or 
nutritional deficiency. Treatment duration of 9 
months is recommended. Rifampicin given over 4 
months is an alternative prophylactic regimen used in 
some centres. 
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PasTest 2012... MRCP 2... Respiratory 



No.: 103 

A 67-year-old man suffers a cardiac arrest on the ward 
shortly after coming back from the operating theatre. 
The blood gas results taken 5 mins post the cardiac arrest 
call are shown below. 
Investigations; 



pH 


6.87 


pC0 2 


8.2 kPa 


p0 2 


2.3 kPa 


Bicarbonate 


14 mmol/1 


Anion gap 


24 


Lactate 


14 mmol/1 



Which of the following best describes his acid-base 
disturbance? 



♦ 



♦ 



Metabolic acidosis 

Mixed respiratory and metabolic acidosis 

Metabolic alkalosis 

Respiratory alkalosis 

Metabolic acidosis with respiratory compensation 



No.: 103 

Mixed respiratory and metabolic acidosis 

Oearly this patient has suffered a catastrophic event, 
which may have occurred much earlier than when he 
was actually found. Poor tissue perfusion has resulted 
in increased lactate, and lack of gas exchange has led 
to hypercapnia and low oxygenation. When we 
consider the features seen here, the pH is a result of 
mixed respiratory and metabolic acidosis, because of 
no meaningful gas exchange and lack of meaningful 
circulation, leading to a build up of lactate, high C0 2 , 
low 2 . 
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No.: 104 

A 54-year-old man comes to the Emergency department 
complaining of shortness of breath. He has been unwell 
for a few days and most recently has begun to spike 
fevers. He has a history of a previous MI some 4 years 
earlier and mild left ventricular failure as a consequence. 
Medication includes ramipril lOmg daily, aspirin 75mg 
and bendroflumethiazide 2.5mg. On examination his BP 
is 1 1 5/70 mmHg, pulse 95/min, and his temperature is 
37.9°C. He has bilateral crackles on auscultation, 
perhaps more marked on the left than the right and a 
respiratory rate of 36/min. 



Investigations; 




pH 


7.6 


P co 2 


3.2 kPa 


po 2 


7.2 kPa 


Bicarbonate 


33 mmol/1 



Which of the following best describes his acid-base 
disturbance? 

Compensated respiratory alkalosis 

Compensated respiratory acidosis 

Mixed respiratory and metabolic alkalosis 



• 



Respiratory alkalosis with metabolic acidosis 
Metabolic and respiratory acidosis 



No.: 104 

Mixed respiratory and metabolic alkalosis 

This man may well be suffering from pneumonia. 
Hyperventilation has produced a mild respiratory 
alkalosis. The bicarbonate of 33mmol/l is most likely 
due to chronic thiazide diuretic use. Oearly this 
patient requires oxygen replacement, which is likely 
to bring his p0 2 back into the normal range. It's also 
important to adequately assess his fluid balance, as 
infection on top of diuretic and ACE inhibitor use 
may have precipitated a degree of renal 
deterioration. 
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No.: 105 

A 42-year-old publican is admitted with increasing 
shortness of breath which is relieved by lying flat. He 
has been seen on one previous occasion with a 
haematemesis and admits to drinking 6-8 pints of strong 
lager per day. He also smokes 20 cigarettes per day. On 
examination he looks unwell; he has signs of chronic 
liver disease including clubbing, spider naevi, scratch 
marks, swollen ankles and ascites. He is tender in the 
right upper quadrant. Respiratory examination is 
suggestive of bilateral pleural effusions. His BP is 95/60 
mmHg, pulse is 100/min. 



Investigations; 


Hb 


10.0 g/dl 


WCC 


5.6xlO y /l 


PLT 


78 xl07l 


Na + 


138 mmol/1 


r 


3.8 mmol/1 


Creatinine 


90 umol/1 


ALT 


140 U/l 


Bilirubin 


110 umol/1 


Alb min 


22g/l 


p0 2 


7.9 kPa 


pC0 2 


3.9 kPa 



Which of the following is the most likely diagnosis? 

Pulmonary embolus 
Cardiac failure 



• 



Hepatopulmonary syndrome 

COPD 

Pulmonary fibrosis 



No.: 105 
Hepatopulmonary syndrome 

Given that patients with cirrhosis are significantly 
auto-anticoagulated, pulmonary embolism is unlikely 
as the cause of his hypoxia. Equally, there are no 
signs suggestive of either COPD or pulmonary 
fibrosis. Hepatopulmonary syndrome is due to 
arteriovenous shunting and is potentially progressive 
and life threatening. Hypoxia may be further 
worsened by the presence of significant pleural 
effusions. The syndrome may be corrected by liver 
transplantation, and is adequate reason for expedited 
referral. Platypnoea is related to this abnormal 
pulmonary vasodilation which leads to inappropriate 
shunting. Bubbles can be seen appearing late in the 
left atrium when agitated saline is injected and the 
atrium is observed on echocardiography. 
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No.: 106 

A 70 -year-old woman who underwent right 
hemicolectomy opted to receive a designated blood 
transfusion from her daughter who is the same blood 
group. Whilst on the ward undergoing the first unit of 
blood she began to complain of extreme shortness of 
breath. Her blood pressure was markedly reduced at 
90/50 mmHg. On examination there were inspiratory 
crackles consistent with heart failure throughout both 
lung fields. Dipstick of her urine was negative for 
haematuria. 

Which of the following is the most likely cause of this 
transfusion reaction? 

ABO incompatability 

Rhesus incompatability 

Granulocyte antibodies in the donor blood 

Granulocyte antibodies in the recipient blood 

Cytokines in the donor blood 



No.: 106 

Granulocyte antibodies in the donor blood 

Transfusion related lung injury or TRALI is thought 
to be related to anti-HLA or anti-granulocyte 
antibodies in the donor blood. Despite the fact that 
the donor and recipient are matched, the possibility 
of anti-granulocyte antibodies cannot be excluded. It 
is postulated that TRALI is seen more often in when 
multiparous women donate blood to their daughters, 
due to antibodies against paternally derived HLA 
antigens. Lung symptoms are often difficult to 
distinguish from ARDS, and management of TRALI 
is consistent with the management of ARDS itself. 
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No.: 107 

A 17-year-old girl comes to the Emergency room 
complaining of extreme lethargy. 1-2 weeks earlier she 
had suffered from a nasty bout of gastroenteritis after a 
takeaway meal. She complains of abnormal sensation 
and numbness in her fingers, and weakness of her lower 
legs. She is generally hypotonic and has difficulty 
standing. On examination there is a postural drop in BP 
of 20 mmHg to 105/70 mmHg, and she has a resting 
tachycardia of 90 BPM. No deep tendon reflexes can be 
elicited in her lower limbs. Only medication of note 
includes the oral contraceptive pill. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


6.9xl0 9 /l 


PLT 


230 xl07l 


Na + 


141 mmol/1 


r 


4.8 mmol/1 


Creatinine 


140 umol/1 


Glucose 


7.2 mmol/1 


TSH 


1.8 U/l 



Given the likely diagnosis, which of the following is 
the most important way to monitor the progress of 
her condition? 

Lumbar puncture 






Anti-GQlb antibodies 

FVC 

FEVi 

Creatine kinase levels 



No.: 107 



FVC 



This woman has a history consistent with GuUlain 
Barre syndrome (GBS) which is known to occur after 
an episode of bacterial gastroenteritis. Typical 
symptoms seen here include parasthesiae in the 
fingers, with progressive lower limb weakness. 
Autonomic signs such as tachycardia and postural 
hypotension also occur. Whilst lumbar puncture is an 
important part of GBS assessment, a normal CSF 
protein does not exclude the condition. Anti-GQlb 
antibodies are found in the Miller-Fischer variant of 
GBS, which is associated with ophthalmoplegia. 
Raised CK levels may be suggestive of another 
condition such as myositis. FVC is the most helpful 
investigation in assessing prognosis, respiratory 
failure including supervening bacterial pneumonia is 
the most important cause of morbidity/ mortality 
associated with the condition 
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No.: 108 

A 54-year-old man presents with increasing shortness of 
breath. Past history of note includes previously having 
smoked 20 cigarettes per day over a 15 year period, 
although he has not smoked now for 7 years. He is said 
to have bronchiectasis. On examination he is short of 
breath with coarse wheeze and occasional crackles 
throughout both lung fields. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.6x1071 


PLT 


195 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/1 


CXR 


Evidence of predominantly 
basilar emphysema 


PiMZ genotype 


FEVi - 35% of predicted, no improvement 
after salbutamol 



Which of the following is likely to be the most 
significant factor contributing to his shortness of 
breath? 






Smoking 

Alpha- 1 antitrypsin deficiency 

Asthma 

Bronchiectasis 

Pulmonary fibrosis 



i 



No.: 108 

Alpha- 1 antitrypsin deficiency 

The CXR appearance seen here is suggestive of a 
significant contribution to his emphysema from 
alpha- 1 antitrypsin deficiency. The PiMZ phenotype 
has been shown in a longitudinal study to 
significantly correlate with rapid deterioration in 
lung function, (Eur Respir J 1994; 7: 2199-2204), as 
such it is likely to be the more important factor in his 
shortness of breath and fixed obstruction, versus 
cigarette smoking. Of course, smoking accelerates 
deterioration in lung function and patients should 
always be encouraged to stop. 
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No.: 109 

A 63 -year-old man presents to the clinic with severe 
shortness of breath. He admits to having smoked 30 
cigarettes per day for the past 40 years. Over the past 3 
years he has been admitted to hospital twice with 
respiratory tract infections. On examination his BP is 
149/64 mmHg, his pulse is 83/min, atrial fibrillation, and 
there is coarse wheeze on auscultation of the chest. He 
has bilateral lower limb oedema consistent with right 
heart failure. 

Investigations; 



Hb 


14.5 g/dl 


WCC 


6.1xl0 9 /l 


PLT 


310x1071 


Na + 


142mmol/l 


K + 


4.4 mmol/1 


Creatinine 


130 umol/1 


PH 


7.41 


p0 2 


8.1 kPa 


P co 2 


5.1 kPa 


HC0 3 - 


2 mmol/1 


FEV! 


30% of predicted 



Which of the following is the most appropriate 
intervention with respect to improving outcomes? 






Salbutamol PRN 
Ipratropium PRN 
Salmeterol BD 
Fluticasone 50mcg BD 



High dose fluticasone and salmeterol BD in 
combination 



No.: 109 

High dose fluticasone and salmeterol BD in combination 

This patient's history of smoking, his arterial blood 
gas result, right heart failure and severely reduced 
FEV1 all suggest a diagnosis of COPD. Whilst 
salbutamol and ipratropium have a role in symptom 
relief, neither has any impact at all with respect to 
objective outcome measures. Low dose inhaled 
steroids and salmeterol similarly did not impact on 
hard outcomes in COPD. In contrast the TORCH 
study examined the effect of high dose fluticasone in 
combination with salmeterol and demonstrated a 
borderline significant effect on mortality, a reduction 
in exacerbations, although an increase in pneumonia 
was seen. 
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No.: 110 

A 62-year-old plumber comes to the clinic complaining 
of increasing shortness of breath and a persistent cough. 
He has also begun to get tired while walking the dog 
which is spoiling the enjoyment of his time off. He 
smokes 5 cigarettes per day. On examination he is finger 
clubbed and you can hear fine end expiratory crackles. 

Investigations; 



Hb 


12.8 g/dl 


WCC 


4.5 xlO y /l 


PLT 


210 xl07l 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


140 umol/1 


CXR 


Bilateral pleural thickening, and 
reticulonodular pulmonary 
infiltration 


FEVi 


2.7 


FVC 


3.1 



Which of the following is the most likely diagnosis? 



♦ 



♦ 



Asthma 

Solderer's lung 

Asbestosis 

COPD 

Idiopathic pulmonary fibrosis 



•A 



No.: 110 
Asbestosis 

The clue is very clear that in his work as a plumber 
this man is likely to have had significant exposure to 
asbestos. The chest x-ray findings of bilateral pleural 
thickening also point towards asbestos exposure. 
High resolution CT is important to confirm 
pulmonary fibrosis, and pulse oximetry normally 
reveals a degree of hypoxaemia. Despite extensive 
trials, neither corticosteroids or 2nd line 
immunomodulatory agents have any significant 
impact on the course of the disease. 
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No.: Ill 

A 77-year-old man who smokes 20 cigarettes per day 
presents to the clinic with a chronic cough and most 
recently increasing haemoptysis. He has lost 4kg in 
weight over the past 3 months. On examination he looks 
thin; his BMI is 20. His BP is 140/75 mmHg. 
Auscultation of the chest reveals changes consistent with 
COPD. 

Investigations; 



Hb 


11.9g/dl 


WCC 


8.9x1071 


PLT 


231xl0 9 /l 


Na + 


137mmol/l 


K + 


4.5 mmol/1 


Creatinine 


140 umol/1 


ESR 


67mm/hr 


CXR 


Left sided mass suspicious 
of bronchial carcinoma 


Trans-bronchial 
biopsy 


squamous cell carcinoma 



Which of the following would be a contraindication 
to left pneumonectomy? 



Hypercalcaemia 

FEVi 1.7 post bronchodilators 

MI within 6 months 

His age of 77 years 



Tumour extending to the surface of the visceral 
pleura on CT 



No.: Ill 

FEVi 1.7 post bronchodilators 

Patients who have an FEVi of less than 2.0 post 
bronchodilators are not recommended for 
pneumonectomy. Hypercalcaemia may be a 
paraneoplastic phenomenon related to PTHrp or 
might actually have no link at all to the underlying 
bronchial carcinoma. Surgery is not recommended if 
the patient has suffered an MI within 6 weeks; a 
history of MI within 6 months necessitates a 
cardiology opinion. Tumour abutting the visceral 
pleura is not necessarily a contra-indication to 
surgery, although more radical resection may be 
required. 
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No.: 112 

A 54-year-old woman has a left adenocarcinoma of the 
bronchus confirmed on transbronchial biopsy. She tells 
you that she has lost weight over the past few months 
and has a nagging cough, particularly in the mornings, 
but actually has still been able to hold down her job, 
riding her bike the short distance to work, and caring for 
her teenage children. 

Investigations; 



Hb 


13.5 g/dl 


WCC 


5.6 xl07l ( 


PLT 


190 xl0 9 /l 


Na + 


139 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


120 umol/1 



Which of the following is likely to be most 
informative with respect to determining her 
suitability for surgery? 

Pulmonary function testing 






CT thorax 

PET/CT combined scan 

Serum calcium 

CT Head 



•A 



No.: 112 

PET/CT combined scan 

PET/CT combined scanning offers the best imaging 
modality to determine lymph node involvement in 
bronchial carcinoma. Of course, FEVx and FVC do 
have an impact on suitability for surgery, but given 
that we are told she cycles to work, and aren't given 
information on her smoking status, it is likely that 
her lung function is adequate to undergo 
pneumonectomy. A number of reasons for 
hypercalcaemia quite unconnected with bronchial 
carcinoma may be apparent; hence raised calcium 
per se would not represent a contra-indication to 
surgery. 
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PasTest 2012... MRCP 2... Respiratory 



No.: 113 

A 62-year-old woman with a history of 30 pack years of 
smoking presents with a cough and haemoptysis. She has 
been feeling increasingly lethargic over the past few 
months. On examination there is no lymphadenopathy 
and she looks thin. Auscultation of the chest reveals 
wheeze and occasional coarse crackles consistent with a 
COPD picture. 

Investigations 



Hb 


11.5 g/dl 


WCC 


8.1x1071 


PLT 


224x1071 


Na + 


134mmol/l 


r 


5.0mmol/l 


Creatinine 


100 umol/1 


CXR 


Right upper lobe tumour 


FEVi 


60% predicted 


FVC 


80% p edicted 


Staging 
CT 


3.5cm lesion with ipsilateral hilar 
lymphadenopathy, similar 
findings on PET 



Which of the following represents the most 
appropriate management? 

Palliative chemotherapy 

Palliative radiotherapy 

Radical radiotherapy 
>»• 

Pneumonectomy 

Radical chemoradiotherapy 



No.: 113 
Pneumonectomy 

This woman's lung function suggests that she would 
be a potential surgical candidate. Guidelines suggest 
that FEVx >60% predicted is the cut off for 
pneumonectomy. The Nl staging seen here, with 
ipsilateral hilar lymphadenopathy is also not a 
contra-indication to surgery. N2 lymph nodes 
(ipsilateral mediastinal or sub-carinal involvement), 
particularly when they are bulky, do contra-indicate 
surgery. If she did have more advanced lymph node 
involvement and was not a surgical candidate then 
combined chemo- and radiotherapy would be the 
most appropriate option. 
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No.: 114 

A 21 -year-old comes to the Emergency room with 
symptoms of an upper respiratory tract infection and 
sharp stabbing chest pain over his left upper chest when 
he breathes in. He is usually well and is doing a degree 
in physical education. He is a non-smoker who only 
drinks small amounts of alcohol. On examination his BP 
is 135/70 mmHg, his temperature is 37.9°C, his pulse is 
84/min and regular. Auscultation of the chest is clear, 
although there are some transmitted sounds from his 
upper respiratory tract infection. 



Investigations; 




Hb 


14.1 g/dl 


WCC 


8.2xl0 9 /l 


PLT 


202 xlO y /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


100 umol/1 


CXR 


Normal film 


ECG 


Resting heart rate 75, 
changes 


no acute 



Which of the following is the most likely diagnosis? 

Viral pericarditis 
Viral myocarditis 
Viral costochondritis 
Hyperventilation syndrome 
Pleurisy 






No.: 114 

Viral costochondritis 

The presence of a normal ECG, lower respiratory 
tract examination, and chest film, with a mild pyrexia 
and symptoms of an upper respiratory tract infection 
points towards viral costochondritis. Adequate 
analgesia is the most important component of 
successful treatment, with simple analgesia such as 
paracetamol combined with an appropriate non- 
steroidal. Without analgesia the risk of atelectasis 
and consequent bacterial superinfection is increased. 
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No.: 115 

A 62-year-old retired office worker presents to the clinic 
with progressively increased shortness of breath on 
exercise and a chronic non-productive cough. On 
examination he looks tired and a little thin, his BMI is 
21. His BP is 142/88 mmHg, pulse 78/min and regular. 
There are bibasal end- expiratory crackles on 
auscultation. He is clubbed and there is bilateral 
peripheral ankle oedema. 

Investigations; 



Hb 


14.8 g/dl 


WCC 


7.9xl0 9 /l 


PLT 


201 xl07l 


Na + 


141 mmol/1 


K + 


4.0 mmol/1 


Creatinine 


141 Vmol/1 


Autoimmune 
profile 


no specific abnormalities 


Pa0 2 


7.9 kPa 


PaC0 2 


3.9 kPa 


CXR 


Inter sti ial shadowing at both 
lung bases 


CT thorax 


Suggests lung fibrosis 



Which of the following is the most appropriate 
treatment? 

N-acetylcysteine 

High dose prednisolone 






Low dose prednisolone 
Cyclophosphamide 
Oxygen replacement therapy 



No.: 115 

Oxygen replacement therapy 

This man has strong evidence to support a diagnosis 
of idiopathic pulmonary fibrosis. There is nothing to 
suggest in his occupational history or in the blood 
results seen to suggest a diagnosis of connective tissue 
disease or occupational lung disease. Unfortunately 
trials of corticosteroids, potential disease modifying 
agents such as cyclophosphamide or methotrexate 
and novel therapies such as N-acetylcysteine have 
been uniformly disappointing. He is however 
significantly hypoxic, as such home oxygen therapy 
may offer both symptom relief and affect prognosis 
with respect to secondary pulmonary hypertension 
and right heart failure. 
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No.: 116 

A 71 -year-old woman with a previous history of TB 
comes to the clinic complaining of lethargy, weight loss, 
night sweats and intermittent haemoptysis. She has a 
history of hypertension managed with ramipril and 
indapamide, but is otherwise well. On examination her 
BP is 142/87 mmHg, she is apyrexial, her BMI is 21. 
FEViisl.8. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


10.1x1071 


PLT 


233 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/1 


CXR 


Left upper lobe cavity with rim 
of air surrounding a solid 
lesion 


Aspergillus 
precipitin test 


+ 



Which of the following is the most appropriate 
treatment for her? 






IV amphotericin 
Surgical resection 
Bronchial artery embolisation 
Voriconazole 
Itraconazole 



•A 



No.: 116 
Surgical resection 

Surgical resection is curative in patients with 
aspergilloma who have an adequate reserve of lung 
function to enable them to undergo surgery. In those 
who cant, long term itraconazole therapy may be 
effective in reducing symptoms of haemoptysis and 
actually leading to resolution of the lesion in up to 
60% of patients. Where there is life-threatening 
haemoptysis, arterial embolisation may be another 
potential option. 
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No.: 117 

A 3 8 -year-old woman underwent a heart and lung 
transplantation for pulmonary hypertension. Whilst she 
was initially well post surgery she presents to the clinic 
some 15 months later with progressive shortness of 
breath. On examination her BP is 125/82 mmHg and 
there is wheeze on auscultation of her chest. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


4.9xl0 y /l 


PLT 


184x1071 


Na + 


140mmol/l 


K + 


4.0 mmol/1 


Creatinine 


120 umol/1 


Pulmonary function tests - obstructive picture, 
irreversible with salbutamol, worse over the past 3 
months 



Which of the following is the most likely diagnosis? 

Post transplant lymphoproliferative disorder 



♦ 



Acute rejection 

Bronchiolitis obliterans syndrome 

New onset asthma 

Recurrence of pulmonary hypertension 



No.: 117 

Bronchiolitis obliterans syndrome 

Bronchiolitis obliterans syndrome occurs due to 
progressive obliterative bronchiolitis affecting 
terminal bronchioles. The condition is manifest in 
increasing shortness of breath and a progressively 
worsening fixed airways obstruction picture on 
pulmonary function testing. Risk factors for the 
development of the condition include early acute 
rejection and CMV infection. Bronchiolitis obliterans 
has been seen as early as 3 months post transplant, 
and is responsible for over 50% of deaths after the 
first year. 
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No.: 118 

A 6 5 -year-old presents to the Emergency room with 
severe shortness of breath, fever, and a cough productive 
of rusty coloured sputum. He was previously fit and 
well. On examination there are features of right lower 
lobe consolidation and he is pyrexial 38.2°C. His BP is 
110/70 mmHg, with a pulse of 95/min, his respiratory 
rate is 28/min. 
Investigations; 



Hb 


12.1 g/dl | 


WCC 


10.9xlO y /l 


PLT 


204x1071 


Na + 


140mmol/l 


r 


4.5 mmol/1 


Urea 


9.0 mmol/1 


Creatinine 


110umol/l 


p0 2 


8.2 kPa 


pco 2 


5.9 kPa 



Which of the following features in the clinical picture 
would contribute to an increased CURB score in his 
case? 

p0 2 8.2kPa 






pC0 2 5.9kPa 
WCC 10.9 xl07l 
Urea 9.0 mmol/1 
Respiratory rate 28/min 



•A 



No.: 118 

Urea 9.0 mmol/1 

The CURB criteria adopted by the BTS includes 
Confusion, Urea > 7.0, Respiratory rate 30 or 
greater/min, and BP less than or equal to 90 systolic 
or 60 diastolic. These are used to develop a score out 
of 4, with a score of 2 or more out of 4 indicating a 
severe pneumonia and directing more aggressive 
intervention. Hypoxia or hypercapnea do not feature 
in the CURB score, although of course, patients with 
pre-existing lung disease have a worse prognosis from 
lower respiratory tract infection. 
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No.: 119 

A 61 -year-old male smoker with previous history of 
asbestos exposure as a result of working as a plumber 
now presents on account of dull aching right sided chest 
pain, cough and weight loss. He also has a history of 
rheumatoid arthritis which is currently managed with 
non-steroidals and methotrexate although he remembers 
having an IV treatment in the past. On examination he 
looks thin and his BMI is 20. He has signs of an 
extensive right pleural effusion. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


10.2x1071 


PLT 


243 xl07l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


Glucose 


7.2 mmol/1 


Pleural fluid LDH 


>300 


Pleural fluid protein 


>30 


Lymphocytes 


+++ 


Pleural fluid glucose 


3.4 mmol/1 


CXR - Extensive right sided i 


Neural effusion 



What is the most likely diagnosis? 



• 
• 



Mesothelioma 
Bronchogenic carcinoma 
Lymphoma 
Inflammatory effusion 
Tuberculous effusion 



No.: 119 

Tuberculous effusion 

The marked pleural effusion lymphocytosis, coupled 
with elevated fluid protein and reduced glucose 
suggests this is a tuberculous effusion. Pleural 
effusions in mesothelioma tend to have a normal 
LDH and less than 1000 white cells per m/L The 
suspicion is that he may have received anti-TNF 
therapy for his rheumatoid, which has led to 
reactivation of old TB. Pleural fluid is positive for TB 
on culture about 25% of the time, but the success of 
culturing tubercle bacteria increases to around 80% 
after thorascopic pleural biopsy. 
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No.: 120 

A 38-year-old man with known alpha- 1 -antitrypsin 
deficiency presents to the hospital with a spontaneous 
right sided pneumothorax. A chest drain is inserted, but 
after 3 days the fluid level stops swinging and the nurses 
notice he has begun to develop surgical emphysema. He 
complains of renewed severe right sided pain. On 
examination you wonder if he still has a significant right 
sided pneumothorax, and notice that the drain has been 
clamped. On further questioning it transpires that nursing 
staff had seen that the drain had stopped swinging. 
Which of the following is the most appropriate 
investigation/ course of action? 






Formal PA chest film 

AP erect chest film 

Lateral chest x-ray 

Unclamp the drain 

Pull the chest drain back a cm 



No.: 120 

Unclamp the drain 

This patient is unwell, with renewed pain and 
surgical emphysema. It is possible that he has an air 
leak into the tissues around the insertion site. 
Transferring him to the radiology department may 
put him at significant risk The optimal course of 
action is to unclamp the drain immediately and 
arrange an AP erect chest film on the ward. 



•A 
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No.: 121 

A 74-year-old male smoker with a 30 pack year smoking 
history has an FEV1 of 40% predicted. He has reduced 
his smoking habit to only 5 cigarettes per day but he can 
only walk 100m at a time as far as the end of the road. 
He is currently taking an inhaled long acting beta- 
agonist, and tiotropium. On examination his BP is 
155/85 mmHg, he has coarse crackles and wheeze 
throughout both lung fields. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


5.9x1071 


PLT 


210 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


139lumol/l 


Bicarbonate 


30 mmol/1 


pH 


7.4 


p0 2 


10.1 kPa 


pC0 2 


6.4 kPa 



Which would best improve his exercise tolerance? 

Inhaled beclometasone 
Inhaled salbutamol 
Portable oxygen 
Pulmonary rehabilitation 
Smoking cessation 






No.: 121 

Pulmonary rehabilitation 

Low dose inhaled corticosteroids have no impact on 
disease progression in COPD, although it appears 
that high dose inhaled corticosteroids combined with 
a long-acting beta 2 agonist do reduce exacerbations, 
at the expense of increased pneumonia. Salbutamol is 
not likely to impact significantly as most patients 
have very poor reversibility. Smoking cessation will 
have some impact on exercise tolerance, but given his 
limited habit now, it is likely that a pulmonary 
rehabilitation programme will have more impact. 
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No.: 122 

A 22-year-old woman with cystic fibrosis attends the 
chest clinic with her partner. They want to start a family 
before she becomes too unwell. She has had a number of 
admissions to hospital over the past few years but 
remains relatively well, and is still able to hold down a 
job in a local estate agents. Most recently she was 
diagnosed with an exacerbation of her CF and sputum 
culture revealed a heavy growth of pseudomonas, 
sensitive to ceftazidime. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


11.2x1071 


PLT 


197x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


110lumol/l 


FEVi 


72% of that predicted 



Which of the following is the correct advice when it 
conies to getting pregnant? 

She should be advised to never get pregnant 

After treating the acute infection she still has a very 
high risk of dying / premature delivery of her child 

(? 

After treating the acute infection she has a good 

chance of a successful pregnancy 

3 

She is unlikely to conceive due to thickening of the 

cervical mucus 

The fact her periods started late indicates subfertility 



No.: 122 

After treating the acute infection she has a good chance 
of a successful pregnancy 

Evidence is difficult to evaluate with respect to cystic 
fibrosis and successful pregnancy, even though the 
first successful pregnancy in a woman with cystic 
fibrosis actually occurred as early as 1960. Despite 
the fact that menstruation tends to begin later in CF 
and cervical mucus is thicker, this does not appear to 
impact significantly on ability to get pregnant. 
Observational studies suggest that patients with an 
FEVI less than 60% predicted have a much worse 
outcome both with respect to their own health status 
and the viability of the pregnancy, and that chronic 
pseudomonas infection and multiple exacerbations do 
much worse. 



-j 






O 




ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 123 

A man with a history of COPD who is on home oxygen 
is admitted to hospital with central chest pain. He suffers 
a cardiac arrest in the Emergency department and is 
resuscitated for 23 minutes before regaining a pulse and 
measurable blood pressure. He is able to breathe 
spontaneously via an endotracheal tube. His BP is 96/50 
mmHg, HR 80, RR16, Sp0 2 98% on 100% oxygen. 
Arterial blood gases are taken 3 minutes after he is 
successfully resuscitated. 

Which of the following results are most likely to be 
shown on arterial blood gas analysis? 

a 



pH 7.45 p0 2 7.9 kPa pC0 2 3.1 HC0 3 3 1 mmol/1 
pH 7.3 p0 2 7.9 kPa pC0 2 4.2 HC0 3 12 mmol/1 
pH 7.15 p0 2 12.2 kPa pC0 2 4.3 HC0 3 17 mmol/1 
pH 7.55 p0 2 12.2 kPa pC0 2 4.3 HC0 3 31 mmol/1 
pH 7. 1 p0 2 7.9 kPa pC0 2 4.3 HC0 3 12 mmol/1 



No.: 123 

pH 7.15 p0 2 12.2 kPa pC0 2 4.3 HC0 3 17 mmol/1 

This man has COPD requiring home oxygen. As such 
he will have significant renal compensation, and 
hence an elevated serum bicarbonate. Given that he 
has suffered a significant period of cardiac arrest, it 
is also likely that he will have tissue hypoxia, leading 
to a build up of products of metabolism such as 
lactate. This leads to the decreased pH, but with a 
depressed bicarbonate level, but not to the level 
expected if there was no previous renal 
compensation. In the absence of previous renal 
compensation, then a bicarbonate of the levels seen in 
B), or E), would be expected. Blood gasses are 
preserved because of his intubation and success ful 
ventilation. 



No.: 124 

A 19-year-old man presents with a 3 day history of right 
sided chest pain. He smokes 20 cigarettes a day. Chest 
X-ray reveals a right-sided pneumothorax which is <2cm 
from the chest wall. He is not distressed, and is 
saturating 98% on air. His BP is 124/82 mmHg, his 
pulse is 81/min and regular. 
How should he be managed? 
(? 






Pleural aspiration 

Small bore chest drain insertion 

Oxygen therapy 

Outpatient clinic review 

Large bore chest drain insertion 



No.: 124 

Outpatient clinic review 

Despite a 3 day history of right sided chest pain, this 
patient is not distressed on admission, and has a very 
small pneumothorax on chest x-ray. As such he is fit 
to be discharged and followed up in outpatients to 
ensure that the pneumothorax has resolved. 
Aspiration is usually only required for 
pneumothoraces with a rim greater than 2cm, or 
where there are symptoms. A formal chest drain is 
inserted either for large lesions, or for secondary 
pneumothoraces. 
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No.: 125 

A 52-year-old woman with a long history of asthma 
comes to the clinic for review. She is currently taking 
500mcg fluticasone inhaled BD and salbutamol PRN. 
She complains of a further exacerbation and you 
prescribe her oral prednisolone. This is her 8th course of 
oral steroids over the past 3 years. Other past medical 
history of note includes vertebral fractures diagnosed 
after an episode of acute pain some 3 months ago. On 
auscultation of her chest you can hear wheeze 
throughout both lung fields. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


5.3xl0 9 /l 


PLT 


201x1071 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


120 lumol/1 


T score 


-2.0 


PEFR 


70% predicted 



Which of the following is the most appropriate next 
long-term intervention for her asthma? 

Regular low dose prednisolone 

Oral theophylline 

Addition of a long-acting beta agonist 






Monteleukast 
Inhaled atrovent 



No.: 125 

Addition of a long-acting beta agonist 

This patient may well benefit addition of a long- 
acting beta agonist (LABA), improving her control 
and opening up the possibility of stepping down her 
inhaled steroid dose / reducing the frequency of 
exacerbations. Regular low dose prednisolone is 
likely to further worsen her osteoporosis. A smaller 
proportion of patients benefit from monteleukast, a 
leukotriene receptor antagonist, but this would be an 
appropriate addition were she not to gain additional 
benefit from the LABA. 
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No.: 126 

A 71 -year-old patient undergoes radical surgery for an 
oesophageal adenocarcinoma, with oesophagectomy, 
gastrectomy and splenectomy. He makes an initial good 
recovery but you are asked to review him a few days 
later because he is increasingly short of breath. On 
examination his BP is 142/72 mmHg, his pulse is 79/min 
and regular. He has reduced left chest expansion, and the 
left lung field is dull to percussion. 
Investigations; 



Hb 


10.9 g/dl 


WCC 


7.9 xl09/l 


PLT 


172x109/1 


Na + 


139mmol/l 


K + 


4.2 mmol/1 


Creatinine 


105 lumol/1 


CXR 


Large left sided pleural 
effusion 


Diagnostic 
tap 


milky coloured effusion, 
protein content 48g/l 



Which of the following investigations on the pleural 
fluid is most likely to contribute to confirming the 
underlying diagnosis? 

Triglycerides 



♦ 



LDH 

Culture and sensitivity 

pH 

Glucose 



No.: 126 

Triglycerides 

A triglyceride level greater than 1.2mmol/l indicates a 
99% chance that the fluid in the pleural space is 
chyle. It is likely that his surgery has caused damage 
to the thoracic duct or one of its tributaries. In total 
this may cause up to 4 litres of fluid per day to leak 
into the pleural space, leading to symptoms of a 
classical large pleural effusion. Conservative 
management is often attempted first, as the thoracic 
duct leak reduces spontaneously over the course of a 
few days. If this doesnt occur, then imaging can be 
attempted, and the patient then referred for surgical 
ligation. 
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No.: 127 

A 6 8 -year-old man who has a history of asthma is 
admitted to hospital with severe community acquired 
pneumonia. You understand that he has a part time job in 
a pet shop. He is severely hypoxic on admission and is 
transferred immediately to the ITU. He is treated with 
meropenem and Tazocin, but after 5 days is still pyrexial 
and requiring significant inotropic and ventilatory 
support. 
Investigations; 



Hb 


11.9 g/dl 


WCC 


13.2x1071 


PLT 


221 xl07l 


Na + 


135 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


145 lumol/1 


CRP 


82mg/l(<10) 


CXR 


Left lower lobe consolidation 



Which of the following is the most likely diagnosis? 

Aspergillus 



• 



Staphylococcus aureus 
Streptococcus pneumoniae 
Klebsiella pneumoniae 
Chlamydia psittaci 



•A 



No.: 127 

Chlamydia psittaci 

The suspicion is that the poor response to broad 
spectrum antibiotics is either indicative of infection 
with an atypical pneumonia such as Chlamydia or 
the possibility of fungal infection. The chest x-ray 
appearance however is more typical of Chlamydia. 
Tetracyclines are the therapy of choice for 
Chlamydia pneumonia, with macrolides the second 
option although there are a significant percentage of 
treatment failures on erythromycin. The other clue in 
the history to this man's underlying diagnosis is the 
fact that he works in a pet shop and may have had 
exposure to bird faeces. 
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No.: 128 

A 27-year-old woman presents with right sided pleuritic 
chest pain which she says came on suddenly whilst she 
was lifting her son into his push chair some 30hrs earlier. 
Her only medication of note is the oral contraceptive pill 
and she is usually fit and well. She has very little 
symptoms now and has not taken paracetamol for some 
6 hrs. On examination her BP is 120/70 mmHg, her 
pulse is 80/min and regular, her breath sounds appear 
normal, and her 2 saturation on air is 97%. 
Investigations; 



Hb 


12.9 g/dl 


WCC 


8.2xlO y /l 


PLT 


192x1071 


Na + 


138 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


110lumol/l 


CXR 


Small right pneumothorax 
- rim less than 1cm 



Which of the following is the most appropriate next 
course of action? 






• 



Send home with a plan for early review 
Admit for observation and 2 therapy 
Admit for air aspiration 
Admit for formal chest drain insertion 
Admit for thoracoscopy 



No.: 128 

Send home with a plan for early review 

This woman has a pneumothorax which is more than 
1 day old, and the chest x-ray indicates that the size is 
small. Given that her symptoms are improving it 
would be most appropriate to discharge her with a 
plan to review in the respiratory clinic, or to return if 
her pain significantly worsens. Air aspiration might 
be considered for a larger pneumothorax, whereas 
formal chest drain insertion would be indicated if the 
pneumothorax was larger and there was a previous 
history of chest disease. 



,j 



w 



No.: 129 

A 23 -year-old African-Caribbean patient develops 
painful red nodules on both her shins over 2 days and 
has noticed painful knees, ankles and wrists. She also 
complains of mild sweats and weight loss over the past 2 
months. Her chest X-ray shows bilateral hilar 
lymphadenopathy (BHL) but clear lungfields. 
Given the likely clinical diagnosis, what is the most 
likely outcome for her? 






• 



Complete remission after a course of steroids 
Spontaneous resolution with no long-term sequelae 
Spontaneous resolution followed by further relapses 
Peripheral lung infiltrates and shortness of breath 
Increasing weight loss and neurological impairment 



No.: 129 

Spontaneous resolution with no long-term sequelae 

Clinically this patient has acute sarcoidosis with 
erythema nodosum, polyarthralgia and mild 
constitutional symptoms. About 90% present with BHL. 
In 10-20% symptoms progress to shortness of breath, dry 
cough and chest pain. Non-pulmonary manifestations 
include neuropathy, Bell's palsy, hepatosplenomegaly, 
uveitis, conjunctivitis, lupus pernio, subcutaneous 
nodules, cardiomyopathy, arrhythmias, hyper calcaemia 
and renal stones. Treatment for acute sarcoidosis is 
usually supportive, including non-steroidal anti- 
inflammatory drugs (NSAIDs) for polyarthralgia, 
because most recover spontaneously. 
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No.: 130 

You admit a 73 -year-old man to the emergency 
department. He has had influenza over the past few days 
and has a worsening cough productive of purulent blood 
stained sputum. His blood pressure is 122/72 mmHg, 
pulse is 90/min and regular, his respiratory rate is 28/min 
and there are signs of right lower lobe pneumonia. A 
routine blood screen including arterial blood gasses is 
performed. 

Which one of the following features on admission is 
likely to be associated with a poorer prognosis when 
symptoms, signs and investigations are reviewed? 
♦ 



His age 

His respiratory rate is 28/min 

His serum urea is 6 mmol/1 

His albumin is 37 g/1 

His ALT is slightly outside the normal range 



No.: 130 
His age 

Age > 65 years is associated with a poorer prognosis 
in acute pneumonia. Other features not present here 
which are associated with poorer prognosis include; 

• confusion 

• urea >7 mmol/1 

• respiratory rate > 30/min 

• blood pressure less than 90 systolic or 60 
diastolic 

These features plus age make up the CURB-65 
criteria. Where all 5 features are present, mortality 
from pneumonia is >50%, whereas 0-1 features 
carries a mortality of<5%. 



No.: 131 

A 71 -year-old man returns from a veterans convention in 
Spain. A few days later he becomes unwell with high 
fevers, rigors, a dry cough and severe headaches. On 
examination his BP is 105/60 mmHg, pulse is 92/min 
and regular and his temperature is 38.°9C. There is 
evidence of left basal consolidation and dullness 
suggestive of a pleural effusion, and his 2 saturation is 
93% on air. 

Which one of the following features might point 
towards legionella infection if found in this patient? 



♦ 



♦ 



Elevated transaminases 
Cold agglutinins 
Cavitation on chest X-ray 
History of contact with birds 
Warm agglutinins 



No.: 131 

Elevated transaminases 

Legionella has an incubation period of 2-10 days, and 
presents with fever, rigors, headache, myalgia, dry 
cough, progressively increasing respiratory distress 
and confusion Diarrhoea and vomiting are common 
as are non-specific liver function test abnormalities. 
Relative bradycardia may be seen in some patients, in 
contrast to other acute pneumonias. Pleural effusion 
may be seen in up to 50% and chest x-ray 
appearance may take up to 4 months to return to 
normal. Diagnosis is made with serology, or with 
PCR on urinary legionella antigen Treatment is with 
erythromycin as initial therapy. Complications 
include pericarditis, encephalitis and renal failure. 
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No.: 132 

You are asked to urgently review a 24-year-old woman 
who has been admitted to the emergency department. 
She has poorly controlled asthma for which she takes 
Seretide 250 two puffs bd and montelukast 10 mg daily. 
History of note includes two previous admissions to the 
intensive care unit. On examination she looks tired, her 
BP is 132/72 mmHg, pulse is 100/min and regular. There 
is poor air entry and bilateral severe wheeze on 
auscultation of the chest. Peak flow on admission was 
150 1/min, and this has only improved to 210 after three 
salbutamol nebulisers, her predicted is 580. Her Pa0 2 is 
7.8 kPa on arterial blood gas measurement. There is 
patchy shadowing at the left base on chest X-ray. 
Which one of the following features would indicate 
life threatening asthma? 






Pa0 2 of7.8kPaonair 

PaC0 2 of4.4kPaonair 

Distress and agitation 

Changes suggesting infection on CXR 

pH of 7.46 



No.: 132 



PaO ? of7.8kPaonair 



Criteria for the diagnosis of life threatening asthma 
are clearly defined: 



PEF <33% best or predicted 

Sp0 2 <92% 

Pa0 2 <8 kPa 

normal PaC0 2 (4.6-6.0 kPa) 

silent chest 

cyanosis 

poor respiratory eifort 

arrhythmia 

exhaustion, altered conscious level 



No.: 133 



A 64-year-old homeless man is admitted on the routine 
medical take. He has had weight loss over the past few 
months and now presents with increasing shortness of 
breath. He has a past history of very heavy smoking. On 
examination there is decreased air entry over the right 
lower chest and dullness to percussion. Chest X-ray 
reveals a large right-sided pleural effusion. A pleural 
aspiration is performed. 

Which one of the following features, if present, would 
be the most specific indicators of probable underlying 
malignancy? 



♦ 



Turbid fluid 

High pleural fluid neutrophil count 



Uniform blood staining throughout pleural fluid 
samples 



No.: 133 

Uniform blood staining throughout pleural fluid samples 

Uniform blood staining and a protein level of > 30 g/1 
are supportive of a diagnosis of malignancy. 
Abnormal liver function tests may point towards 
malignancy, infectious causes such as Legionella or 
chronic disease such as liver cirrhosis. Turbid fluid 
which is high in neutrophils is a pointer towards 
infection. Raised LDH helps to differentiate between 
a transudate and exudate, with raised LDH pointing 
towards an exudate. Low pleural fluid pH is 
associated with a number of conditions including 
pleural infection and empyema, inflammatory 
effusions such as those related to rheumatoid 
arthritis, tuberculosis, malignancy and oesophageal 
rupture. 






Abnormal liver function tests 
Abnormal pleural fluid LDH levels 
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No.: 134 

A 54-year-old man presents with acute upper respiratory 
tract obstruction. On examination his BP is 100/70 
mmHg, pulse is 100/min and regular, he is sweating and 
erythematous, with acute respiratory stridor. There is a 
past medical history of hypertension, for which he takes 
amlodipine 5 mg daily and ramipril 5 mg daily, and 
asthma for which he takes occasional salbutamol 
inhalers. 

Which one of the following interventions is most 
likely to impact over the longer term? 



• 



Discontinue all future doses of amlodipine 
Discontinue all future doses of ramipril 
Give oral cetirizine 



Give him an EpiPen for chronic use in case of a 
further attack 

Screen the whole family for CI esterase deficiency 



No.: 134 

Discontinue all future doses of ramipril 

This man has angioedema, which may have been 
precipitated by his ACE-inhibitor (angiotensin II 
receptor blockers being another possible cause). With 
respect to other classes of anti-hypertensive and 
angioedema, it is reported with much less frequency 
in patients taking calcium channel antagonists. Rates 
of angioedema with thiazide diuretics and alpha 
blockers are between these two. Acute management 
involves the use of IM adrenalin (epinephrine) and 
IV hydrocortisone. Over the longer term the ACE 
inhibitor should be substituted by another 
antihypertensive. 



No.: 135 

A 5 6 -year-old man is admitted directly to the high 
dependency unit with suspected acute pancreatitis. This 
is his third attack over the past 3 years and he is 
recognised to have a history of alcohol abuse. On 
examination his BP is 100/60 mmHg, his pulse is 
100/min and regular, he is pyrexial 37.8l°C and 
complaining of severe epigastric pain. His amylase is 
confirmed at 1450 U/l. Other bloods are in progress. 
Which of the following features would be consistent 
with severe pancreatitis? 



• 



♦ 



♦ 



Calcium 2.1 mmol/1 
Albumin 34 g/1 
LDH 620 U/l 
AST 180 U/l 
Urea 14 mmol/1 



No.: 135 

LDH 620 U/l 

The Glasgow prognostic score is closely linked to 

outcomes. 3 or more of these factors indicates severe 

pancreatitis. 

Glasgow Prognostic Score; 

► Age >55 years. 

► WBC >15 x 109/L 

► Urea >16 mmol/L 

► Glucose >10 mmol/L 

► p02 <8 kPa (60 mm Hg) 

► Albumin <32 g/L 

► Calcium <2 mmol/L 

► LDH >600 units/L 

► AST/ALT >200 units 
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No.: 136 

A 60-year old man presents dull right sided chest ache, 
progressive shortness of breath and weight loss. He is a 
smoker of 30 cigarettes per day and retired plumber with 
known asbestos exposure. On examination his BP is 
125/72 mmHg, pulse is 80/min and regular, he has 
reduced chest expansion on the right hand side, where 
the chest is dull to percussion and there is reduced air 
entry. Chest x-ray confirms the presence of a right sided 
pleural effusion. 

Which of the following is the optimal way to confirm 
the diagnosis? 



♦ 



Blind pleural biopsy 

CT thorax 

Pleural fluid aspiration 

Thoracoscopy 

Ultrasound guided biopsy 



: 



No.: 136 

Thoracoscopy 

CT- guided biopsy is better than blind biopsy with an 
Abraham's needle since it increases the chance of 
biopsy of an affected area; however, it still carries the 
same risk of tract spread. For these reasons it is 
thoracoscopy with biopsy that has now become the 
investigation of choice to confirm the diagnosis. 
Median survival after diagnosis is 11 months. 
Mesothelioma cells line the body cavities of the 
pleura, peritoneum, testis and pericardium. 
Malignancies involving these cells can be diffuse or 
localised. Most but not all pleural mesothelioma is 
associated with asbestos exposure. The most potent 
one is crocidolite (blue) followed by amosite (brown). 
There are three main histological types: mixed, 
sarcomatous and epithelial. The tumour arises from 
the visceral or parietal pleura and expands to encase 
the lung and spread to the oesophagus, superior 
venous cava and other nearby structures. The latent 
period from exposure is usually over 30 years and the 
higher the exposure dose the higher the risk. Some 
patients may even present up to 60 years after 
asbestos exposure, or where exposure is very high 
after as little as 10 years. 
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No.: 137 

A 6 8 -year-old alcoholic patient with known chronic 
obstructive pulmonary disease (COPD) was admitted to 
A&E with a 5 -day history of green sputum and fevers. 
Past history of an inferior myocardial infarction is noted 
and regular medication includes high dose seretide 
inhaler, atorvastatin, ramipril and aspirin. On 
examination his BP is 95/65 mmHg, pulse is 100/min 
and regular. His respiratory rate is 25/min. There are 
signs of left lower lobe consolidation. He answers 
questions appropriately and his MMSE is 9/10. 
Investigations; 



Haemoglobin 


13.8 g/dl (13.5-17.7) 


White cell 
count 


12.9 xl0 9 /l (4-11) 


Platelets 


266 xlO y /l (150-400) 


Sodium 


137 mmol/1 (135-146) 


Potassium 


3.9 mmol/1 (3.5-5) 


Creatinine 


90micromol/l(79-118) 


Urea 


8.2 mmol/1 (2.5-8.0) 


CXR 


Extensive left lower lobe 
consolidation 


pH 


7.38 (7.35-7.45) 


po 2 


8.9 kPa (9.3-13.3) 


pC0 2 


4.6 kPa (4.7-6.0) 



What is his CURB-65 score? 



1 






• 



No.: 137 



The CURB-65 score is made up by: 

• age>65 

• confusion 

• urea >7 mmol/1 

• respiratory rate > 30/min 

• blood pressure less than 90 systolic or 60 
diastolic. 

In this case he scores increased risk for age and urea, 
so the correct answer is option B, CURB score of 2. 
Prognosis is closely related to CURB score, with a 
score of or 1 being the best, carrying a mortality of 

<5%. 
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No.: 138 

As the medical SHO, you are admitting a 22 -year-old 
asthma patient with an exacerbation of his asthma with a 
cough and severe wheeze that has been worsening over 
the past 2 days. He is normally on regular short-acting 
J -agonist only, and his predicted peak flow is 600 
litre/min. You are concerned that he may need review by 
the intensive care team. On xamination in the 
Emergency department his BP is 1 10/72 mmHg, pulse is 
110/min and regular. He has severe bilateral wheeze and 
his respiratory rate is 28/ min. 
Investigations; 



Pa0 2 


9.4 kPa (9.3-13.3) 


PaC0 2 


4.4 kPa (4.7-6.0) 


pH 


7.37 (7.35-7.45) 


PEFR 


180 1/min (600 predicted) 



Which of the findings is most concerning? 



♦ 



♦ 



Respiratory rate 28/min 
Widespread wheeze 
Heart rate 110/min 
PaC0 2 4.4 kPa 
Peak flow of 180 L/min 



•A 



No.: 138 

Peak flow of 180 L/min 

Criteria for life threatening asthma are well 
described in the BTS asthma guidelines. Out of the 
clinical scenario listed above, it is only his PEFR of 
180L/min which fits with those criteria, being less 
than 200 (the 33% predicted level). Given his peak 
flow however it's obviously important that he is 
managed aggressively according to the guidelines, 
including the addition of IV magnesium if early 
response to nebulisers isnt seen 

Criteria for life threatening asthma: 



PEF <33% best or predicted 

Sp0 2 <92% 

Pa0 2 <8 kPa 

normal PaC0 2 (4.6-6.0 kPa) 

silent chest 

cyanosis 

poor respiratory effort 

arrhythmia 

exhaustion, altered conscious level 
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No.: 139 

A 30 -year-old patient with grade 3 MRC dyspnoea had a 
transthoracic echocardiogram showing severe pulmonary 
hypertension, with normal left- ventricle size and 
function and normal function of all his heart valves. His 
chest X-ray ordered by the GP showed clear lung fields 
and his lung function tests were within normal limits. On 
examination his BP is 145/79 mmHg, pulse is 80/min 
and regular, his BMI is 32. His chest is clear on 
auscultation. There is bilateral pitting oedema of both 
legs and marked varicosities on the left leg. He tells you 
the legs have been swollen and painful intermittently 
over the past year. 

Which of the following tests would you do initially 
with respect to determining the underlying cause of 
his pulmonary hypertension? 

High-resolution CT chest 
^» 

Ultrasound abdomen and venous ultrasound lower 

limbs 






♦ 



Left heart catheter isation 
Right heart catheter isation 
Sleep study 



No.: 139 

Ultrasound abdomen and venous ultrasound lower limbs 

The causes of secondary pulmonary hypertension 
include chronic thromboembolic disease, which 
would be an early consideration in the work up of 
this patient, especially given the bilateral leg swelling. 
Venous ultrasound will demonstrate any evidence of 
thrombosis, and a more proximal look at the 
abdomen will be useful to demonstrate any potential 
source of IVC obstruction. The test is non-invasive 
and straightforward to perform, which is why it 
represents the next logical investigation. After this, 
steps such as a high resolution CT to rule out chronic 
pulmonary emboli, and a sleep study to exclude sleep 
apnoea would both be reasonable. 






*\S 
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A 60-year-old Asian patient presents with shortness of 
breath and weight loss with night sweats. On chest X-ray 
there is a moderate pleural effusion. You suspect 
tuberculosis as he confirms that his wife was recently 
diagnosed with the disease. 

Which of the following investigations is most useful in 
confirming the diagnosis? 

Pleural biopsy 






♦ 



High-resolution CT 
Pleural fluid pH 
Heaftest 
Pleural fluid LDH 



No.: 140 

Pleural biopsy 

Pleural biopsy has a good detection rate for pleural 
TB. CT will not help determine the cause of the 
effusion, merely delineate its size and detect whether 
there is evidence of an underlying mass. Fluid pH is 
less than 7.2 in empyema and hence it is useful in 
pointing towards an infective cause but not 
necessarily TB. A Heaf test, if grade 4, will tell you 
that the patient has active TB, but again wont 
necessarily indicate that the effusion itself is related 
to TB infection. LDH is non-specifically raised in 
many causes of effusion, including infection, 
rheumatoid and TB. 
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No.: 141 

An 80-year-old gentleman presents to the Emergency 
Department with gradually worsening shortness of 
breath of 4 days duration. He has a fever and cough 
productive of greenish sputum. He is a known patient 
with chronic obstructive pulmonary disease (COPD) on 
home nebulisers (ipratropium bromide). His past medical 
history includes: a myocardial infarction 7 years ago, 
intensive care admission for his COPD 2 years ago and 
diabetes mellitus type II( diet controlled). On 
examination, he is alert but febrile with a blood pressure 
of 159/92 mmHg, pulse of 92/min and regular. He has 
basal crackles more marked on the right, and scattered 
rhonchi in both lung fields. His abdominal examination 
is unremarkable. He is currently delivered 40% 02 by 
mask. 
The following results are obtained: 



PH 


7.31 


pa0 2 


8.6 kPa 


paC0 2 


6.3 kPa 


Bicarbonate 


30 mmol/1 


Na + 


136 mmol/1 


r 


3.7 mmol/1 


Urea 


7.0 mmol/1 


Creatinine 


111 lumol/1 


Hb 


lUg/dl 


Platelets 


233 x 1071 


MCV 


83 fl 


WBC 


15.2x1071 


Chest X- 
ray 


opacity obscuring the right heart 
border, evidence of fluid at both 
bases 



Which one of the following would be the optimal way 
to manage his ventilatory support? 

High flow oxygen (15 1) 






Bi -level positive airway pressure (BiPAP) 
24% oxygen 

Continuous positive airway pressure (CPAP) 
Intubate and ventilate the patient 
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Bi-level positive airway pressure (BiPAP) 

There is reasonable evidence from the clinical 
scenario that he has right sided consolidation +/- an 
underlying lesion. As such low inspired 2 (24%), 
whilst this may be appropriate for viral exacerbation 
of COPD, is likely to be inadequate here, especially as 
despite 40% 2 he is still hypoxic. BIPAP is highly 
effective in this situation and has significant impact 
on morbidity and mortality. Hydrocortisone is given 
in the event that his airways obstruction is at least 
partially reversible. If he fails to respond to BIPAP 
then intubation and ventilation would be the next 
most logical step. 
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No.: 142 

A 40 -year-old lady is admitted to the Emergency 
Department following shortness of breath of 3 days 
duration. She is a patient known to have pulmonary 
sarcoidosis and had a percutaneous right upper lung 
biopsy a week ago. Now she presents with shortness of 
breath of 3 days duration and right-sided chest pain. She 
tells you that the chest pain worsens on inspiration and 
she has a cough that is not productive. Her past medical 
history includes: pulmonary fibrosis, asthma and irritable 
bowel syndrome. She takes dexamethasone 4 mg od and 
is not allergic to any medication. On examination, she is 
slightly dyspnoeic at rest with a blood pressure of 135/79 
mmHg, pulse of 90/min and respiratory rate of 20/min. 
Her oxygen saturation is 94% on air. Her trachea is 
central but her chest expansion is minimally reduced on 
the right side. Breath sounds are reduced of the right 
side. Her apex beat is in the 5th inter costals space in the 
mid-clavicular line. Her cardiovascular and abdominal 
examination is normal. 
The following results are obtained: 


No.: 142 

Proceed to intercostal chest tube drainage 

This is a secondary pneumothorax, which could have 
resulted from the percutaneous lung biopsy or 
occurred secondary to her pulmonary sarcoidosis. 
From the blood gases, this lady is also hypoxic and 
the pneumothorax is large on CXR (a large 
pneumothorax approximates to a 50% loss of lung 
volume). Since this is a large secondary 
pneumothorax it is appropriate to proceed to 
intercostal drain insertion. Oxygen replacement 
therapy is also advisable, as is suitable analgesia. 


Chest X-ray 


On the right side there is a 
visible rim of air of 4 cm 
between the lung margin and the 
chest wall 




ECG 


normal sinus rhythm 


pH 


7.40 


pa(0 2 ) 


9.1 kPa 


pa(C0 2 ) 


3.8 kPa 


Bicarbonate 


28 mmol/1 


Sodium 


136 mmol/1 


Potassium 


3.7 mmol/1 


Urea 


7.0 mmol/1 


Creatinine 


111 lumol/1 


Haemoglobin 


11.3 g/dl 


Platelets 


233 x 1071 


MCV 


83 fl 


WBC 


10.2x1071 


How would you treat her pneumothorax? 

• 

Proceed to intercostal chest tube drainage 

Discharge with review after 48hrs in the clinic 

60% oxygen 

Start her on oxygen and just observe her 

Arrange for a bronchoscopy 
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No.: 143 

A 6 5 -year-old man presents to the Emergency 
Department with acute breathlessness, cough and frothy 
blood stained sputum. He had been trying to save his cat 
from the house, which was on fire when he was 
overcome with smoke. The fire fighters rescued him. On 
examination, he is dyspnoeic with a blood pressure of 
1 1 1/62 mmHg, pulse rate of 104/min and respiratory rate 
of 28/min. On auscultation, he has crackles in both lung 
fields. The abdominal examination is unremarkable. His 
oxygen saturation is 88% on air. You immediately start 
the patient on high flow oxygen (15 1). 
The following results are obtained on oxygen: 



PH 


7.31 


pa(0 2 ) 


8.0 kPa 


pa(C0 2 ) 


4.2 kPa 


Bicarbonate 


21 mmol/1 


Chest X- 
ray 


shows interstitial shadowing in 
both lung fields 



Which of the following options is the next 
management of choice? 

Give sublingual glyceryl trinitrate (GTN) spray (2 
puffs) 



♦ 



. 



Intubate and ventilate the patient 
Continuous pulmonary airway pressure (CPAP) 
Bi-level pulmonary airway pressure (BiPAP) 
Ventilation/perfusion scan 



No.: 143 

Intubate and ventilate the patient 

This patient has suffered an acute respiratory 
distress syndrome (ARDS) from smoke inhalation 
and has developed pulmonary oedema. In this 
situation where Pa02 is less than 8.3kPa, despite high 
flow oxygen replacement, intubation and ventilation 
is the most appropriate next step. Invasive 
circulatory monitoring is also essential with respect 
to managing pulmonary capillary wedge pressure 
and cardiac output. There is conflicting evidence for 
the use of steroids; as such they are not universally 
recommended in ARDS. 



,j 






O 



ANGELS TEAM 




PasTest 2012... MRCP 2... Respiratory 



No.: 144 

A 3 5 -year-old African female presents with 6 months 
history of night sweats, shortness of breath on exertion 
and dry cough. She also gives a history of weight loss 
and arthralgia over the same period of time. She had 
been intermittently unwell for 1 year before the 
development of these symptoms. She recalls a painful 
rash on her shins 3 months ago, which resolved 
spontaneously. She gives no history of eye problems, 
polyuria or polydipsia. She denies chest pain or 
tightness. She denies any past medical problems and is 
not on any medications. On examination she appears 
well at rest. There is no joint swelling or redness. 
Cardiovascular, respiratory and abdominal examinations 
are normal. 

Which investigation is most likely to help confirm the 
diagnosis? 

Serum angiotensin-converting enzyme (ACE) 
concentration 



♦ 



♦ 



Pulmonary function tests 
Tuberculin skin test 
Bronchoalveolar lavage 
Transbronchial lung biopsy 



•A 
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Transbronchial lung biopsy 

The diagnosis in this case is sarcoidosis. Sarcoidosis is 
a multisystem granulomatous disorder of unknown 
aetiology and is characterised pathologically by the 
presence of non-caseating granulomas in involved 
organs. Chest X-ray abnormalities occur in 90% of 
patients. X-ray findings of bilateral hilar and right 
paratracheal adenopathy are virtually universal 
(90% of patients), although adenopathy occasionally 
is unilateral. Pulmonary fibrosis, cystic changes, and 
cor pulmonale are late results of progressive disease. 
Serum angiotensin-converting enzyme (ACE) activity 
is elevated in 60% of patients, presumably reflecting 
macrophage activity. It can also be elevated in 
patients with histoplasmosis, acute miliary 
tuberculosis (TB), Gaucher f s, hepatitis, or 
lymphoma, and is non-specific. Liver disease slows 
the metabolic excretion of serum ACE and results in 
increased ACE activity. Increased cerebrospinal 
(CSF) ACE may be useful in diagnosing central 
nervous system (CNS) sarcoidosis. Tissue ACE 
activity is highest in sarcoid lymph nodes rather than 
in pulmonary tissues. Pulmonary function tests show 
restriction, decreased compliance, and impaired 
diffusing capacity. Serial pulmonary function tests 
are important for assessing disease progression and 
guiding treatment. Raised serum calcium levels in 2- 
63% of sarcoidosis patients is due to overproduction 
of vitamin D by sarcoid granulomas. Leucopenia is 
present in 5-10% of patients. 

Bronchoalveolar lavage (BAL) can be used as an 
adjunctive measure to support the diagnosis of 
sarcoidosis. Bronchoalveolar lavage shows 
lymphocytosis in most patients with active 
sarcoidosis, but is rarely indicated because patients 
with hypersensitivity pneumonitis show similar 
lymphocytosis. The Kveim reaction, a granulomatous 
reaction appealing 4 weeks after intradermal 
injection of sarcoid spleen or lymph node extracts, is 
positive in 50 to 60% of patients. 
Hypergammaglobulinaemia is also present in patients 
with sarcoidosis in about 30-80%. 

Arterial blood gases may be normal or may reveal 
hypoxaemia and hypocapnia. 
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No.: 145 

A 58-year-old man was referred to the neurology clinic 
by his general practitioner, with a 4-month history of 
progressive weakness. He described difficulty walking, 
with heavy stiff legs. He had particular trouble in going 
upstairs and rising from a chair. He also occasionally had 
episodes of double vision. Apart from controlled 
hypertension, he had no significant past medical history. 
He smoked 20 cigarettes per day and drank 16 units of 
alcohol per week. On systems enquiry he also admitted 
to weight loss of one stone, a persistent cough and a dry 
mouth. He reluctantly admitted that he had been having 
some sexual difficulties with his wife recently. 
On examination he looked reasonably well. There was 
no finger clubbing or lymphadenopathy. 
Cardiorespiratory examination revealed coarse crackles 
consistent with COPD, and abdominal examination was 
unremarkable. On neurological examination his tone and 
sensation were normal, with no muscle wasting. He had 
predominantly proximal muscle weakness and his tendon 
reflexes were universally absent. Apart from mild 
bilateral ptosis, his cranial nerves were intact. 
Interestingly, his power and reflexes seemed to improve 
after a brief period of repetitive exercise of the affected 
muscle. 
His blood results are below: 



Hb 


14.0 g/dl 


WCC 


5.0 10 9 /1 


Platelets 


300 1071 


Urea 


5.2mmol/l 


MCV 


82 fl 


Na + 


130 mmol/1 


r 


3.6 mmol/1 


Bilirubin 


10 Vmol/1 


ALT 


32 IU/1 Vmol/1 


Creatinine 


120 lumol/1 


ALP 


80 IU/1 


GGT 


42 IU/1 



Which of the following investigations would be the 
most useful in making a diagnosis? 



• 



♦ 



Tensilon (edrophonium) test 

Serum acetylcholine receptor antibodies 

Muscle biopsy 

Anti -calcium channel antibodies 

Serum creatine kinase 



No.: 145 

Anti-calcium channel antibodies 

This man has Lambert -Eaton myaesthenic syndrome 
(LEMS) which is associated with an underlying 
small-cell carcinoma of the bronchus. This is a rare 
paraneoplastic phenomenon which can precede 
radiological evidence of the tumour by up to 5 years. 
LEMS is a presynaptic disorder of the 
neuromuscular junction which is caused by 
antibodies to the voltage-gated calcium channels of 
the nerve terminal, leading to failure of acetylcholine 
release. The clinical features are proximal muscle 
weakness and depressed tendon reflexes, which can 
return after a few minutes of muscular contraction. 
Autonomic symptoms are common. The diagnosis is 
made electrophysiologicalry and auto -antibodies are 
found in 90% of cases. Treatment is with 3,4- 
diaminopyridine, prednisolone and occasionally 
plasma exchange. 
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No.: 146 

A previously well 23 -year-old student presents to the 
emergency department with an acute onset of pleuritic 
chest pain and dyspnoea. She had returned from a gap 
year to Australia three days ago and had been well until 
the morning of admission. She had no significant past 
medical history or family history and was on no 
medication. She was a non-smoker. 
On examination she was acutely distressed with a 
respiratory rate of 32/min, pulse 128/min, blood pressure 
98/60 mmHg. She was peripherally cool. Her chest was 
clear to auscultation and her heart sounds were normal. 
The jugular venous pressure was elevated. There was no 
obvious leg swelling. 
Investigation results are below: 



Hb 


15.2 g/dl 




WCC 


14 1071 




Platelets 


310 1071 




Na+ 


136 mmol/1 




K+ 


4.2 mmol/1 




Urea 


3.2 mmol/1 




Creatinine 


90 Limol/1 




Chest 
radiograph 


Normal 




ECG 


Sinus tachycardia, T wave 
inversion in leads VI -V3 












Arterial blood j 
oxygen) were: 


?ases (on 1 5 1/min 




PH 


7.48 


pa(0 2 ) 


8.2 
kPa 


pa(C0 2 ) 


3.6 
kPa 



IV heparin is commenced. 

How should her blood pressure be best supported? 






Intravenous dobutamine 
Thrombolysis with streptokinase 
Intravenous colloids 
Intravenous doxapram 
Intravenous dopamine 



No.: 146 
Intravenous colloids 

The diagnosis is acute, major pulmonary embolism. 
Plasma expanders should be given in the first 
instance to increase right ventricular filling pressure 
and maintain cardiac output. Heparinisation should 
prevent further emboli occurring. If hypotension is 
severe and does not respond to plasma expanders, 
inotropic support may be necessary. Thrombolysis 
should be considered if the patient is not improving 
after 15-30 min with the above measures. British 
thoracic society guidelines do not deliver any strong 
guidance with respect to the thrombolysis except that 
it should be considered where there is circulatory 
collapse. Pulmonary embolectomy should only be 
undertaken when thrombolysis is contraindicated. 
Diagnosis of pulmonary embolism is made by spiral 
computed tomography (CT) or ventilation-perfusion 
(V/Q) scan. Echocardiography can be useful in the 
acute setting. 
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No.: 147 

A 32-year-old African-Caribbean nurse is referred to the 
chest clinic with several months of progressive dyspnoea 
and a dry cough. She is now short of breath on minimal 
exertion. She was previously fit and well, has no relevant 
family history and is on no medications. She is a non- 
smoker. On closer questioning she also described fatigue 
and weight loss and a painful eye with blurred vision for 
the last few weeks. 

On examination she was comfortable at rest with mild 
pyrexia of 37.4l°C. Her heart sounds were normal and 
she had fine crepitations at both mid-zones in her chest. 
Her abdomen was non-tender with no palpable masses. 
She had no focal neurological signs. She had an 
inflamed, watery right eye with reduced visual acuity. 
On inspection of her skin, she had several raised 
erythematous lesions on her shins that were tender to 
palpation. 
Investigation results are below: 



Hb 


9.8g/dl 


WCC 


7.6 1071 


Platelets 


360 1071 


GGT 


32IU/1 


MCV 


92 fl 


ESR 


80mm/hr 


Na + 


138 mmol/1 


K+ 


4.2mmol/l 


Ca 2+ 


2.78 mmol/1 


Albumin 


36g/l 


Bilirubin 


14lumol/l 


Urea 


4.2 mmol/1 


Creatinine 


82 iumol/1 


ALT 


38IU/1 


ALP 


60 IU/1 


Chest 
radiograph 


Mottling at both mid-zones with some 
line shadows. Enlarged hila bilaterally. 




Pulmonary function tests revealed: 




Forced expiratory volume (FEVi) 


78% of predicted 


Forced vital capacity (FVC) 


70% of predicted 


Transfer co- efficient (Kco) 


78% of predicted 



Which of the following is the most appropriate initial 
therapy for this patient? 






Anti -tuberculous chemotherapy 

Ciclosporin 

Cyclophosphamide 

Methotrexate 

Prednisolone 



No.: 147 
Prednisolone 

This lady has pulmonary sarcoidosis with anterior 
uveitis and erythema nodosum Sarcoidosis is often 
picked up on routine chest X-ray, as this is abnormal 
in 85% of cases. Transbronchial biopsy is the best 
diagnostic investigation and positive results are seen 
in 90% of cases, showing non-caseating granulomata. 
High-resolution computed tomography (CT) can 
demonstrate the degree of fibrosis. Serum 
angiotensin-converting enzyme (ACE) levels are best 
used to assess the response to steroid therapy and not 
as a diagnostic test, as they are non-specific. The 
major differential diagnosis in this case is TB, but the 
clinical features, biochemistry (especially 

hypercalcaemia) and the X-ray findings point 
towards sarcoidosis. However, TB should be excluded 
by sending sputum or bronchoalveolar lavage 
washings for acid fast bacilli. The tuberculin test is 
negative in approximately 80-90% of sarcoidosis 
cases, but its role in diagnosis is controversial 
Corticosteroids are the mainstay of initial therapy; 
methotrexate is a typical second line agent. 



*J 
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A 34-year-old woman presents with a gradual onset of 
exertional dyspnoea over the previous 18 months. She 
had consulted her general practitioner several months 
ago who had diagnosed her with asthma and prescribed a 
salbutamol inhaler that was not really helping symptoms. 
She was now dyspnoeic on minimal exertion. She had no 
cough, sputum or haemoptysis. She described recent 
fatigue and several episodes of presyncope. She was a 
non-smoker and had no significant past medical or 
family history. 

On examination she was obese with a body mass index 
of 34. She had a loud pulmonary component to the 
second heart sound, an early diastolic murmur over the 
pulmonary area and a palpable right ventricular heave. 
Her jugular venous pressure was raised and she had 
pitting ankle oedema. Her chest was clear to 
auscultation. Abdominal and neurological examinations 
were entirely normal. 
Investigation results are below: 



Hb 


16 g/dl 


WCC 


6.0 10 9 /1 


Platelets 


250 1071 


Na+ 


136 10 9 /1 


K+ 


4.0 10 9 /1 


Urea 


5.2mmol/l 


Creatinine 


96 umol/1 


Plasma D- 
dimers 


130 


ECG 


Sinus rhythm, right axis 
deviation, right ventricular 
hypertrophy 


Chest 
radiograph 


Enlarged hila bilaterally, 
oligaemic peripheral lung fields 



Which investigation would be most helpful in 
establishing the diagnosis? 






Respiratory function tests 
Exercise electrocardiogram 
Ventilation-perflision (V/Q) lung scan 
24-h ECG monitoring 
Dobutamine stress echocardiogram 



No.: 148 

Ventilation-perfusion (V/Q) lung scan 

The diagnosis is either primary pulmonary 
hypertension (PPH) or multiple recurrent pulmonary 
emboli. 

PPH is a rare disorder of unknown aetiology which 
typically affects young females. There is an average 
delay of 2 years between symptom onset and 
diagnosis by which time cor pulmonale has usually 
developed. Echocardiography (shows right 
ventricular enlargement and cardiac catherisation 
will demonstrate a raised pulmonary artery pressure. 
V/Q scan may show patchy filling defects different 
from those seen in pulmonary embolism and remains 
part of the diagnostic work up. Prognosis is poor, 
with a mean survival of 3 years from diagnosis. 
Treatment options include oxygen therapy, 
vasodilators, anticoagulation, prostacyclin infusion 
and aerosolised iloprost. Recent studies have also 
demonstrated positive benefit of phosphodiesterase 
inhibitors, usually used for managing erectile 
dysfunction Heart-lung transplantation can be 
successful in some cases. 

Multiple pulmonary emboli are a possibility given 
her obesity. It's possible for an accumulation of small 
pulmonary emboli to eventually lead to secondary 
pulmonary hypertension and right heart failure. 
Diagnosis is with V/Q scan or spiral CT which 
demonstrates multiple perfusion defects. If V/Q is 
negative then primary pulmonary hypertension 
becomes a more likely possibility. 
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This 72-year-old female presents with several months 
history of dyspnoea, cough and weight loss. There is a 
history of COPD for which she takes seretide BD, and 
coarse crackles and wheeze consistent with the diagnosis 
are evident on auscultation. 

Her Postero-anterior (PA) and lateral chest radiographs 
are shown below: 




> 



Which of the following investigations is most 
appropriate to confirm the diagnosis? 

Fibre optic bronchoscopy +/- transbronchial biopsy 

CT guided fine-needle aspiration biopsy 






Respiratory function tests 
Sputum for cytology 
Mediastinoscopy 



No.: 149 

Fibre optic bronchoscopy +/- transbronchial biopsy 

The combination of the history with a solitary lung 
nodule on chest X-ray is highly suggestive of 
bronchial carcinoma. Bronchoscopy enables the 
tumour to be directly visualised and samples taken 
for cytology and histology. The extent of carinal 
involvement can also be seen - if the tumour involves 
the first 2 cm of either main bronchus, it is deemed 
inoperable. CT guided FNA carries more risk than 
bronchoscopy and the lesion should be easily 
accessible via the bronchoscopy route, CT scanning 
of the thorax is however still useful in assessing 
involvement of the mediastinum and lymph nodes. If 
surgery is being considered, it should be extended to 
the abdomen and brain to exclude distant metastases. 
Respiratory function tests are not useful in diagnosis, 
but are essential if pneumonectomy is being 
considered, as a forced expiratory volume (FEVx) of 
<1.5 L means that there will be insufficient 
respiratory reserve post surgery. 



"'J, 
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No.: 150 

A 45 -year-old computer software firm owner presents 
with increasing breathlessness over the past few months. 
He has previously been fit and well and has installed a 
home gym, swimming pool and hot tub/steam room to 
use for personal training around 1 8 months ago. He is a 
non-smoker and has a previous history of asthma as a 
child. Examination reveals crackles and high-pitched 
wheeze throughout the lung fields. 
Which of the following is the most appropriate 
treatment in this case? 



• 



a 



Inhaled corticosteroids 

Oral corticosteroids 

Oral antifungals 

Repainting and ventilation in the steam room 

Oral antibiotics 



No.: 150 

Repainting and ventilation in the steam room 

Treatment of hypersensitivity pneumonitis, (the 
diagnosis in this case), centres on allergen avoidance. 
Oadosporum is found in association with ceiling 
mould and is a source of hot-tub lung; as such it is 
the most likely cause of his symptoms. Other moulds 
known to lead to hypersensitivity include 
micropolyspora, aspergillus and 

thermoactinomycetes, which are associated with 
mouldy hay, mushroom compost and contaminated 
water in humidifiers. Trichosporum is associated 
with house dust. In this case the likely source is the 
steam room, hence repainting and adequate 
ventilation should prevent further exposure. Oral 
corticosteroids may be given for an initial period to 
kick-start the recovery in symptoms. However if 
strict allergen avoidance is not practised, his 
symptoms will not completely resolve. 



No.: 151 

A 3 5 -year-old woman presents to her general 
practitioner complaining of breathlessness. The only 
history of note is that her mother died of a respiratory 
illness of unknown aetiology during her early 40s. She is 
a non-smoker who works as a secretary in a solicitor's 
office. On examination her blood pressure is 122/72 
mmHg, pulse is 85/min and regular. There are scattered 
crackles more marked at the lung bases on auscultation 
of the chest. Routine bloods are normal, although her 
chest X-ray reveals a surprising finding, with fine 
micronodular calcification seen, predominantly in the 
lung bases and around the hilae. Pulmonary function 
testing reveals a restrictive defect. 
Which of the following diagnoses fits best with this 
clinical picture? 






Sarcoidosis 

Obliterative bronchiolitis 
Alveolar cell carcinoma 
Alveolar microlithiasis 
Constrictive bronchiolitis 
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Alveolar microlithiasis 

This rare condition, sometimes familial with 
autosomal recessive inheritance, is associated with 
the deposition of diffuse calcified microliths in the 
alveolar space. In familial cases there is often a 2:1 
female preponderance. Chest X-ray or computed 
tomography (CT) scan may confirm micronodular 
calcification, and there is a progressive restrictive 
lung defect. Unfortunately progressive calcium 
deposition leads to respiratory failure. No medical 
intervention has proved successful, although lung 
transplantation has been used in some cases. So much 
calcium is deposited, that lungs examined at post 
mortem have been reported to be so stiff as to require 
a saw to enable sectioning for examination. 
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A 67-year-old man with a 60 pack year smoking history 
is admitted with an acute respiratory tract infection. On 
further questioning he admitted to progressive dyspnoea, 
wheeze and productive cough for some years. 
Examination reveals changes consistent with obstructive 
lung disease; in addition he has swollen ankles. Chest X- 
ray reveals hyperinflated lung fields and large bullae, 
particularly prominent at the apices. His infection settles 
over the course of 3 days with IV antibiotics and 
nebulisers, he is discharged, and he attends for review 
some six weeks later. Spirometry before the clinic 
appointment reveals that FEVi is 40% predicted with 
little reversibility. 

According to current available evidence, which of the 
following is the most appropriate prescription (apart 
from smoking cessation) for maintenance therapy? 

Inhaled corticosteroids in combination with long 
acting beta agonist 



• 



Inhaled salbutamol 

Inhaled long acting beta agonist 

Inhaled ipratropium 

Oral corticosteroids 



•A 
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Inhaled corticosteroids in combination with long acting 
beta agonist 

These should be prescribed to all chronic obstructive 
pulmonary disease (COPD) patients with FEVi 
(forced expiratory volume in 1 s) less than or equal to 
50% of predicted. Trials have shown a decrease in 
exacerbation frequency with inhaled corticosteroids, 
but no arrest in the decline in lung function More 
recently, trials of high-dose inhaled corticosteroids in 
combination with long-acting beta agonists have 
shown some arrest in decline in lung function at the 
expense of increased episodes of pneumonia. Inhaled 
short-acting anticholinergics have shown no effects 
on decline in lung function Whilst trials of the long- 
acting cholinergic agent tiotropium have 
demonstrated a benefit, an increased risk of cerebral 
vascular events has been identified. 



,,j 
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You are asked to review a 64-year-old man with a 
history of chronic obstructive pulmonary disease 
(COPD), prior to planned surgery for a large inguinal 
hernia. You take a history and examine him. 
Which of the following features is likely to impact 
most on increased peri-operative risk? 



Lower abdominal surgery 



• 



C0 2 level of 6.2 kPa on air-breathing arterial blood 
gas sample 






FEVi (forced expiratory volume in 1 s) of 1 .4 1 
Past history of hypertension 
Ability to walk 1.2 miles 
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C0 2 level of 6.2 kPa on air-breathing arterial blood gas 
sample 

A raised C0 2 on air would have most impact on 
increased peri-operative risk in this case. Other 
factors to consider include length of anaesthetic, 
current smoking status, FEVx (forced expiratory 
volume in 1 s) less than 0.8 1, obesity, poor 
performance or cardiac status. Whilst epidural 
anaesthesia may offer a reduction in peri-operative 
risk in this case, atelectasis due to continued 
abdominal pain is still associated with increased 
incidence of post-operative lower respiratory tract 
infection Post-operative pain relief and aggressive 
physiotherapy support are therefore essential 
components of treatment. 
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A 3 5 -year-old man presents with acute onset left 
pleuritic chest pain and breathlessness which came on 
while digging in the garden. Apart from a 30 pack year 
smoking history there is no other significant history. On 
examination his pulse was 105/min, with hyper- 
resonance on the left-hand side and decreased air entry. 
Oxygen saturations are measured by pulse oximeter at 
93% on air. Chest x-ray reveals a 1.5 cm rim of air on the 
left hand side and pneumothorax is confirmed. 
Which of the following is the most appropriate next 
management step? 



♦ 



Chest drainage 
Admit for observation 
Admit for oxygen therapy 
Air aspiration 
Discharge with advice 
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Air aspiration 

Air aspiration would be the initial management of 
choice in this case. It should be halted if the 
procedure becomes painful or more than 2.5 1 of air 
are aspirated, as this may indicate a substantial air 
leak. Post-aspiration the patient may be discharged 
in some cases as long as they are stable. Those who 
require second aspiration or who suffer continued 
symptoms may be admitted for overnight 
observation. Success is defined as re-inflation or near 
re-inflation of the lung. Re-aspiration can be 
considered; if this fails then formal chest drainage is 
the management of choice. 



No.: 155 

A 54-year-old smoker presents with a syncopal episode 
in church. On further questioning he admits to increasing 
breathlessness with a cough productive of bloody 
sputum over the past few months and severe unremitting 
headaches which are worse if he sits forward. There has 
been gradual weight loss of 5kg over the past 6 months. 
Examination reveals facial and upper body oedema, with 
a plethoric appearance and distended superficial veins on 
the chest wall. His blood pressure is significantly 
elevated at 177/80 mmHg. 

Which of the following is the most likely diagnosis in 
this case? 



♦ 






♦ 



Inferior vena cava obstruction 
Superior vena cava obstruction 
Pulmonary artery obstruction 
Tricuspid regurgitation 
Right heart failure 



No.: 155 

Superior vena cava obstruction 

Superior vena cava obstruction (SVCO) presents 
with this clinical picture and may occur via external 
compression or invasion of the superior vena cava by 
tumour, external compression from lymph nodes or 
another mediastinal structure, or due to thrombosis 
in the vein. Up to 4% of patients with lung cancer 
patients will develop superior vena cava obstruction 
(SVCO) at some point during their disease. Up to 
10% of small-cell lung cancers will present with 
SVCO. SVCO is much more likely to be associated 
with right-sided lesions (four times more commonly 
than with left lung lesions). Chest X-ray is abnormal 
in around 85% of patients with SVCO, mediastinal 
widening is common. Other causes include 
lymphoma, thymoma, mediastinal germ cell tumours, 
and metastatic carcinomas from other sites (eg breast 
in women). 
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A 24-year-old man with a known history of cystic 
fibrosis presents as a self-admission to the ward. He has 
increased volume of purulent sputum, more shortness of 
breath and left- sided chest ache. On reviewing his 
history you note that he is under consideration for the 
transplant list, and has been colonised with pseudomonas 
for some years. On examination he is pyrexial with a 
temperature of 38.21° C, and appears very unwell with 
FEVi (forced expiratory volume in 1 s) having fallen to 
below 75% of the previous recorded value. He is 
hypotensive and tachycardic with a respiratory rate of 
32/min. 

Which of the following micro-organisms would fit 
best with this pattern of deterioration? 






♦ 



Haemophilus influenzae 
Staphylococcus aureus 
Pseudomonas aeruginosa 
Burkholderia cepacia 
Stenotrophomonas multiphilia 
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Burkholderia cepacia 

Cepacia syndrome is associated with a severe 
worsening of respiratory symptoms in a small 
number of patients with cystic fibrosis,. Thankfully 
the majority of patients colonised with Cepacia do 
not however suffer a deterioration in their underlying 
condition. Cepacia is known to demonstrate 
resistance to multiple antibiotics including colomycin 
and amuiioglycosides, hence intravenous regimes 
involving two or more antibiotics such as ceftazidime 
and an aminoglycoside should be employed. Other 
possible combinations include ceftazidime and 
chloramphenicol or chloramphenicol and 
minocycline. Approximately 2.5-3% of cystic fibrosis 
individuals are thought to be colonised with cepacia, 
and measures are usually taken to limit colonisation 
where possible. 
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A 34-year-old woman presents with increasing 
breathlessness, complaining that she is unable to chase 
after her 4-year-old child anymore. She also complains 
of chest pain and light-headedness and has recently 
noticed swelling of the ankles. There is no past medical 
history of note, particularly with respect to chronic chest 
disease or venous thromboses. On examination her body 
mass index (BMI) is 24, the jugular venous pressure 
(JVP) is elevated, there is evidence of tricuspid 
regurgitation and right heart failure. Chest X-ray shows 
enlargement of the pulmonary vessels. An 
echocardiogram is arranged which shows markedly 
elevated right- sided pressures. There is hypoxia and 
hypocapnia on arterial blood gas estimation, with 
desaturation on exercise. Ventilation-perfusion scan is 
unremarkable. 

Which of the following diagnoses fits best with this 
clinical picture? 
<? 



• 



Multiple thromboembolic disease 

Previous right ventricular myocardial infarction 

Primary pulmonary hypertension 

Secondary pulmonary hypertension 

Lung fibrosis 
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Primary pulmonary hypertension 

Mean age at presentation for Primary Pulmonary 
Hypertension is 36 years; patients characteristically 
complain of exertional dyspnoea, syncope and 
symptoms of right heart failure. Diagnosis is 
confirmed with echocardiogram, right heart 
catheterisation and computed tomography (CT) 
pulmonary angiogram or ventilation-perfusion scan 
to rule out significant thromboembolic disease. 
Autoantibodies such as anti-SCL-70 and anti- 
centromere may point to associated connective tissue 
disease. 



,j 
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A 52-year-old immigrant from the Balkans presents for 
review. Over the past few months he has suffered a 
number of fevers and night sweats and has lost a 
significant amount of weight. A chest X-ray reveals a 
small to moderately sized right sided pleural effusion. 
Tuberculin skin testing is positive. Tapping of the fluid 
reveals a lymphocytosis, although staining for acid and 
alkali fast bacilli ( AAFB) is negative, and protein count 
is 41 g/1. 

What diagnosis fits best with this clinical picture? 
(? 






Lymphomatous pleural effusion 
Tuberculous pleural effusion 
Para-pneumonic effusion 
Carcinomatous pleural effusion 
Transudate effusion secondary to heart failure 
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Tuberculous pleural effusion 

TB effusions present with this pattern of symptoms, 
accompanied by a small to moderate effusion rich in 
lymphocytes. Acid and alkali fast bacilli (AAFB) 
staining is only positive in 5-10%, although cultures 
are positive in 25% of cases over 2-6 weeks. Induced 
sputum or polymerase chain reaction (PCR) for TB 
done at a specialist centre may improve the 
diagnostic yield, as may pleural biopsy. Fluid 
volumes may increase during anti-tuberculous 
therapy; corticosteroids are associated with reduced 
fluid volume but have no effect on outcome, and 
pleural thickening and calcification unfortunately 
occurs commonly. 
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A 67-year-old man presents with increasing shortness of 
breath, cough at night and pleuritic chest pain. He has a 
past history of myocardial infarction and left ventricular 
failure and a 40 pack year smoking history. Medication 
includes ramipril, fiirosemide and amlodipine Last year 
he was prescribed amiodarone for paroxysmal 
ventricular tachycardia. On examination his blood 
pressure is 142/85 mmHg, pulse is 85/min and there are 
scattered crackles on auscultation with evidence of a left- 
sided pleural effusion. Chest X-ray reveals evidence of 
lung infiltration with focal opacities and confirms a 
small left- sided pleural effusion. 
Which of the following diagnoses fits best with this 
clinical picture? 



♦ 



Left ventricular failure 
Amiodarone toxicity 



Angiotensin- converting enzyme (ACE) inhibitor- 
induced lung fibrosis 



♦ 



Idiopathic pulmonary fibrosis 
Chronic obstructive pulmonary disease 
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Amiodarone toxicity 

Amiodarone toxicity occurs in approximately 5% of 
patients. This can vary from acute respiratory 
distress to a picture of cough, pleuritic chest pain, 
pulmonary infiltrates and small pleural effusions, to 
interstitial pneumonitis and eventually progressive 
pulmonary fibrosis. Due to its long half life, 
amiodarone toxicity takes some weeks to resolve; as 
such corticosteroids are added when therapy is 
discontinued as this may lead to more rapid 
resolution of symptoms. Of course cardiology input is 
vital before amiodarone is discontinued; as in this 
case when paroxysmal VT is the indication for 
therapy, an implantable cardioverter debrillator is 
the next logical step. 



No.: 160 



A 42-year-old street dweller is admitted with confusion, 
fever and shortness of breath. He is well known to the 
emergency department and has presented on a number of 
occasions with alcohol intoxication. On examination he 
is pyrexial at 38.6l°C. He has a cough productive of 
purulent and blood-stained sputum. Auscultation of the 
chest reveals findings consistent with left-sided 
consolidation and chest X-ray confirms consolidation 
and evidence of cavitation with abscess formation. 
Which of the following is the most likely diagnosis? 



Chlamydia psittaci 
Haemophilus influenzae 
Klebsiella pneumoniae 
Staphylococcus aureus 
Streptococcus pyogenes 
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Klebsiella pneumoniae 

This patient has pneumonia with evidence of lung 
abscess formation. Given his history of alcoholism 
and the fact there is evidence of cavitation on chest x- 
ray, Klebsiella is a likely cause. Staphylococcus 
aureus is also associated with cavitation and abscess 
formation but occurs more commonly after an 
episode of influenza. Third generation cephalosporins 
or quinolones provide coverage for community 
acquired infection, macrolides do not. Mortality is 
particularly high in patients with a history of 
alcoholism, potentially as a result of poor nutrition 
and defective immunity associated with chronic 
excess alcohol consumption. 
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A 49-year-old male head teacher presents with a 
progressive shortness of breath on exertion for the last 
six months. He has also suffered from joint pains over 
the last few months and an erythematous rash affecting 
sun exposed areas during the summer months. He has 
previously been fit and has had no medical consultations 
for 25 years. He does not smoke. On examination his BP 
is 155/82 mmHg, pulse is 82/min and regular, BMI 22, 
there are occasional crackles on auscultation of his chest. 
Full blood count and renal function are within normal 
limits, but autoantibodies are positive for anti-nuclear 
antibodies. 
Lung function test results are as follows: 





Actual 


Predicted 


FEVi (L/min) 


1.4 


2.0-2.8 


VC(L) 


1.6 


2.4-3.4 


FEVVC 


88% 




TLCO (mL/min/mmHg) 


2.8 


3.5-7.3 


KCO 


0.9 


1.2- 1.8 



Which of the following is the most likely underlying 
diagnosis with respect to his lung function? 






Asthma 

SLE 

Pulmonary haemorrhage 

Idiopathic pulmonary fibrosis 

Multiple pulmonary emboli 



& 
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SLE 



The results show reduced lung volumes with normal 
FE\yVC ratio and impaired gas transfer. The 
diagnosis is interstitial lung disease, of which the 
most common in this age group are idiopathic 
fibrosing alveolitis, and fibrosing alveolitis secondary 
to connective tissue disease, sarcoidosis and 
pneumoconiosis. 

Spirometry shows reduced lung volumes with 
FEVx/FVC ratio > 75%. Gas transfer is also impaired 
(low KCO). 

The history of polyarthritis, photosensitive rash and 
positive anti-nuclear antibodies fits best with a 
diagnosis of SLE. Asthma would be supported by an 
obstructive defect, pulmonary haemorrhage would be 
expected to have a shorter time course, and multiple 
pulmonary emboli might be more likely with 
underlying obesity and inactivity, not usually 
associated with a restrictive lung defect. 



"'J, 
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A 25 -year-old teacher presents with a 3 -year history of 
recurrent chest infections that never really completely 
resolved after completing a course of antibiotics. She has 
a cough most days and produces large volumes of green 
sputum on a daily basis. She has had mild haemoptysis 
in the past. She has noticed weight loss over the past 
year with increased lethargy and shortness of breath on 
exertion. She has no previous past medical history and is 
not on any regular medications. On examination she has 
clubbing and coarse inspiratory crackles in both her 
bases, which are worse on the right side. 
Which of the following tests is most likely to 
contribute to determining her underlying diagnosis? 

(• 

ANCA (anti-neutrophil cytoplasmic antigen) 

DF508 mutation 

Hepatitis virology 

Alpha- 1 -antitrypsin 

ESR (erythrocyte sedimentation rate) 






♦ 
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DF508 mutation 

The patient clinically has bronchiectasis with coarse 
inspiratory crackles and clubbing and a history of 
copious purulent sputum and cough. A number of 
causes exist with respect to bronchiectasis in this age 
group, but heterozygosity for the cystic fibrosis 
CFTR mutation is increasingly recognised as being 
associated with the disease. Alpha- 1 antitrypsin 
deficiency is associated with the development of 
emphysema. Viral hepatitis is not usually associated 
with bronchiectasis, and ESR is elevated in a number 
of inflammatory and infective conditions. 



No.: 163 

A 73 -year-old man is sent to the Emergency room by 
ambulance after a GP home visit. The GP found him to 
be extremely short of breath, with a cough productive of 
rusty coloured sputum. He has herpetic lesions at the 
corner of his mouth. On examination he has right sided 
crackles and bronchial breathing consistent with 
pneumonia. You use the British Thoracic Society 
Community Acquired Pneumonia Severity Score 
("CURB-65 ") criteria to assess the severity of infection 
with respect to the need for HDU/ITU. 
Which one of the following would be consistent with a 
feature associated with poor prognosis by CURB 
criteria? 

♦ 
♦ 
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Urea 9.2 mmol/1 

The British Thoracic Society Community Acquired 
Pneumonia Severity Score ( tt CURB-65 tt ) uses 5 
variables where a point is scored for each one. The 
variables are: confusion (AMT of 8 or less), urea >7 
mmol/1, respiratory rate 30/min or greater, systolic 
blood pressure 90 mmHg or less or diastolic BP 60 
mmHg or less, age>65. A score of 3, as in this case is 
associated with a risk of mortality of 17% from 
community acquired pneumonia. For 5 this rises to a 
risk of mortality of 57 % . 



Abbreviated mental test (AMT) score of 10 
Urea 9.2 mmol/1 
Systolic BP 105 mmHg 
Diastolic BP 65 mmHg 
Creatinine 87 micromol/1 
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A young paint sprayer who works in a car shop 
complains of shortness of breath and tiredness over last 2 
months. He was prescribed inhalers by GP, but 
eventually needed a course of steroids for resolution of 
symptoms. It was found that after a 2 -week holiday to 
Marbella his symptoms had resolved. He then saw GP on 
return as his symptoms had once again worsened. On 
examination his BP was 122/72 mmHg, pulse was 
75/min and regular, there was scattered wheeze on 
auscultation of the chest. A peak flow diary revealed a 
significant reduction which progressed during the 
working week and then improved over the weekend. 
Which of the following would be the most 
appropriate treatment? 
(? 






Change of job 
Oral monteleukast during the working week 
Regular inhaled beclomethasone 
Regular inhaled salmeterol / fluticasone 



Review of the work environment to ensure exposure 
to paint fumes is minimised 
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Review of the work environment to ensure exposure to 
paint fumes is minimised 

The most likely cause of this man's symptoms is 
occupational asthma. A number of substances such as 
paint spray (isocyanates) and soldering kit 
(colophony fumes) used on cars are possible causes of 
the illness. In the first instance his working 
environment should be examined to ensure that 
exposure to fumes is minimised. If changes do not 
improve his symptoms then he should be offered 
alternative work as a commitment to regular asthma 
therapy is suboptimal in this situation. 



No.: 165 



A 62-year-old man attends for a chest X-ray as part of a 
medical for emigrating to Australia. Unfortunately the 
chest X-ray reveals a number of rounded opacities 
predominantly in the left lung field, all less than 3 cm in 
diameter. He has 5kg of unintentional weight loss over 
the past year but no other history of note. 
Which of the following features raises the possibility 
of malignancy when the x-ray is reviewed? 

A spiculated margin to one of the nodules, with 
distortion of neighbouring vessels 

Smaller lesion size 

A rounded appearance to the nodules 
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A spiculated margin to one of the nodules, with 
distortion of neighbouring vessels 

A spiculated margin to one of the nodules, 
particularly when there is distortion of neighbouring 
vessels, raises the possibility of malignancy. In 
addition, older age at presentation, history of 
smoking and enhancement of the nodules with 
contrast on computed tomography (CT) scanning 
raises the possibility of an underlying carcinoma. 
Associated ground-glass shadowing, or the presence 
of cavitation or pseudocavitation within the lesion, 
increase the chances of malignant disease. CT thorax 
to further characterise the lesions is indicated. 






No enhancement with contrast 
Younger age at presentation 
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A 20 -year-old man has recently started work in the 
bakery section of his local supermarket. He complains of 
increasing shortness of breath, cough and wheeze during 
the course of the working week. These symptoms 
resolve somewhat at weekends and improved markedly 
during a week's holiday in Spain. 
Which of the following initial actions is most 
appropriate in this case? 



Trial of salbutamol 



2 hourly peak flow recordings during the week, 
comparing work to rest periods 






Chest X-ray 

Bronchial provocation testing 

Patch testing 
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2 hourly peak flow recordings 
comparing work to rest periods 



during the week, 



It is important to establish the relationship of 
deterioration in peak flow to work periods as there is 
a suspicion of occupational asthma here. While a trial 
of salbutamol may provide some symptom relief it 
would not provide definitive evidence to support the 
diagnosis. Bronchial provocation testing should only 
be undertaken in specialised centres. Occupational 
asthma in bakers may occur due to flour dust or to 
other allergens used in making breads and cakes. 
Review of the worker's work pattern, allowing for 
removal of exposure to the potential allergen is 
optimal therapy, of course with the co-operation of 
the employer. 
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A 45 -year-old woman presents with increasing wheeze 
and paroxysms of coughing. Most recently she has had 
two episodes of pneumonia in succession and an episode 
of haemoptysis. Chest X-ray reveals a well-defined 
single lesion in the right lower lobe. Biopsy of the lesion 
reveals a multitude of abnormal cells but no necrosis, 
occasional nuclear pleomorphism and absent mitoses. 
Which of the following diagnoses fits best with this 
clinical picture? 






a 



Small cell carcinoma of the bronchus 
Adenocarcinoma of the bronchus 
Squamous cell carcinoma of the bronchus 
Organised lung abscess 
Bronchial carcinoid 
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Bronchial carcinoid 

A solitary lesion with only occasional nuclear 
pleomorphism and absent or late mitoses fits with the 
biopsy picture of typical bronchial carcinoid. 
Endobronchial lesions fit with this clinical picture of 
symptoms of obstruction and bouts of pneumonia. 
Patients with isolated lesions should be considered for 
resection. If the tumour shows atypical features or is 
close to the resection margin then patients should be 
followed up with serial chest X-rays. Aggressive 
carcinoid may be managed with chemotherapy; 
symptoms of the carcinoid syndrome may be 
managed with octreotide but by the time patients 
present with carcinoid syndrome, lesions are 
irresectable. 
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A 3 5 -year-old woman with a 15 -year smoking history 
and a diagnosis of myasthenia gravis is referred by the 
neurologists for review. She has complained of 
progressive dyspnoea over the past few months. Chest 
X-ray reveals a mediastinal mass and detailed pulmonary 
function testing reveals evidence of extrinsic obstruction. 
Which of the following diagnoses is most likely given 
this clinical history? 

a 



♦ 
♦ 



. 



Neuroblastoma 
Thymoma 
Schwannoma 
Neurofibroma 
Bronchial carcinoma 
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Thymoma 

Given the clinical history of myasthenia gravis and a 
mediastinal mass, thymoma represents the most 
likely diagnosis in this case (30-40% of thymoma 
cases have co-existent myasthenia gravis). Thymoma 
has equal sex distribution and rarely presents below 
the age of 20 years. Removal of the thymoma can 
significantly improve symptoms of myasthenia and is 
the next logical step once the diagnosis is confirmed 
in this patient. 



No.: 169 

A 62-year-old male smoker of 30 cigarettes per day 
presents with symptoms of cough and dyspnoea 
accompanied by vague non-specific chest pain. There is 
general malaise and joint pain which has been relieved 
by using prn diclofenac. Chest X-ray reveals bilateral 
enlarged hilar lymph nodes. There is a non-specific 
increase in immunoglobulins and raised serum 
angiotensin-converting enzyme (ACE). 
Which of the following diagnoses fits best with this 
clinical picture? 

Bronchial carcinoma 






♦ 



Sarcoidosis 
Multiple myeloma 
Lymphoma 
Tuberculosis 
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Sarcoidosis 

More than 90% of patients with sarcoidosis have 
abnormal chest X-ray findings. Both 

immunoglobulins and serum angiotensin-converting 
enzyme (ACE) can be raised in active sarcoidosis. 
Renal function, liver function tests and serum 
calcium should also be assessed at initial 
appointment. High-resolution CT scanning may 
demonstrate micronodules in a subpleural and 
bronchioalveolar distribution, fissural nodularity and 
bronchial distortion. Irregular linear opacities and 
ground-glass shadowing may also be seen. Air 
trapping due to endobronchial granulomas and 
honeycombing may also be seen. Kveim tests are no 
longer performed due to perceived danger of 
infection. If the CT scan is diagnostic, then 
mediastinoscopy, bronchoscopy or biopsies can often 
be avoided. 
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A 32-year-old woman with a history of intravenous drug 
abuse attends for review. She has a history of gradually 
increasing shortness of breath over the past 18 months to 
2 years. There has been associated intermittent fevers 
and weight loss of some 5 kg. She has tested negative for 
hepatitis B some 6 months earlier. On examination there 
are lower zone inspiratory crackles. 
Investigations reveal haemoglobin (Hb) of 9.2 g/dl and a 
diffuse increase in immunoglobulins, renal function 
testing is normal. Chest X-ray reveals diffuse lower zone 
alveolar shadowing. Lung biopsy reveals diffuse 
interstitial lymphoid infiltrates and pulmonary function 
tests suggest a restrictive lung defect. 
Which of the following diagnoses fits best with this 
clinical picture? 



Lymphoid interstitial pneumonia 
Idiopathic pulmonary fibrosis 
Viral pneumonia 
Hypersensitivity pneumonitis 



Respiratory bronchiolitis -associated interstitial lung 
disease 
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Lymphoid interstitial pneumonia 

Clinical features of lymphoid interstitial pneumonia 
include gradual onset breathlessness over 
considerable time, intermittent fevers and weight 
loss, with inspiratory crackles on examination. There 
is mild anaemia with a diffuse increase in 
immunoglobulins. Chest X-ray features include lower 
zone shadowing, histology reveals lymphoid 
interstitial infiltrates. Steroids may improve 
symptoms, although around one-third of patients 
progress to extensive fibrosis. Associations include 
HIV, connective tissue disease, hepatitis B infection, 
chronic active hepatitis and Hashimoto's thyroiditis. 






*\W 
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A 54-year-old farmer's wife with a history of rheumatoid 
arthritis presents to the clinic with increasing shortness 
of breath, cough and intermittent pleuritic chest pain. 
Previous agents have included corticosteroids and 
hydroxychloroquine, and she has commenced 
methotrexate, with appropriate folic acid replacement 2 
years ago. Lung function tests reveal a restrictive lung 
defect and chest X-ray reveals pulmonary infiltrates. 
Lung function tests were normal some 4 years ago. 
What diagnosis fits best with this clinical picture? 

♦ 






Extrinsic allergic alveolitis 
Methotrexate-related lung toxicity 
Hydroxychl or oquine-r elated lung toxicity 
Obliterative bronchiolitis 
Idiopathic pulmonary fibrosis 
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Methotrexate-related lung toxicity 

A spectrum of disease may occur with methotrexate 
toxicity, from interstitial pneumonitis to cough, 
pleuritic chest pain and shortness of breath related to 
subacute lung infiltration, associated with bilateral 
pleural effusions. Histology may demonstrate 
alveolitis, pneumonitis, epithelial cell hyperplasia, 
eosinophil infiltration and granuloma formation, and 
is more useful than when investigating other drug 
toxicities. Treatment is methotrexate withdrawal; in 
this case substitution with an anti-TNF or anti-CD20 
antibody would be the next most logical step. 
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You review a 67-year-old man with severe chronic 
obstructive pulmonary disease (COPD) who has stopped 
smoking 3 years ago. There has been a history of 
myocardial infarction 4 years ago and chronic peripheral 
vascular disease. Medication includes ramipril, 
indapamide, salbutamol and ipratropium. 
Which of the following clinical features would best 
support prescription of long-term oxygen therapy 
(LTOT)? 



♦ 



Pa(0 2 )of8.2kPa 

Pitting oedema of the lower limbs 

Pa(C0 2 )of5.1kPa 

FEVi (forced expiratory volume in 1 s) of 1 .7 1 

History of angina 
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Pitting oedema of the lower limbs 

Swollen ankles indicate the possibility of right heart 
failure which may be occurring as a result of 
pulmonary hypertension. Pa (0 2 ) < 7.3 kPa or Pa 
(0 2 ) between 7.3 and 8 kPa (with cor pulmonale or 
pulmonary hypertension) are automatic 

recommendations foH'long-term oxygen therapy ( 
LTOT). Two measures are required to make the 
decision on therapy, and samples should be taken at 
least 3 weeks apart whilst the patient is stable and 
free of an exacerbation. Long-term oxygen therapy 
(LTOT) has been shown to have positive effects on 
mortality when used for at least 15 h per day. It leads 
to a reduction in secondary polycythaemia, reduced 
sympathetic outflow and consequent salt and water 
retention, a reduction in cardiac arrhythmias, and 
improved sleep quality due to reduced hypoxia- 
induced sleep arousals. 



No.: 173 

A 54-year-old man with chronic obstructive pulmonary 
disease (COPD) attends for smoking cessation advice. 
Which of the following methods are likely to be 
associated with the greatest chance of quitting? 






♦ 



Bupropion 

Nicotine replacement lozenges 

Willpower 

Nicotine replacement gum 

Hypnosis 
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Bupropion 

Studies have shown success in smoking cessation in 
20-30% of patients involved in bupropion studies at 1 
year, marginally higher quit rates are seen when 
buproprion and nicotine replacement are combined. 
Nicotine replacement is associated with a quit rate of 
only around 10% in clinical trials. Very high placebo 
quit rates are seen in clinical studies, but in reality 
willpower quit rates are only thought to be around 2- 
4% at 1 year. Average weight gain associated with 
smoking cessation is only around 2 kg, with peak 
nicotine withdrawal time occurring 2-3 days after 
smoking cessation. After this time addiction to 
smoking is mainly related to psychological 
habituation. 
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A 67-year-old man presents with bilateral motor and 
sensory weakness of his lower limbs associated with 
urinary incontinence and constipation. Over the past few 
months he has suffered chronic back pain. Past history 
involves smoking of 30 pack years and chronic 
depression, managed with amitriptyline. Medication 
history includes salbutamol, prescribed by his general 
practitioner (GP) for asthma. On examination he unable 
to move off the trolley, his BP is 142/82 mmHg, pulse is 
80/min and regular. There is a palpable bladder, a 
sensory level at T10, and bilateral lower limb power 
weakness. 
Investigations reveal: 



ALT 


145 U/l 


Ca 2+ 


2.9 mmol/1 


ALP 


352 U/l 



Which of the following is the investigation of choice 
in this case? 



Magnetic resonance imaging (MRI) scan of the 



spine 






Computed tomography (CT) scan of the spine 
Plain X-ray of the spine 
Bone scan of the spine 
Skeletal survey 



•A 
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Magnetic resonance imaging (MRI) scan of the spine 

Symptoms and signs are consistent with spinal cord 
compression, and MRI scanning is useful to 
demonstrate the level of compression. It also provides 
valuable information as to the nature of the lesion 
leading to compression and hence potential 
therapeutic options. Computed tomography (CT) 
scanning is less reliable, but is the investigation of 
choice if MRI is unavailable. The history of smoking, 
raised calcium and alkaline phosphatase raise the 
possibility of a primary bronchial carcinoma with 
metastases. Plain X-ray or bone scan may show 
evidence of metastases, but will not show the degree 
of spinal cord compression. 



"'J, 
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A 48-year-old builder working in the UK for over 5 
years presents to your clinic with a 1-year history of 
wheeze and cough that is worse in the early hours of the 
morning. On direct questioning he admits to mild 
haemoptysis over the past few days, but no increase or 
change in his sputum production. He feels otherwise 
well, but has noticed a slight weight loss over the past 
few months due to decreased appetite and occasional 
mild sweats at night. His only other past medical history 
is previous alcohol excess and type 2 diabetes. A chest 
X-ray from a year ago showed clear lung fields. 
Which of the following pathologies do you think 
would be the most likely cause of his haemoptysis? 

Aspergilloma 

Allergic bronchopulmonary aspergillosis (ABP A) 

Semi-invasive aspergillosis 

Invasive aspergillosis 

Asthma exacerbation 



•A 
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Semi-invasive aspergillosis 

Allergic bronchopulmonary aspergillosis results from 
a type 1 and 3 hypersensitivity reaction to Aspergillus 
fumigatus in people with asthma. The features of 
asthma and haemoptysis do not occur unless there is 
a concurrent chest infection. Aspergilloma is a fungus 
ball within a pre-existing cavity such as that caused 
by tuberculosis (TB). It is usually asymptomatic but 
can cause weight loss, cough and haemoptysis, which 
can be massive and require emergency surgical 
excision. Oral antifungals can be given with limited 
success or computed tomography (CT)-guided 
application of amphotericin. However, in most cases 
no treatment is required. With a recent clear chest X- 
ray, this patient is unlikely to have any cavities in 
which an aspergilloma could reside. Invasive 
aspergillosis occurs in immunosuppressed individuals 
and is caused by haematogenous spread of the 
fungus. The patient is acutely unwell so prompt 
diagnosis and treatment is required to prevent the 
high mortality rate associated with invasive 
aspergillosis. Semi-invasive aspergillosis is a chronic 
indolent disease that affects people with mild 
immunosuppression such as those with diabetes or 
chronic obstructive pulmonary disease (COPD) or 
who abuse alcohol, are elderly or on prolonged 
steroid use. If left untreated there is a significant 
associated mortality; however, it is difficult to 
diagnose due to its slow progression both 
radiologically and clinically. Symptoms include 
cough, wheeze, bronchitis and constitutional 
symptoms, and about 15% present with haemoptysis. 
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A 50-year-old housewife is being followed up in the 
chest clinic, where she is being seen for her asthma. 
Over the past 2 years she has had intermittent low-grade 
fevers, weight loss, cough and shortness of breath. On 
examination she has end- expiratory wheeze with 
occasional crackles that do not resolve on coughing. She 
does not have any clubbing. She is a non-smoker. Her 
past medical history includes asthma and atrial 
fibrillation. Her drug history includes salbutamol inhaler, 
high- dose steroid inhaler and amiodarone. Her chest X- 
ray shows peripheral infiltrates on the outer two-thirds of 
the peripheries. Her sputum microbiology is negative but 
she has a raised number of eosinophils. She has a raised 
serum eosinophil count, raised IgG and raised ESR. 
Which of the following is the most likely diagnosis? 






♦ 



Amiodarone- induced fibrosis 

Chronic eosinophilic pneumonia (CEP) 

ABPA 

Treatment-resistant asthma 

Acute eosinophilic pneumonia (AEP) 
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Chronic eosinophilic pneumonia (CEP) 

Eosinophilic pneumonia is a rare respiratory 
pathology characterised by pulmonary infiltrates and 
pulmonary eosinophilia. It can present acutely (AEP) 
over a few days or chronically (CEP) over months to 
years. It can be idiopathic or secondary to parasites, 
drugs or systemic diseases such as vasculitis. CEP 
usually occurs in those aged in their 50s with a female 
preponderance. It can be irreversible. About 60% of 
patients with CEP have asthma and 90% are non- 
smokers. Patients present with constitutional 
symptoms, cough, wheeze and fever over months to 
years. Patients with AEP are acutely unwell with 
temperature, tachycardia and tachypnoea. The 
peripheral eosinophil count is not always raised. The 
serum IgG is raised in two-thirds and the ESR is 
elevated. Sputum and bronchoalveolar lavage often 
show an eosinophilia. Chest X-ray in CEP shows a 
dense bilateral peripheral infiltrates often opposite to 
pulmonary oedema with a distribution in the outer 
two-thirds of the lung. AEP may show bilateral 
diffuse infiltrates associated with an effusion 
Anriodarone-induced lung fibrosis can occur even 
with low doses of amiodarone and is usually seen in 
the bases. The treatment is to stop the drug and 
steroids may help. 
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A 3 5 -year-old, HIV-positive, east African patient 
presents to A&E with shortness of breath and night 
sweats. On examination he is thin and tachypnoeic, and 
has a right base that is stony dull to percussion with 
reduced air entry. On his chest X-ray there is a 
moderate-sized pleural effusion. His past medical history 
includes TB as a child for which he cant remember 
whether he had treatment. His initial three sputum 
samples do not stain for acid-fast bacilli on Ziehl- 
Neelsen (ZN) stain. You want to carry out a test with the 
highest pick-up rate for TB diagnosis. 
Which of the following would be the most useful? 






Pleural fluid aspirate culture 
Pleural biopsy culture 
Pleural biopsy histology 
CD4 count 
Heaftest 
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Pleural biopsy culture 

Tuberculous effusion occurs in about 30% of patients 
with TB; this is comparable with HIV-positive and - 
negative patients. ZN stains of pleural fluid are 
positive in 10-20% of tuberculous effusions, culture is 
positive in 25-50% and pleural biopsy culture is 
positive in about 75%. Pleural histology may 
demonstrate granulomas, but has a lower sensitivity 
than culture and cannot give bacterial sensitivities. 
Pleural biopsy culture and histology give a total 
diagnostic rate of around 90%. A Heaf test is not 
useful in this patient unless it is grade 4, because he 
may have a positive result from his previous TB. 
Pleural fluid ADA (adenosine deaminase) is also often 
raised in TB, but is not completely specific for this 
diagnosis (positive in empyema, rheumatoid pleurisy 
and malignancy), and again will not provide culture 
sensitivities. A low CD4 count does not predispose to 
TB and CD4 < 200 cells/mm3 may even be related to 
a lower risk of tuberculous pleural effusion. MDR- 
TB, resistant to at least isoniazid and rifampicin is an 
increasing problem in this population. 



No.: 178 






A 40 -year-old farmer presents with a 1 -month history of 
wheeze and shortness of breath associated with working 
on the farm, and resolving about 6 hours after stopping 
work. On examination his BP is 136/82 mniHg, pulse is 
82/min and regular. His oxygen saturation is 94% on air 
as measured by pulse oximeter. He has coarse 
inspiratory crackles and a dry cough. You suspect he is 
suffering from extrinsic allergic alveolitis. 
Which feature is most likely to be seen on his chest X- 
ray? 

Bilateral hilar lymphadenopathy 



♦ 



• 



Lower zone nodular pattern of fibrosis 
Upper zone nodular pattern of fibrosis 
Pleural thickening 
Honeycomb pattern in the upper zones 
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Upper zone nodular pattern of fibrosis 

Extrinsic allergic alveolitis usually has a nodular 
pattern bilaterally with predominance for the upper 
lobes. Rarely BHL can be seen. Chronic changes 
reflect an insidious process or the result of one or 
more acute attacks, leading to fibrosis presenting 
with the usual radiological features of fibrosis 
including honeycombing. Pleural effusion is rare. 
Ground-glass changes tend to reverse with resolution 
of the symptoms. A reversible restrictive defect on 
spirometry, precipitins to Micropolyspora faeni and 
increased mast cells on bronchoalveolar lavage 
further support the diagnosis. 
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A 40 -year-old nurse is admitted to the medical unit with 
a 2-day history of wheeze and exacerbation of asthma 
during peak pollen season. She has had this diagnosis for 
four years, since moving from her home in West Africa 
to the UK. She also has a history of hayfever since 
moving to the UK, and her daughter has developed 
asthma too. She has no other past medical history and is 
a non-smoker. 
Her full blood count shows: 



Hb 


13.5 g/dl 


WCC 


10 1071 


Eosinophils 


1.5 10 9 /1 


PLT 


350 1071 



Her lung fields on the chest X-ray are clear. 
Which additional test would you like to do to best 
exclude causes, other than asthma, of her wheeze and 
current exacerbation? 



Antinuclear antibody (ANA) 
IgE 



Aspergillus- specific IgE radioallergosorbant 
(RAST) level 






Peak flow reading 

Stool culture for ova, cysts and parasites 
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Aspergillus- specific 
level 



IgE radioallergosorbant (RAST) 



The high eosinophil count may be due to her atopy 
and the high pollen count, so her total IgE would be 
raised too. You can look at the IgE count against 
specific allergens such as aspergillus or grass pollens. 
Allergic bronchopulmonary aspergillosis (ABPA) 
should always be excluded in people with asthma who 
have a raised eosinophil count; ABPA is a 
hypersensitivity reaction to aspergillus in people with 
asthma. This can be done by sputum culture or 
testing for atopy to the fungi with RAST, skin prick 
tests, or specific IgE to the fungi. Aspergillus 
precipitins testing looks for the presence of the 
antibody in the serum; if the result is highly positive, 
the patient may have invasive aspergillosis. 
Eosinophil count can also be raised in Churg-Strauss 
syndrome, a small-to-medium- vessel vasculitis that 
presents usually in adults with asthma-like 
symptoms. This results in a positive pANCA, not 
ANA. Peak flow readings will be low in all of the 
above respiratory diseases. Stool culture may be 
positive in a parasitic cause of eosinophil! a 
pneumonia, but this is unlikely if there is a clear chest 
X-ray. 
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You review a 3 5 -year-old woman who is overweight 
with a body mass index (BMI) of 31. She presents with 
increasing lethargy and shortness of breath over the past 
few weeks. There is a past history of deep vein 
thrombosis three years ago. Electrocardiogram (ECG) 
reveals evidence of right ventricular hypertrophy. Her 
BP is 145/82 mmHg, pulse is 92/min and regular. 
Saturations are 91% on air and fall on only minor 
exercise. D-Dimers are just above the upper limit of 
normal. 

Which of the following diagnoses fit best with this 
clinical picture? 



• 



Right heart failure 

Sleep apnoea syndrome 

Single massive pulmonary embolus 

Multiple pulmonary emboli 

Cardiomyopathy 
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Multiple pulmonary emboli 

This patient is obese and gives a history of gradual 
increase in shortness of breath. Right ventricular 
hypertrophy and the previous history of deep venous 
thrombosis point towards a diagnosis of multiple 
pulmonary emboli; raised D-dimers also support the 
diagnosis of thromboembolic disease. This patient has 
had a previous history of venous thrombosis and has 
multiple pulmonary emboli resulting in significant 
hypoxia and right ventricular hypertrophy. Lifelong 
warfarinisation is the treatment of choice. If further 
pulmonary emboli occur then the patient should be 
considered for insertion of an inferior vena cava 
(IVQ filter. She should also be encouraged to lose as 
much weight as possible. 



•A 
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You are asked to review a 34-year-old woman with 
progressively worsening shortness of breath. She has 
worked in a printing works for some years and smokes 
5-8 cigarettes per day. She complains of intermittent 
fever and cough. On examination her BP is 122/82 
mmHg, pulse is 80/min and regular. There are coarse 
crackles and sparse wheeze on auscultation of the chest. 
On further questioning you understand that her GP has 
given her beclomethasone and salbutamol with no 
significant improvement. 
Lung function tests reveal: 



Forced expiratory 
volume (FEV) 



Forced vital capacity 
(FVC) 



FEV in 1 s 
(FEVQ/FVC 



Carbon monoxide gas 
transfer 



Decreased 



Decreased 



Decreased to 62% 
(predicted 75%) 



Reduced 



Which of the following diagnoses tits best with this 
clinical picture? 

Extrinsic allergic alveolitis 

Idiopathic pulmonary fibrosis 



• 



Chronic obstructive pulmonary disease (COPD) 

Asthma 

Bronchiectasis 
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Extrinsic allergic alveolitis 

This woman may well be suffering from so called 
humidifier fever, which occurs as a result of exposure 
to contaminated humidifying systems in air 
conditioners or large-scale factory humidifiers such 
as those found in printing works. The condition is 
associated with a mixed obstructive and restrictive 
picture, as seen when these lung function tests are 
reviewed. A number of bacteria or amoebae are 
implemented as possible causes, e.g. Naegleria 
gruberi. It is likely that adequate methods of water 
sterilisation for humidifiers in the print works are 
not in place, and this should be reviewed. In other 
causes of extrinsic allergic alveolitis, such as 
mushroom workers, or farmers lung it is important 
to change working practices to avoid exposure to the 
antigen where possible. High-dose oral prednisolone 
may be used to achieve regression during the early 
stages of the disease. 



^ 
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Study and consider the results below: 



«i 



■ 
a s 



< ' 



Time 



What form of ventilatory support is this patient 
receiving? 

Continuous positive airways pressure (CPAP) 

Positive end-expiratory pressure (PEEP) 

None 

j^» //^^ iff m 

Intermittent mandatory ventilation (IM V) 
Inverse ratio ventilation 

AH 
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Continuous positive airways pressure (CPAP) 

The graph shows continuous positive airways 
pressure (CPAP). PEEP only has positive end 
expiratory pressure. Complications of CPAP include 
pneumothorax, gastric distension and aspiration, 
nasal bridge ulceration and reduced cardiac output. 
CPAP is delivered through a tightly fitting face mask 
and is the treatment of choice in obstructive sleep 
apnoea. 
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A 21 -year-old woman with a history of well controlled 
asthma on salmeterol/fluticasone combination inhaler 
goes out to an Indonesian restaurant with friends. While 
eating her main course she suddenly develops a wheeze, 
feels very light headed and looks flushed in the face. A 
taxi is called which brings her to the Emergency room. 
On examination she looks unwell with a BP of 95/55 
mmHg, a pulse of 100/min, and severe wheeze on 
auscultation of the chest. She is given back to back 
salbutamol nebulisers, IV normal saline and IV 
hydrocortisone. 

Which of the following additional therapies is 
appropriate for her? 

IV adrenaline 






IV aminophylline 
IV magnesium 
IV salbutamol 
IM adrenaline 



No.: 183 
IM adrenaline 

This woman has presented with severe anaphylaxis, 
possibly due to something contained in her 
Indonesian meal. Immediate therapy centres on 
volume expansion with normal saline, IV 
corticosteroids to manage inflammation, IM 
adrenaline to assist blood pressure and relieve 
bronchoconstriction, and back to back salbutamol 
nebulisers. IV adrenaline has a greater propensity to 
lead to arrhythmia, and as such would not necessarily 
be the first choice ahead of the IM option. Common 
causes of anaphylaxis, particularly where a trip out 
for an oriental meal is involved, include allergies to 
shellfish proteins. Many referral centres have a batch 
of antigens which can be tested against either via 
patch or RAST testing. Of course, she may require 
long-term anti-histamines or even an adrenaline 
auto-injecter pen, but some attempt at least should be 
made to identify the precipitating antigen first. De- 
sensitisation therapy may be particularly effective 
where bee or wasp stings precipitate the anaphylactic 
attack. 
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A 72-year-old man with a history of COPD and 
symptoms of benign prostatic hypertrophy presents to 
the clinic complaining of bone pain. He is a 40 pack year 
smoker and takes a range of medications including 
ramipril, aspirin, atorva statin, finasteride and a seretide 
inhaler. He has lost a few kgs in weight over the past few 
months without trying and has seen the GP with an 
episode of pneumonia. On examination his BP is 155/81 
mmHg, pulse is 75/min (atrial fibrillation). There are 
coarse crackles on auscultation of the chest consistent 
with COPD. 
Investigations; 



Hb 


ll. Og/dl 


WCC 


5.2xl0 9 /l 


PLT 


198x1071 


Na + 


138mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


ESR 


60 mm/hr 


Ca- 


2.3 mmol/1 



You arrange a bone scan reveals a symmetrical increase 
in uptake along the tubular bones, and around the peri- 
articular surfaces. The mandible and both scapulae also 
show signs of increased isotope uptake. 
Which of the following is the most likely diagnosis? 



• 



Multiple bony metastases from a lung primary 

Paget' s disease 

Hypertrophic pulmonary osteoarthropathy 

Osteomalacia 

Hyperparathyroidism 
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Hypertrophic pulmonary osteoarthropathy 

Hypertrophic pulmonary osteoarthropathy is a 
condition seen in patients with a bronchial 
carcinoma, and may pre-date the discovery of the 
underlying lesion. It is characterised by finger 
clubbing and long bone pain. The most sensitive 
investigation for making the diagnosis is the isotope 
bone scan; the findings are typically uptake in long 
bones, around periarticular surfaces, and sometimes 
also the mandible and scapulae. Symptoms of the 
condition may resolve when the primary tumour is 
removed. A chest x-ray has the potential to reveal the 
primary lung tumour. 



^ 
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A 28-year-old teacher presents to clinic with bloating, 
abdominal pain and weight loss. He tells you that he also 
has diarrhoea which is very difficult to flush away and 
tends to float on the toilet pan. On examination his BP is 
1 15/72 mniHg and he looks pale. His BMI is 21, and his 
abdomen is soft and non-tender. Results of blood tests 
show an iron deficiency anaemia and an elevated ALP, 
his albumin is low at 30 g/1. 

What would be the most useful blood test to perform 
next? 






• 



Helicobacter pylori serology 
Serum iron levels 
Tissue transglutaminase antibody 
Haptoglobins and reticulocyte count 
Serum gastrin 
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Tissue transglutaminase antibody 

The symptoms and the iron deficiency anaemia are 
suggestive of coeliac disease. Coeliac disease can be 
associated with deranged liver function tests. 
Serological tests for coeliac disease include tissue 
transglutaminase antibody (preferred and most 
widely available), and antiendomysial antibody. The 
gold standard remains a duodenal biopsy. 



No.: 2 

A 3 8 -year-old health worker finds out that he has 
contracted hepatitis C infection from a needlestick injury 
sustained 6 weeks ago. 

Which of the following management strategies is the 
most appropriate? 

He requires a liver biopsy before consideration of 

treatment 
*»» 

He should receive antiviral treatment in the acute 

setting which can lead to a sustained viral response in 

more than 90% of cases 
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He should receive antiviral treatment in the acute setting 
which can lead to a sustained viral response in more than 
90% of cases 

Options A and D are appropriate measures for 
chronic infection. At present, there is no 
commercially available vaccine for hepatitis C. Once 
chronic infection has developed the rate of 
progression to cirrhosis is 20-30%. Acute hepatitis C 
has a good response to treatment if antiviral therapy 
is commenced early. 



He should be vaccinated to prevent spread of the 



virus 

r 



An endoscopy should be arranged soon to exclude 
oesophageal varices 

He requires no treatment as the probability of 
developing cirrhosis is less than 5% 
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A 42-year-old man with known ulcerative colitis is 
admitted to hospital. His medication includes 
azathioprine and intravenous hydrocortisone. He initially 
improves on treatment after 3 days, but then his clinical 
condition deteriorates. Biopsies from a flexible 
sigmoidoscopy are consistent with underlying ulcerative 
colitis, but they also show a significant number of 
inclusion bodies. 

Which treatment is most likely to improve his 
condition? 

Combination of rifampicin, pyrazinamide and 
isoniazid 






♦ 



Methotrexate 
Infliximab 
Metronidazole 
Ganciclovir 
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Ganciclovir 

Options B, C and D are treatments for Crohn's 
disease. Option A would be the treatment for an 
underlying mycobacterium infection The inclusion 
bodies, as reported on the biopsy specimens, suggests 
cytomegalovirus infection superimposed on 
ulcerative colitis. The treatment for CMV includes 
ganciclovir. 



No.: 4 

A 79-year-old man presents with right upper quadrant 
pain, rigors, a temperature of 39l°C and deranged liver 
function tests. An abdominal ultrasound reports no 
gallstones in the common bile duct but there are dilated 
intrahepatic and extrahepatic bile ducts. 
What is the most likely diagnosis? 

Cholecystitis 



Cholangitis 

Tumour at the ampulla of Vater 

Pancreatic tumour 



A cholangiocarcinoma at the level of the porta 
hepatis 
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Cholangitis 

This man is likely to have ascending cholangitis. He 
has evidence of extrahepatic obstruction on 
ultrasound scanning (USS), and gallstones in the 
common bile duct could be present. MRCP is 
superior to CT for diagnosing and locating gallstones. 
USS can miss gallstones in the common bile duct. 
ERCP and sphincterotomy may be required in the 
acute setting if sepsis does not resolve with 
antibiotics. It may also prevent future recurrence, 
particularly if the risks of laparoscopic 
cholecystectomy are high. A cholangiocarcinoma at 
the porta hepatis would not explain the extrahepatic 
duct dilatation A neoplasm at the ampulla of Vater 
or pancreas could also explain his symptoms but are 
less likely in this context. 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 5 

A 36-year-old nurse has a 1-year history of recurrent 
urinary tract infections, altered bowel habit, brown 
discoloration of urine and has noticed intermittent air 
bubbles on passing urine. 
Which of the following is the most likely diagnosis? 



♦ 
• 



Crohn's disease 
Ulcerative colitis 
Klebsiella infection 
Pneumatosis coli 
Collagenous colitis 



No.: 5 
Crohn's disease 

The symptoms are suggestive of a colovesical fistula. 
Causes of gastrointestinal fistulae include crohns 
disease, diverticulitis and colorectal tumours. 



No.: 6 

A 21 -year-old student presents to clinic with recurrent 
episodes of melaena requiring admission and blood 
transfusions. He has been investigated by upper 
endoscopy and colonoscopy, both investigations were 
negative. Between episodes of melaena he is 
asymptomatic. 

Which of the following investigations would you 
organise from clinic? 



r 



Barium swallow 
Mesenteric angiogram 
Meckel's scan 
Barium enema 
Octreotide scan 



No.: 6 
Meckel's scan 

His blood loss is severe and occurs intermittently. A 
mesenteric angiogram is most effective during active 
blood loss, usually greater than 1 ml/rain. In the 
stable outpatient setting, a Meckel's scan may be 
more useful in excluding a Meckel's diverticulum. A 
barium swallow and barium enema will not delineate 
any part of the bowel not already seen by 
oesophagogastroduodenoscopy (OGD) and 

colonoscopy. His symptoms are not suggestive of a 
neuroendocrine tumour, and therefore an octreotide 
scan is not warranted. In centres where it is offered, 
capsule endoscopy may be a reasonable alternative to 
Meckel's scan. 
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A 17-year-old girl is referred by her GP with weight loss 
and vomiting. During the consultation it becomes 
apparent that she has an altered body image. 
Which of the following would best assess her 
nutritional status? 






Serum albumin 
FSH: oestrogen ratio 
Mid-thigh: hip ratio 



Mid-arm muscle circumference and skin- fold 
thickness 



♦ 



Height (metres)/ weight (kg) 



No.: 7 

Mid-arm muscle circumference and skin-fold thickness 

The serum albumin level can fall in conditions such 
as sepsis and liver disease and is not a good indicator 
of nutrition. Amenorrhoea is associated with 
anorexia nervosa but the FSH: oestrogen ratio is not 
routinely used to assess nutrition. The waist :hip ratio 
is a useful measure in the context of central obesity; 
the mid-thigh: hip ratio is a fictitious measurement. 
The body mass index is calculated by weight/(height) 2 
not height/weight. 



No.: 8 

A 29-year-old sales assistant undergoes upper endoscopy 
for symptoms of dyspepsia. The OGD demonstrates a 
duodenal lesion and biopsies have returned showing a 
MALT lymphoma. 
What would be the best initial therapeutic strategy? 



• 



Duodenal stent insertion 

Radiotherapy 

Chemotherapy 

Laparoscopic resection 

Test and treat for Helicobacter pylori 
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Test and treat for Helicobacter pylori 

The first therapeutic strategy in treating a GI MALT 
lymphoma is to eradicate Helicobacter pylori. Patients 
should undergo a Carbon 13 urea breath test after 
antibiotic therapy to confirm eradication. This 
usually resolves the lymphoma but chemotherapy 
may be required to treat refractory cases. 

The carbon 13 urea breath test (UBT) is based on the 
detection of the products created when urea is split 
by the organism 

Patients are asked to drink urea (usually with a 
beverage) labeled with a carbon isotope (carbon 13 or 
carbon 14). After a certain duration, the 
concentration of the labeled carbon is measured in 
the breath. The concentration is high only when 
urease is present in the stomach. Because the human 
stomach does not produce urease, such a reaction is 
possible only with HP infection. 



The breath test is expensive 
increasingly more available. 



but is becoming 



Other problems include false-negative results due to 
infection with coccoid forms of HP that do not 
produce as much urease or intake of antibiotics, 
bismuth, histamine 2 (H2) blockers, or proton pump 
inhibitors. 
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A 72-year-old woman presents with dull abdominal pain 
and bloating. She tells you on futher questioning that she 
has suffered intermittent episodes of abdominal pain 
after a heavy meal, and episodes of diarrhoea with dark 
blood over the past few months. She has a history of 
hypertension and is clinically in atrial fibrillation. Her 
abdomen is distended and bowel sounds are absent. 
Blood tests show an elevated white cell count, renal 
impairment with a creatinine of 160 and metabolic 
acidosis. 
What would be the most useful diagnostic test? 

Plasma lactates 

r 

Plain abdominal film 
Mesenteric angiogram 
CT abdomen 
Colonoscopy 






♦ 



No.: 9 

Mesenteric angiogram 

This patient's history and the investigation results 
are very suggestive of mesenteric ischaemia. Of the 
tests listed, mesenteric angiography is the best 
diagnostic test. The creatinine of 160, whilst being 
associated with an increased risk of contrast 
nephropathy, does not altogether preclude the 
examination. 



No.: 10 

A 5 6 -year-old retired publican is admitted with 
decompensated liver disease. He has ascites and 
undergoes therapeutic paracentesis with albumin cover. 
Analysis of the ascitic fluid shows a polymorphonuclear 
count of 400 cells/mm 3 . His renal function, which was 
normal 10 days ago, has become impaired and his serum 
creatinine is now 350 umol/1. 
Which of the following is most appropriate with 
defining a course of action? 

Consider prophylactic antibiotics to prevent future 
episodes of spontaneous bacterial peritonitis and treat the 
current episode 

Commence diuretics immediately to prevent further 
accumulation of ascites 

He should be prescribed 3 litres of 5% dextrose 
daily until the renal function improves 

Antibiotics should only be commenced if there is a 
positive culture as the white cell count is not suggestive 
of spontaneous bacterial peritonitis 

f? 

A renal biopsy is required before the diagnosis of 

hepatorenal syndrome can be made 
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Consider prophylactic antibiotics to prevent future 
episodes of spontaneous bacterial peritonitis and treat 
the current episode 

Renal dysfunction, particularly in the context of 
hepatorenal syndrome, is a poor prognostic sign in 
chronic liver disease. Spontaneous bacterial 
peritonitis (SEP) is diagnosed by a PMN count of 
more than 250 cells/mm 3 . Although inoculation of 
ascitic fluid into blood culture bottles improves 
diagnostic yield, antibiotic therapy should not be 
delayed in the presence of a positive cell count. There 
is good evidence for the use of prophylactic 
antibiotics following one episode of SEP. Hepatorenal 
syndrome is divided into types 1 and 2 and its 
diagnosis does not require a renal biopsy. Fluid 
management, will depend on his central venous 
pressure, and should not be prescribed injudiciously. 
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A 34-year-old waiter presents with steatorrhoea and 
abdominal pain. He has a long history of alcohol 
dependence. He has recently been diagnosed with 
diabetes. Examination reveals a palpable epigastric 
abdominal mass. 

Which of the following tests is most likely to lead to 
the correct diagnosis? 

Endoscopic retrograde cholangiopancreatography 
(ERCP) 



• 
• 



CT abdomen 
CA 19-9 levels 
Faecal elastase 
Ultrasound scan (USS) 



No.: 11 



CT abdomen 



The history and clinical examination suggest a 
pancreatic pseudocyst in the context of chronic 
pancreatitis. Of the investigations listed, option B is 
the best diagnostic test. 



No.: 12 

A 5 5 -year-old man is admitted with dysphagia for solids. 
He has previously been well and on direct questioning 
denies previous episodes of dysphagia or reflux. An 
upper endoscopy reveals a lower oesophageal mass. 
Biopsies of this mass reveals an adenocarcinoma. 
Which of the following interventions would be most 
appropriate? 

He requires oesophageal manometry, in the absence 
of symptoms of reflux, to confirm a diagnosis of 
Barrett's oesophagus 






CT scan of the thorax to stage the disease 
Barium swallow to confirm the diagnosis 
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CT scan of the thorax to stage the disease 

Barrett's oesophagus may give arise to 
adenocarcinoma and can occur in asymptomatic 
individuals. The role of CT in oesophageal carcinoma 
is to stage disease; the diagnostic test of choice 
remains histology. The incidence of adenocarcinoma 
in the UK is rising, while that of squamous -cell 
carcinoma is falling. Oesophageal stents are used in 
the treatment of tracheo-oesophageal fistulas and 
palliation in advanced disease. Presently, there are no 
genetic screening tests for oesophageal carcinoma. 



He requires an urgent oesophageal stent prior to any 
curative surgical procedure 

Genetic screening of family members 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 13 

A 5 6 -year-old man presents in A&E with sudden-onset 
chest pain. He has had severe gastroenteritis for the last 
48 hours. His medical history includes ischaemic heart 
disease. On examination his blood pressure is 120/80 
mniHg and he has a small left pleural effusion. The 
electrocardiogram shows T-wave inversion in lead III in 
association with a sinus tachycardia of 100 bpm. 
Which of the following tests would you organise to 
best confirm your clinical diagnosis? 
<• 



• 



D-Dimer 
Echocardiogram 
Troponin levels 
Serum amylase 
Gastrograffin swallow 
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Gastrograffin swallow 

Severe gastroenteritis is associated with vomiting and 
diarrhoea. This in combination with sudden-onset 
chest pain and a pleural effusion raises the suspicion 
of oesophageal perforation. A gastrograffin swallow, 
using a water-soluble contrast medium, will 
demonstrate the site of the perforation. The 
differential diagnosis includes a pulmonary 
embolism, leading to pulmonary infarction but D- 
dimers are not a good diagnostic test. Cardiac causes 
and pancreatitis are also part of the differential 
diagnosis, but in this context are less likely. 



No.: 14 

An 84-year-old woman is admitted with a fluctuating 
conscious level. She was found by her carer having last 
been seen in the village about a week earlier, buying 
painkillers for her arthritis from the chemist. On 
examination she is deeply jaundiced, hypotensive with a 
tachycardia and has a hepatic flap. She has no signs of 
spider naevi. Initial blood tests reveal an ALT of 1000 
U/l, AST 700 U/l, INR 3.4, ALP 600 U/l and a bilirubin 
of 250 umol/1. Repeat blood tests 6 hours later show an 
ALT of 550 U/l, INR 4.6, ALP 702 U/l and bilirubin of 
245 umol/1. The toxicology screen for paracetamol and 
aspirin is negative; she is positive for hepatitis B surface 
antibody and negative for hepatitis B surface antigen. 

Which of the following would best explain her clinical 
condition? 
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Acute liver failure secondary to paracetamol 

This woman has liver failure. If she had taken a 
paracetamol overdose a number of days ago, the 
serum levels may now be undetectable and so cannot 
be used to exclude this diagnosis. The rising INR and 
falling ALT in this context represent worsening liver 
function and a poor prognosis. The hepatitis B 
serology suggests prior vaccination or clearance of 
virus following exposure. Wilson's disease is very 
unusual in this age group. Alcoholic liver failure is 
less likely given the lack of signs of chronic liver 
disease and the relatively low AST compared to ALT 
(in alcoholic liver disease, the AST being typically 
much more elevated than ALT). 



• 



. 



Reactivation of hepatitis B infection 
Acute liver failure secondary to alcohol 
Wilson's disease 

Acute liver failure secondary to paracetamol 
Acute viral hepatitis which is now recovering 
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A 69-year-old man undergoes a colonoscopy for 
investigation of diarrhoea. A polyp is found on the right 
side of the colon and removed by snare polypectomy. 
You are asked to review him on the ward six hours later 
because he is drowsy, experiencing abdominal pain and 
vomiting. 

Which of the following is the most appropriate mana 
gement plan? 

He may be experiencing side effects from sedation 
which can be reversed with Flumazenil 

An urgent water soluble contrast enema to find the 
site of perforation 

The patient should be made nil by mouth, given 
analgesia and an urgent erect chest x- ray organised 

A repeat colonoscopy to find the site of perforation 

Reassurance and encourage the patient to eat 
normally 
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The patient should be made nil by mouth, given 
analgesia and an urgent erect chest x- ray organised 

A colonic perforation must be excluded and the 
colorectal surgeons should be involved at an early 
stage. 



No.: 16 

A 60-year-old man presents with a 2-month history of 
dysphagia. There is no difference between solids and 
liquids. He also gives a history of regurgitating 
undigested food shortly after a meal. Occasionally he 
experiences discomfort after eating, which is relieved 
after regurgitation. He has a BMI of 29 and has lost no 
weight over the last few months. 
Which investigation is most likely to definitively 
confirm the diagnosis? 






Barium swallow 

CT chest 

Oesophageal manometry 

OGD 

Video fluoroscopy 
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Oesophageal manometry 

Barium swallow is a useful screening test for 
dysphagia. It will show a stricturing lesion, a 
pharyngeal pouch and, in the case of achalasia, it 
reveals the classic bird beak appearance at the 
cardia. This is due to failure of the sphincter to relax. 
The absence of peristalsis is evident. Manometry will 
confirm the diagnosis of achalasia - the combination 
of absent body peristalsis with absent or impaired 
postdeglutitive relaxation of the lower oesophageal 
sphincter is diagnostic when a structural abnormality 
at the cardia has been excluded. 
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A 50-year-old woman presents with a 1-year history of 
pruritis. She is otherwise asymptomatic. There is no 
other past medical history and she is on no regular 
medication. She is a non-smoker and does not drink 
alcohol. On examination there is evidence of scratch 
marks and xanthelasma. There are no other features of 
chronic liver disease. 
Blood results show: 



Na 


143 mmol/1 


K 


4.3 mmol/1 


urea 


6.0 mmol/1 


creatinine 


100 mmol/1 


bilirubin 


20 mmol/1 


ALT 


45U/1 


alkaline phosphatase 


180 U/l 


Hb 


13.7 g/dl 


WCC 


9.0 1071 


pits 


200 10 y /l 


IgM 


raised 


ANA 


negative 



What is the most likely diagnosis? 

Primary biliary cirrhosis 
Sclerosing cholangitis 
Autoimmune hepatitis 
Non-alcoholic steatohepatitis 
Infective hepatitis 



•A 
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Primary biliary cirrhosis 

The combination of pruritis, xanthelasma and 
elevated alkaline phosphatase and increased IgM is 
highly specific for PBC. Pruritis is the commonest 
presenting symptom of PBC. Bilirubin is often 
normal at presentation. It is raised late in the disease 
and is indicative of a poor prognosis. 



,,j 



ib 
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A 40 -year-old woman presents with a swollen abdomen. 
This has been preceded by abdominal pain for 1 week. 
On examination she is found to have jaundice, a 5 -cm 
smooth hepatomegaly and ascites. There are no stigmata 
of chronic liver disease. 
Blood results show: 



Na + 


140 mmol/1 


r 


4.7 mmol/1 


urea 


20 mmol/1 


creatinine 


200 umol/1 


APTT 


50 s 


PT 


13 s 


WCC 


11 10 9 /1 


Hb 


15.0 g/1 


pits 


200 10 9 /1 


Ascitic fluid 


transudate 



What is the most likely diagnosis? 






Alcoholic liver disease 
Right- sided heart failure 
Granulomatous liver disease 
Budd-Chiari syndrome 
Metastatic liver disease 



•A 
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Budd-Chiari syndrome 

The prolonged APTT in the presence of a normal PT 
is suggestive of lupus anticoagulant. This would occur 
in a nti phospholipid syndrome, well known to be a 
cause of the Budd-Chiari syndrome. The latter 
commonly presents acutely with abdominal pain, 
hepatomegaly, jaundice and renal failure. Treatment 
is with control of the ascites and anticoagulation. 



,,j 
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A 59-year-old lady presents who is undergoing 
investigations in hospital for an episode of diarrhoea, 
rectal blood loss, and abdominal pain. 
Her barium enema is shown below. 




Image courtesy of Ian Maddison, London South Bank 
University 

What is the most likely diagnosis? 

Ulcerative colitis (UC) 
Crohn's disease 






Coeliac disease 
Diverticulosis 
Colonic carcinoma 
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Ulcerative colitis (UC) 

The barium enema shows mucosal thickening, lack of 
haustra and thickening affecting the whole of the 
descending colon. Because of its ability to depict fine 
mucosal detail, double-contrast barium study is a 
valuable technique for diagnosing ulcerative colitis 
and Crohn's disease, even in patients with early 
disease; in UC there is first a granular (ground glass) 
appearance, followed by collar button ulcers, 
inflammatory polyps (also called pseudopolyps) and 
finally post-inflammatory polyps in the repair 
phases. Barium enema may precipitate toxic 
megacolon in severe cases, and is contraindicated if 
the acute colitis is severe. Crohn's produces a 
thickened bowel wall with secondary narrowing of 
the bowel lumen and discrete mucosal ulcers as well 
as deep fistulas; one of the characteristic features of 
Crohn's disease is discontinuous (skip) lesions. 
Aphthae in Crohn's appear as 1-2 mm barium-filled 
craters surrounded by a lucent halo; as these enlarge, 
they coalesce forming a lattice work of confluent 
ulcers resulting in the so-called cobblestone 
appearance. 
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A 20 -year-old man presents with bloody diarrhoea and 
abdominal pain, this began some 2 months earlier and 
has become increasingly severe over the past 1 week. On 
examination he is unwell with a temperature of 38.6 °C, 
heart rate of 130 beats/min, pallor and diffuse abdominal 
tenderness. His abdomen is distended. 
His abdominal X-rav is shown below: 




Image courtesy of Nicholas Oldnall, X Ray 2000. 

What would your immediate management be? 

Immediate laparotomy 

High-dose intravenous (iv) steroids and iv fluids 

Observation and iv fluids only 



• 



iv Antibiotics 
Azathioprine 



No.: 20 

High-dose intravenous (iv) steroids and iv fluids 

This is toxic megacolon, a severe colitis (almost 
always pancolitis) defined as dilatation of the colon 
>5.5 cm radiologically. It most often occurs in the 
context of ulcerative colitis, but can also occur in 
Crohn's, pseudomembranous colitis, ischaemic colitis 
and other colitides. It is an absolute contraindication 
to barium enema examination because of the risk of 
bowel perforation. Mortality is high (around 20%), 
and management should be carried out in a high- 
dependency unit setting with close collaboration 
between physicians and surgeons. If no improvement 
is seen in 24 h with high-dose steroids and iv fluids, 
early surgery (usually colectomy) is indicated. 



-j 
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A 30 -year-old lady is seen in clinic. She has a history of 
nose bleeds and has also recently undergone 
investigation of anaemia. These lesions are seen on 
examination 




What is the most likely diagnosis? 



Systemic lupus erythematosus 

Systemic sclerosis 

Hereditary haemorrhagic telangiectasia (HHT) 

Ataxia-telangiectasia 



CREST syndrome (Calcinosis, Raynaud's 
syndrome, esophageal dysmotility, sclerodactyly and 
telangiectasia) 
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Hereditary haemorrhagic telangiectasia (HHT) 

HHT, also known as Osier- Weber-Rendu disease is 
an autosomal dominant disorder manifested by 
telangiectases of the skin and mucous membranes 
associated with bleeding tendency. Larger lesions 
may affect the nasopharynx, central nervous system, 
lung, liver, and spleen, as well as the urinary and 
gastrointestinal tracts. Arteriovenous malformations 
(AVMs) may be present, and are a source of 
significant morbidity and mortality. HHT is a 
genetically heterogeneous disorder involving at least 
two loci, and clinical symptomatology may vary 
according to the genetic defect. HHT1 (Chromosome 
9) and HHT 2 (Chromosome 12) have been identified, 
with pulmonary and cerebral AVMs occurring more 
frequently in HHT 1. 



,,j 
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A 50-year-old Asian male, who presented with a 3 -week 
history of jaundice, dies in hospital after an acute upper 
gastrointestinal bleed. Post mortem is carried out. 
His liver appearance is shown below: 




What is the most likely diagnosis? 

Multiple amoebic liver abscesses 
Alcoholic fatty liver 
Hepatocellular carcinoma 
Hepatic fibrosis 
Hepatic cirrhosis 



No.: 22 
Hepatic cirrhosis 

This is micronodular cirrhosis typical of the changes 
seen with chronic alcoholism Orrhosis is defined 
histologically as a diffuse hepatic process 
characterised by fibrosis and the conversion of 
normal liver architecture into structurally abnormal 
nodules. Micronodular cirrhosis is characterised by 
uniformly small nodules (<3 mm in diameter) and 
regular bands of connective tissue. Classically, the 
prototype of micronodular cirrhosis is alcoholic 
cirrhosis and that macronodular cirrhosis is typically 
seen in chronic viral hepatitis. However they form 
part of a spectrum and both micro- and 
macronodular disease may be seen in both of these 
aetiologies. For example, the development of a 
macronodular pattern may be seen in alcoholics with 
an initially micronodular pattern who continue to 
drink excessively. 

Many severe complications of cirrhosis are secondary 
to portal hypertension because hypertension leads to 
the development of collateral flow from the portal 
venous system to the systemic circulation. In the 
western world, cirrhosis is the third leading cause of 
death in patients aged 45 to 65 years (after 
cardiovascular disease and cancer); most cases are 
secondary to chronic alcohol abuse. 
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A 60-year-old lady undergoes investigation after 
presenting with intermittent diarrhoea alternating with 
constipation over a period of several months. In addition 
she complains of cramping abdominal pains. Her weight 
is steady. Her general practitioner has checked her 
routine bloods: haemoglobin is 9.8 g/dl, erythrocyte 
sedimentation rate 20 mm/h and electrolytes and liver 
function tests are normal. 



A view obtained at colonosco 



shown below: 




Image courtesy of Dr Hans Bjorknas, Gastrolab, Vasa, 
Finland. 

What is the most likely cause of the anaemia? 



♦ 



Vitamin Bi 2 deficiency 

Vitamin B 12 and folate deficiency 

Iron deficiency 

Folate deficiency 

Ferritin deficiency 
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Iron deficiency 

The image shows colonic diverticulae and her 
symptoms are typical of diverticular disease. This 
disorder, whose aetiology is poorly understood, may 
affect any part of the gastrointestinal (GI) tract, the 
sigmoid being the most commonly affected segment 
(involved in >90% of cases). The rest of the colon and 
the small intestine can also be affected. Lower GI 
blood loss may occur as frank haemorrhage or occult 
losses as in this case; this results from rupture of the 
small blood vessels that are stretched while coursing 
over the dome of the diverticulae. Occult blood in the 
stool is present in approximately 25% of patients 
with diverticulitis. Iron deficiency is therefore a 
commoner overall cause of anaemia related to this 
condition than is Vitamin B12 deficiency. In addition 
as diverticulae more commonly affect the colon 
rather than the small intestine, Vitamin B12 
deficiency related to bacterial overgrowth and 
malabsorption is relatively uncommon in this 
condition Acute diverticulitis is a possible 
complication of diverticular disease; this results from 
the inspissation of faecal material in the neck of the 
diverticulum and resultant bacterial replication 
Cultural dietary factors may play a role in aetiology 
- it is a disease of westernised societies and links have 
been demonstrated to low -fibre diets and high 
consumption of red meat and animal fats. However 
genetic causes also exist. It is rare under the age of 40 
years. 
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A 50 -year-old lady is referred to the outpatient 
gastroenterology clinic with an 1 1 -month history of 
abdominal cramps and diarrhoea. She opens her bowels 
three or four times a day and the stools are loose and 
foul- smelling. She denies any rectal bleeding but 
admitted to losing some weight, particularly over the last 
six months. Her appetite has remained unchanged. In her 
past medical history she underwent a total abdominal 
hysterectomy for carcinoma of the cervix together with 
external radiation 1 year earlier. Recent follow-up by her 
gynaecologist confirmed no recurrence of the 
malignancy. She was a non-smoker and drank alcohol 
occasionally. On examination she is emaciated and 
afebrile. There is a small non -tender ulcer in the oral 
cavity. On abdominal examination there is a healed 
midline scar and mild tenderness in the right iliac fossa 
with no other abnormalities. Rectal examination is 
normal. 



Investigations are as follows: 




Haemoglobin (Hb) 


lOg/dl 


White cell count (WCC) 


8 x 1071 


Platelets (Pit) 


199x1071 


Mean corpuscular volume 
(MCV) 


106 fl 


Erythrocyte sedimentation rate 
(ESR) 


22 


Serum Bn 


95pmol/l(160- 

760) 


Serum folate 


20 Vg/1 (2-H) 


Urea and electrolytes 


within normal 
limits 


Chest X-ray (CXR) 


normal 


Abdominal X-ray (AXR) 


normal 



Which of the following is the most likely diagnosis? 

Crohn's disease 



♦ 
• 



Jejunal diverticulae 
Small bowel lymphoma 
Ileal tuberculosis (TB) 
Radiation enteritis 
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Radiation enteritis 

This lady has malabsorption syndrome with selective 
B12 malabsorption, due either to terminal ileal disease 
(Crohn's disease, terminal ileal resection, ileal 
tuberculosis (TB)), pernicious anaemia or excess B 12 
utilisation in the gut (secondary to diverticulae, 
fistulae, radiation enteritis and small bowel 
involvement in systemic sclerosis). The best answer is 
radiation enteritis secondary to the abdominal 
radiotherapy, which leads to fibrotic strictures and 
adhesions. These strictures predispose to bacterial 
overgrowth and this in turn leads to steatorrhoea due 
to deconjugation of bile salts. Vitamin B 12 is 
selectively metabolised by the bacteria and the folate 
is left. Symptoms of malabsorption are absent in 
pernicious anaemia. The age of the patient and the 
duration of symptoms are not explained by the 
diverticulae. Small bowel lymphoma will not lead to a 
selective B12 deficiency. In the absence of a markedly 
raised erythrocyte sedimentation rate (ESR), and the 
presence of a normal chest X-ray (CXR), ileal TB is 
unlikely. Her age is not typical for Crohn's (there is a 
bimodal presentation with peaks between 15-30 years 
and between 60-80 years). 
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A 45-year-old man of Chinese extraction is admitted to 
hospital with abdominal swelling. During his admission 
his liver function tests are discovered to be abnormal and 
he has an abdominal ultrasound scan that shows ascites, 
a small irregular liver and a large spleen. A thorough 
history reveals that his mother had hepatitis B (HB) and 
died of liver cancer. 
Below are some of his blood results: 



Albumin 


30 g/1 (37-49) 


Bilirubin 


35 umol/1 (1 22) 


HBcAb 


negative 


HBeAg 


negative 


HBSAg 


positive 


HB V DNA 


500 000 IU 


Liver transaminase (AST) 


152 U/l (1-31) 


Plasma thromboplastin (PT) 


17 s (11.5-15.5) 



What immediate treatment is indicated for this man's 
hepatitis B? 



♦ 
• 



No treatment is indicated 

Interferon 

Interferon and ribavirin 

Lamivudine 

Liver transplantation 



•A 
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Lamivudine 

This gentleman has chronic hepatitis B most 
probably acquired by vertical transmission The 
absence of e antigen in the presence of HBV virus in 
the blood shows that he has a pre-core mutant form 
of the virus. The irregular shrunken liver and 
enlarged spleen suggests the development of 
cirrhosis. 

The appearance of ascites in a patient with cirrhosis 
indicates decompensation of their liver disease. In 
this situation active hepatitis B (ie any detectable 
DNA in blood) requires treatment by viral 
suppression 

Interferon is indicated for the treatment of chronic 
hepatitis B in e antigen positive patients but is 
contraindicated in patients with decompensated liver 
disease. Ribavirin is ineffective against HBV and is 
only used in combination with interferon in the 
treatment of hepatitis C. Liver transplantation is 
effective in end stage liver disease caused by hepatitis 
B but adequate viral suppression is the initial 
treatment of choice pending assessment of suitability 
for transplantation. 

Lamivudine is an inexpensive, safe and effective drug 
for the suppression of hepatitis B virus. Resistance 
occurs in 15% of patients at 1 year and 60% at 4 
years. Adefovir is licensed for second line treatment 
of Lamivudine resistant HBV. 
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A 57-year-old school teacher is found to have abnormal 
liver function tests at a health screening. Other than 
tiredness and occasional gritty eyes that she attributes to 
age she is well. She is postmenopausal and takes 
hormone replacement therapy (HRT) but no other 
medication. She smokes 12 cigarettes per day but takes 
no alcohol. There is nothing to find on examination. 
Some of her blood results are shown below: 



Albumin 


40 g/1 (37- 
49) 


Alanine aminotransferase(ALT) 


14 U/1 (5-35) 


Alkaline Phosphatase 


300 U/1 (45- 
105) 


AMA 


positive 
>1:40 


Anti-dsDNA 


weakly 
positive 


Bilirubin 


12 umol/1 

(1-22) 


High-density lipoprotein (HDL) 
cholesterol 


4.0 mmol/1 

(>1.55) 


Liver-kidney microsomal antibody 
(anti-LKM) 


negative 


Liver transaminase (AST) 


10 U/1 (1-31) 


Low- density lipoprotein (LDL) 
cholesterol 


4.0 mmol/1 

(<3.36) 


Plasma thromboplastin (PT) 


12 s (11.5- 
15.5) 


Smooth muscle antibody (SMA) 


negative 



Which of the following would be an appropriate next 
step? 

Cyclophosphamide 

Ursodeoxycholic acid 

Referral for liver transplant assessment 

Azathioprine 

Withdrawal of HRT 
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Ursodeoxycholic acid 

The presence of anthnitochondrial antibodies (in 90- 
95% of cases) in conjunction with a raised alkaline 
phosphatase is strongly suggestive of primary biliary 
cirrhosis (PBC). PBC is primarily a disease of 
middle-aged women and is associated with other 
autoimmune conditions notably Sjogren's syndrome, 
scleroderma, calcinosis cutis, Raynaud's 

phenomenon, oesophophageal dysfunction, 

sclerodactyly and telangiectasia syndrome (CREST) 
and systemic lupus erythematosus (SLE). It is now 
commonly diagnosed before the classic symptoms of 
itch and fatigue are noticeable. Common serum 
abnormalities at presentation include raised alkaline 
phosphatase, and elevated serum lipids. 
Studies have shown that particularly in early disease, 
high dose ursodeoxycholic acid is well tolerated, 
improves liver biochemistry and may slow disease 
progression. Azathioprine is used to treat 
autoimmune hepatitis but trials have shown no 
benefit in the context of PBC. 

Liver transplantation is an option for end stage 
disease, where the development of portal 
hypertension, jaundice and hepatocellular failure are 
poor prognostic features. Withdrawal of hormonal 
therapy is rarely indicated in liver disease with the 
exception of Budd-Chiari syndrome, hepatic 
adenomas and regenerative nodular hyperplasia. 
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A 32-year-old Scottish woman presents to outpatients 
after noticing the whites of her eyes changing colour. 
She is 36 weeks pregnant with her first child. She feels 
well in herself has no relevant past medical history other 
than a transient episode of jaundice in her late teens and 
takes no medication. There is no history of recent travel. 
Clinical examination reveals icteric sclerae and 
excoriations on the upper arms. 

Blood tests reveal: 



Bilirubin 


150lumol/l(l- 

22) 


Alanine aminotransferase 
(ALT) 


40u/l(5-35) 


Alkaline phopsphatase (ALP) 


600 u/1 (45-105) 


Albumin 


40 g/1 (37-49) 


Urinalysis 


Bilirubin +++ 


Haemoglobin (Hb) 


ll.Og/dl 


White cell count ( WCC) 


5.0 1071 


Platelets 


350 10 y /l 


Prothrombin time (PT) 


17 s (11.5-15.5) 



What is the most likely diagnosis? 






Pre- eclampsia 



HELLP syndrome (haemolysis, elevated liver 
enzymes and low platelets) 






. 



Cholestasis of pregnancy 

Hepatitis E 

Acute fatty liver of pregnancy 
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Cholestasis of pregnancy 

Cholestasis of pregnancy is by far the most likely 
diagnosis. This condition is caused by a bile acid 
transporter defect and usually manifests in the last 
trimester. It is not associated with significant 
constitutional symptoms for the mother, although the 
risk of stillbirth and post-partum haemorrhage is 
slightly increased. Milder episodes may have 
occurred earlier in life associated with hormonal 
contraception, and it recurs in subsequent 
pregnancies. Prothrombin time may be prolonged in 
any cholestatic process due to deficiency of vitamin 
K. 

Pre-eclampsia, HELLP syndrome and acute fatty 
liver of pregnancy form a spectrum of disease known 
as toxaemias of pregnancy. All are associated with 
constitutional symptoms and are potentially life 
threatening. Pre-eclampsia is associated with 
abnormal liver function tests (LFTs) in 20% of cases 
but jaundice is unusual in all but severe cases, and 
proteinuria would be expected. The absence of a low 
platelet count excludes HELP and acute fatty liver of 
pregnancy is associated with abnormalities of 
synthetic function, therefore serum albumin would 
be expected to be low. 

Hepatitis E is an enterically spread RNA virus, the 
epidemic form of which has a high (10-20%) 
mortality in pregnant women in developing 
countries. 
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A 22-year-old dancer attends the emergency department 
as she has been unable to dance because of losing her 
balance. She has otherwise been well and denies drug or 
alcohol misuse. She has no family history other than an 
aunt who died young with cirrhosis of the liver. 
Examination reveals her to be jaundiced with a slight 
voluntary tremor of the arms and legs; no other 
abnormalities were noted. 

Blood screening on admission revealed the following 
results: 



White cell count (WCC) 


6.5 10 9 /1 


Haemoglobin (Hb) 


8.0 g/dl 


Platelets 


300 1071 


Reticulocytes 


5% 


Bilirubin 


100lumol/l(l- 

22) 


Aspartate transaminase (AST) 


1600 u/1 (1-31) 


Alanine aminotransferase 
(ALT) 


900 u/1 (5-35) 


Albumin 


29 g/1 (37-49) 


Prothrombin time (PT) 


50 s (11.5-15.5) 


Serum copper 


10 Wd/1 (0-1.6) 



• 
• 



Which of the following should be the next 
investigation? 

Blood film 

Liver biopsy 

Slit lamp examination 

Computed tomography (CT) of the head 

Genetic testing 
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Slit lamp examination 

The haemolysis and high serum free copper in a 
young person point towards a picture of fulminant 
Wilson's disease. In this situation there is massive 
hepatic necrosis releasing the abnormally 
sequestered copper from the hepatocytes into the 
circulation leading to haemolysis. Rapid and fatal 
liver failure can follow and an urgent diagnosis is 
required. In this situation the presence of KF rings 
(copper deposition in Descemet's membrane) is the 
most rapid diagnostic sign although rarely it may be 
absent. Liver biopsy for dry copper content is a 
lengthy procedure more suited for the chronic form 
of the disease. 

Wilson's disease is an autosomal recessive condition 
with a prevalence of approximately 1 in 30 000 and 
an estimated carrier frequency of 1 in 90. Genetic 
testing is unhelpful in most cases unless there is a 
strong family history, as there are 200 mutations in 
the gene known. Ataxia and tremor are common 
neurological manifestations of Wilson's disease and 
the diagnosis should be suspected in any young adult 
with neuropsychiatric symptoms and a family history 
of liver disease. 
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A 40 -year-old business executive presents with weight 
loss of 4 kg over three months, and diarrhoea with bulky 
pale stools. He has previously been well other than 
occasional bouts of indigestion which have forced him to 
stay in bed for a couple of days at a time. He takes no 
medication; he smokes the occasional cigar and drinks 3- 
4 double whiskies per day as well as the occasional 
bottle of champagne. 
His initial investigations are outlined below. 



Urea and electrolytes 


Normal 


Haemoglobin (Hb) 


10.0 g/dl (13.0-18.0) 


White cell count ( WCC) 


6.0 10 9 /1 (4.0-1 1.0) 


Platelets 


300 1071(150-400) 


Mean corpuscular volume 
(MCV) 


110 fl (80-96) 


Albumin 


40g/l (37-49) 


Alanine aminotransferase 
(ALT) 


40U/l(5-35) 


Z -glutamyl transferase 
(GGT) 


200 u/1 (<50) 


Bl2 


120 ng/1 (160-760) 


Prothrombin time (PT) 


14 s (11.5-15.5) 


Serum folate 


1.5 lug/1 (2.0-1 1.0) 


Faecal elastase 


100 lug/g faeces 
(normal>200) 



What is the definitive investigation with respect to the 

likely underlying diagnosis? 

{* 

Liver biopsy 

Endoscopic retrograde cholangiopancreatography 
(ERCP)/(MRCP) Magnetic Resonance 
cholangiopancreatography 






Colonoscopy 
Stool microscopy 
Abdominal ultrasound 
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Endoscopic retrograde cholangiopancreatography 
(ERCP)/(MRCP) Magnetic Resonance 

cholangiopancreatography 

Chronic pancreatitis has an incidence of 8.2 new 
cases/100 000/year with a prevalence of 26.4 cases/100 
000 population in the UK; 10-40% of cases are 
idiopathic. Alcohol (60-90%) and cystic fibrosis 
transmembrane conductance regulator (CFTR) 
mutations are the most frequent causes in adults and 
children respectively. Hypertriglyceridaemia, 

autoimmune pancreatitis (e.g. associated with 
primary sclerosing cholangitis) and surgery are also 
related causes. Hereditary pancreatitis (autosomal 
dominant) and pancreas divisum (congenital 
pancreatic abnormality of fusion), 

hyperparathyroidism, and uraemia are rare causes. 
Gallstones (more commonly associated with 
recurrent acute pancreatitis) may be a contributing 
cause in -20-25% of cases. 

Faecal elastase is a sensitive marker of pancreatic 
insufficiency and, given the history of excessive 
alcohol intake and episodic abdominal pain, a 
diagnosis of chronic pancreatitis is likely. Imaging of 
the pancreatic duct and biliary tree would however 
be required to exclude a mass lesion particularly in 
light of the significant weight loss. 
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A 3 5 -year-old man is admitted to hospital after 
collapsing at home. He gives a three-month history of 
watery diarrhoea with occasional nocturnal incontinence 
for which he is being investigated in the outpatient 
department. He has no history of foreign travel, and 
other family members are well. He takes no regular 
medication and is a non-smoker. On examination he is 
thin and clinically dehydrated. 
Some baseline investigations are outlin ed below. 



Urea 


20.0 mmol/1 


Creatinine 


100 umol/1 


Sodium 


140 mmol/1 


Potassium 


2.0 mmo/1 


Blood glucose 


5.0 mmol/1 


HC0 3 


1 5 mmol/1 



Arterial blood gases (on air): 



Pa(0 2 ) 


12.6 kPa 


Pa(C0 2 ) 


3.5 kPa 


PH 


7.31 


Computed tomography (CT) 
of the abdomen 


Normal 


Upper gastrointestinal 
endoscopy and duodenal 
biopsy 


Normal 


Gastric pH 


6.5 


Barium follow-through 


Normal 


Plasma chromogranin A 


60u/l 
(normal<20) 


Urinary 5-hydroxyindoleacetic 
acid (5-HIAA) 


60 umol/24 h 
(normal <70) 



What is the likely diagnosis? 

Addison's disease 



♦ 






Vasoactive intestinal peptide (VlP)oma 

Gastrinoma 

Carcinoid tumour 

Insulinoma 
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Vasoactive intestinal peptide (VlP)oma 

Gut neuroendocrine tumours are a rare but 
important cause of diarrhoea. Serum chromogranin 
A is elevated in the majority of neuroendocrine 
tumours with the exception of insulinomas. 
Hypokalemia, watery diarrhoea and achlorhydria 
are hallmarks of vasoactive intestinal peptide 
(VIP)omas which often present with dehydration and 
a metabolic acidosis. A normal urinary 5- 
hydroxyindoleacetic acid (5-HIAA) would be unusual 
with carcinoid tumours. In the absence of 
medication, a high gastric pH suggests achlorhydria 
and excludes a diagnosis of Zollinger-Ellison 
syndrome. Addison's disease would lead to 
hyponatraemia with hyperkalemia. 



,j 
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A 22-year-old woman is admitted to hospital with severe 
abdominal pain, nausea and vomiting. She undergoes 
emergency laparotomy which is normal. On further 
questioning she reveals a family history of an aunt who 
has a light-sensitive rash and a diagnosis of porphyria. 
On examination she is hypertensive with generalised 
rebound tenderness. She responds to analgesia and a 
porphyrin screen is sent. 

Tests reveal: 



Sodium 


125 mmol/1 


Potassium 


4.0 mmo/1 


Blood glucose 


5.0 mmol/1 


Full blood count 


Normal 


Computed tomography 
(CT) of the abdomen 


Normal 


Urinary 
porphobilinogen 


300 umol//dl (0-18) 


Faecal porphyrins 


Increased 

(coproporphyrins and 
protoporphyrins) 


Plasma porphyrins 


Markedly increased 



♦ 



What is the most likely diagnosis? 

Acute intermittent porphyria 
Variegate porphyria 
Hereditary coproporphyria 
Porphyria cutenea tarda 



• 



Lead poisoning 
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Variegate porphyria 

Attacks of acute porphyria often are mistaken for 
surgical abdomens. Family histories may be 
misleading as porpyria may be misdiagnosed or may 
not be manifest in other family members. 
Urinary porphyrins are raised in all three acute 
porphyrias (acute intermittent porphyria, hereditary 
coproporpyria and variegate porphyria), and they 
are impossible to distinguish clinically. 
Variegate porphyria is an autosomal dominant 
disease cased by a mutation of protoporphyrinogen 
oxide, and is characterised by raised faecal 
porphyrins (also raised in hereditary 
coproporphyria), and markedly elevated plasma 
porphrins that fluoresce at a particular wavelength 
Plasma porphyrins are normal or near normal in the 
other acute porphyrias. Photo-sensitive cutaneous 
lesions are identical to those seen in porphyria 
cutanea tarda and may be present in the absence of 
neurological symptoms. 

Lead poisoning does cause increases in urinary 
porphyrins, but these are coproporphyrins and 
porphobilinogens are often normal. 
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A 3 5 -year-old Israeli student was admitted to hospital on 
a number of occasions with abdominal and joint pain and 
fever. Previous medical history included 
appendicectomy and cholecystitis. Pain was often 
associated with constipation that became diarrhoea when 
the pain resolved. Clinical examination revealed a 
pyrexia of 38.5 °C with generalised rebound tenderness in 
the abdomen and diminished bowel sounds. Bilateral 
swollen knees were noted and clear fluid was aspirated 
from each joint. Computed tomography (CT) 
examination was unremarkable. 

Tests revealed: 



Bilirubin 


10lumol/l(l- 

22) 


Aspartate transaminase (AST) 


16u/l(l-31) 


Alanine aminotransferase (ALT) 


21u/l(5-35) 


Albumin 


40 g/1 (37-49) 


C-reactive protein (CRP) 


72mg/l 


Erythrocyte sedimentation rate 
(ESR) 


50mm/h 


Haemoglobin (Hb) 


13.5 g//dl 


White cell count ( WCC) 


10 10 9 /1 


Platelets 


300 1071 


CEA 


Normal 


a-fetoprotein (AFP) 


Normal 



Synovial fluid: 



No organisms 



Urinalysis protein 



f+ 



Urinary porphyrins | Normal 
What is the most likely diagnosis? 



♦ 






Familial Mediterranean fever 
Tuberculous peritonitis 
Spontaneous bacterial peritonitis 
Hepatocellular carcinoma 
Acute intermittent porphyria 
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Familial Mediterranean fever 

Familial Mediterenean fever is an autosomal 
recessive disorder characterised by sporadic 
paroxysmal attacks of fever and serosal 
inflammation. Patients are recurrently admitted to 
hospital and undergo extensive investigation and 
often abdominal surgery, but no specific pathology is 
found. Constipation accompanying the fever is 
common and diarrhoea may follow its resolution 
Synovitis has been reported in up to 75% of 
patients. Erythrocyte sedimentation rate and C- 
reactive protein are elevated, and serosal (peritoneal 
or pleural) or synovial fluid may show large numbers 
of neoutrophils with no organisms. Amyloidosis 
manifesting as proteinuria can occur particularly in 
Sephardic (Middle Eastern and North African) Jews. 
A specific genetic test is now available to aid 
diagnosis and the treatment of choice is colchicine. 
Tuberculous and spontaneous bacterial peritonitis 
without ascites is extremely rare. Hepatocellular 
carcinoma too small to be detected on computed 
tomography would be extremely unlikely to cause 
such severe constitutional symptoms and would be 
unlikely in a person of this age without cirrhosis. 
Normal urinary porphyrins effectively rule out acute 
intermittent porphyria. 
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A 45-year-old man presents with a 6-month history of 
progressive intermittent dysphagia to both solids and 
liquids, and a persistent productive cough. He is a long- 
term smoker but other wise is fit and well -he reports no 
significant weight loss. 

Clinical examination is unremarkable and an upper 
gatrointestinal endoscopy report from another hospital is 
normal. 

He undergoes oesophageal manometry the results of 
which are outlined below: 



Lower oesophageal sphincter 
resting pressure 


60mmHg 

(17-36) 


Residual lower oesophageal 
sphincter relaxing pressure 


12mmHg 

(<8) 


Peristalsis: 




Proximal amplitude 


80 mmHg (33-91) 




Proximal duration 


3 s (2.0-3.6) 




Distal amplitude 


mmHg (64-154) 




Distal duration 


Absent (2.9-5.1) 





What is the most likely diagnosis? 






♦ 



Scleroderma 
Nutcracker oesophagus 
Diffuse oesophageal spasm 
Carcinoma of the oesophagus 
Achalasia 



: 
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Achalasia 

Achalasia describes a failure of relaxation of the 
lower oesophageal sphincter and affects an estimated 
10 in 10 000 people. Endoscopy is often normal but 
can show lower oesophageal dilatation and failure of 
the lower oesophageal sphincter (LOS) to relax. The 
hallmark feature of manometry is absence of 
peristalsis in the distal oesophagus, accompanied by 
failure of the LOS to relax during swallowing (Le. a 
high residual relaxing pressure). These features may 
be accompanied by a high resting LOS pressure but 
this is not necessary for a diagnosis. Achalasia often 
causes intermittent symptoms with residual food and 
liquid in the distal oesophagus causing halitosis and 
recurrent chest sepsis due to nocturnal aspiration 
Scleroderma can also lead to reduced or occasionally 
absent distal peristalsis, but this is accompanied by 
low resting LOS pressures. 



,,j 
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A 3 5 -year-old man is being investigated for recurrent 
gastric and duodenal ulceration diagnosed at endoscopy. 
He has suffered from bouts of abdominal pain and 
intermittent diarrhoea although his weight is stable. 
Some of his investigations arc outlined b elow. 



Basal acid secretion 



Fasting gastrin 



20mEq/h(l-5) 



200 pg/ml (<100) 



Secretin test: 



Basal gastrin 


200pg/ml 


Post- secretin 


500pg/ml 



Which of the following are responsible for the 
elevated gastrin levels? 






Omeprazole therapy 

Pernicious anaemia 

Gastrinoma 

H. pylori infection 

Carcinoma of the stomach 
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Gastrinoma 

All of the above conditions are associated with 
hypergastrinaemia. Proton pump inhibitor (PPI) 
therapy, and loss of normal gastric mucosa (e.g 
pernicious anaemia and gastric carcinoma are 
associated with hypergastrinaemia and low acid 
secretion). H. pylori infection has been associated 
with high basal acid secretion and 
hypergastrinaemia. G-cell hyperplasia is an increase 
in the number of gastrin-producing cells in a normal 
gastric mucosa and is associated with H. pylori and is 
thought to account for the raised gastrin levels seen 
in H. pylori infection 

Zollinger-EUison syndrome can confidently be 
diagnosed in patients with gastrin levels >1000 pg/ml 
and basal acid output >15 mEq/1 
The secretin test can be used to differentiate low- 
output gastrinomas from other causes of 
hypergastrinaemia - it will only be positive (rise in 
gastrin of >200 pg/ml 10 min after secretin injection) 
in the presence of a gastrinoma. 



•A 
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A 66-year-old man is under investigation for recurrent 
fevers, and arthralgia. He has had episodes of fevers over 
the last 4 years associated with seronegative non- 
destructive arthropathies. Episodes have been 
characterised by elevated C-reactive protein (CRP) and 
have responded to antibiotics. Blood cultures have been 
persistently negative. On this admission the patient 
complains of persistent diarrhoea and weight loss over 
the last 6 months as well as myalgia. His wife has 
noticed that he has become more forgetful of late. On 
examination he is pale and thin and auscultation reveals 
a systolic murmur in the aortic area. Central nervous 
system (CNS) examination shows signs of mild ataxia. 
Some investigation results arc outlined below. 



Bilirubin 


10lumol/l(l- 

22) 


Aspartate transaminase (AST) 


16u/l (1-31) 


Alanine aminotransferase (ALT) 


21 u/1 (5-35) 


Albumin 


29 g/1 (37-49) 


CRP 


82 


Erythrocte sedimentation rate 
(ESR) 


76 mm/h 


Haemoglobin (Hb) 


11.5 g//dl 


White cell count (WCC) 


io io7i 


Platelets 


300 1071 



Synovial fluid: 



No crystals 



No organisms 



Endoscopy: 

Lipid deposition in the lamina propria with foamy 
macrophages noted containing PAS -staining sickle- like 
inclusion bodies 
What is the most likely diagnosis? 






♦ 



Histoplasmosis 

Whipple's disease 

Mycobacterium avium-intercellelare 

H. pylori infection 

Sickle cell crisis 
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Whipple's disease 

Whipple's disease is a rare but potentially fatal 
condition caused by an abnormal host immune 
response to the intracellular organism Tropheryma 
whippeli. Symptoms include seronegative 

arthropathy (>70%) weight loss (>90%) and 
diarrhoea (>70%). Cardiac complications including 
pericarditis and valvular heart disease occur in up to 
30% of patients, and central nervous system (CNS) 
manifestations (including ocular disturbances higher 
function abnormalities and cerebellar symptoms) 
occur in 15%. 

Biochemical abnormalities include a systemic 
inflammatory response and anaemia and 
hypoalbuminaemia secondary to malabsorption. 
The histological hallmark of the disease is lipid 
deposition in the lamina propria of intestinal villi and 
the presence of lipid-containing macrophages with 
sickle-like inclusion bodies that stain with diastase- 
resistant Periodic acid Schiff reagent (PAS). 
Polymerase chain reaction (PCR)-based detection 
from affected tissues and body fluids is now possible. 
Treatment is with protracted courses of antibiotics. 
Macrophage infiltration of the small bowel is 
associated with both histoplasmosis and 
mycobacterium avium-intercellelare -the former 
containing large encapsulated organisms and the 
latter containing acid fast bacilli. 
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A 34-year-old man undergoes colonoscopy for weight 
loss and episodic diarrhoea. He has no past medical 
history but is unable to give a family history as he was 
adopted at birth. Examination reveals multiple lesions 
within the oral cavity which have previously been 
diagnosed as oral papillomas by a dermatologist, and a 
diffuse swelling in the anterior neck. 
At colonoscopy it is noted that he has multiple small 
polyps scattered throughout the colon and several of 
these are removed for routine histological analysis. 
Some of his results are outlined below. 



Bilirubin 


10 umol/1 (1- 

22) 


AST 


16 u/1 (1-31) 


ALT 


21u/l(5-35) 


Albumin 


40 g/1 (37-49) 


Haemoglobin (Hb) 


11.5g//dl 


White cell count (WCC) 


10 x 1071 


Platelets 


300 x 1071 


Thyroid- stimulating hormone 
(TSH) 


0.2 mu/1 


Free thyroxine 


30 pmol/1 



Histology of colonic polyp: 

Hamartomatous polyp with dilated mucus -filled glands 
and plasma and lymphocytic infiltration of the lamina 
propria. 

What is the most likely diagnosis in this case? 

Familial adenomatous polyposis 

Multiple endocrine neoplasia syndrome type 2 B 
(MEN2B) 

Cowden's syndrome 



Familial juvenile polyposis 
Peutz-Jeghers syndrome 
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Cowden's syndrome 

The finding of multiple hamartomatous polyps in the 
gastrointestinal (GI) tract suggests the presence of 
one of the hamartomatous polyposis syndromes. 
These include familial juvenile polyposis, Cowden's 
syndrome, Peutz-Jeghers syndrome, 

neurofibromatosis type one, and Multiple endocrine 
neoplasia syndrome type 2, all of which can give rise 
to hamartomatous polyps in the GI tract. These 
syndromes are distinct from the more common 
adenomatous syndromes such as HNPCC (hereditary 
non-polyposis colon cancer) and familial 
adenomatous polyposis. 

Cowden's syndrome is an inherited condition 
resulting from a defect in the PTEN tumour 
suppressor gene. Hamartomatous polyps of the GI 
tract are often the first manifestation along with 
characteristic muco-cuteneous lesions such as oral 
mucosal papillomas, palmoplanar keratoses and 
trichilemmomas (benign tumours of hair follicles). 
The syndrome is important to diagnose early because 
of the high risk of malignancy, particularly of the 
breast and thyroid. Thyroid dysfunction is common 
even in the absence of cancer. 

Familial juvenile polyposis also results in multiple 
polyps in the colon identical to those found in 
Cowden's syndrome but the associated oral lesions 
are absent. Peutz-Jeghers syndrome results in polyps 
with a classical histological appearance of smooth 
muscle 'arborisation', and it is unusual to find cases 
in young adults without the characteristic peristomal 
hyperpigmentation 

Intestinal polyps found in MEN2B are readily 
identified histologically as ganglioneromas and are 
usually asymptomatic. MEN2B is associated with 
medullary cell thyroid cancer. 
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A 6 5 -year-old man is seen in clinic after he presents to 
his general practitioner (GP) with a year's history of 
tiredness, and is found to be anaemic. He has no 
previous medical history and takes no medication. He 
reports no weight loss and denies a change in bowel 
habit. He has a varied diet including red meat. There is 
nothing to find on examination. 

Blood tests taken by the primary physician are shown 
below. 



Haemoglobin (Hb) 


11.5 g//dl 


Mean corpuscular volume (MCV) 


70 fl 


White cell count (WCC) 


10xl0 9 /l 


Mean corpuscular haemoglobin 
(MCH) 


20 pg 


Platelets 


300 x 
10 9 /1 


Ferritin 


10 us/1 


B12 


500 ng/1 


Serum folate 


9ug/l 



Which of the following investigations is least likely to 
provide a clear diagnosis? 

Urinalysis 

Upper gastrointestinal (GI) endoscopy 






a 



Barium enema 
Faecal occult blood 
Anti-endomysial antibody 
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Faecal occult blood 

In the developed world, iron deficiency anaemia 
(IDA) has a prevalence of 2-5% among adult men 
and post-menopausal women The British Society of 
Gastroenterology has recently published guidelines 
on the investigation of such patients. These guidelines 
suggest that any level of anaemia with evidence of 
iron deficiency (i.e. microcytosis, hypochromasia or 
low serum ferritin) should be investigated. 
In all men, post-menopausal women and women aged 
over 50 years, mandatory investigations for iron 
deficiency anaemia include examination of the upper 
and lower gastrointestinal (GI) tract to exclude 
malignancy. There is no evidence of the benefit of 
colonoscopy over good contrast studies for the 
detection of GI cancer and therefore either is 
acceptable. 

Coeliac disease is estimated to account for up to 6% 
of total cases of IDA, and this can sometimes occur in 
the presence of normal B i2 and folate levels. It is 
therefore recommended that serological testing 
(either anti-endomysial antibody or tissue 
transglutaminase antibody) is undertaken at 
presentation, with duodenal biopsy used to confirm 
positive results or to make a diagnosis in serologogy- 
negative patients in whom coeliac disease is strongly 
suspected (e.g. those with selective immunoglobulin A 
(IgA) deficiency or with a strong family history) 
Urinary testing for blood is recommended as an 
estimated 1% of patients with IDA will have renal 
tract malignancy caused by haematuria and 
haemosiderin deposition in the tumour. 
Faecal occult blood testing is of no benefit in the 
investigation of established IDA as it is insensitive 
and non-specific, although it may have a role in 
population screening for GI cancer. 
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A 3 5 -year-old woman is referred to you for the 

investigation of anaemia discovered when she attended 

her regular blood donation session. She feels fit and well 

apart from feeling tired occasionally which she attributes 

to the stress of her high-powered job. On specific 

questioning she denies weight loss or dyspepsia and 

there is no change of bowel habit. She is not pregnant 

and has noticed no change in her menses. 

She is slightly concerned as her father died of colorectal 

cancer at the age of 55 years. 

Some initial investigations are outlined below. 



Haemoglobin (Hb) 


10.0 g//dl 


Mean corpuscular volume (MCV) 


75 fl 


White cell count ( WCC) 


10 1071 


Mean corpuscular haemoglobin (MCH) 


22 pg 


Platelets 


300 1071 


Ferritin 


12 Wl 


Bl2 


450 ng/1 


Serum folate 


7ug/l 



Which of the following is an appropriate next step? 

Coeliac serology 






Upper gastrointestinal (GI) endoscopy 
Barium enema 
Colonoscopy 
Blood film 
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Coeliac serology 

In women aged less than 50 years who menstruate 
regularly, menstrual blood loss is a common cause of 
iron deficiency anaemia (IDA), although coeliac 
disease with minimal symptoms is increasingly 
recognised, and as such coeliac serology is 
recommended as an initial step. Only if coeliac 
screening is normal and there are no features of 
concern, is a period of iron replacement then 
recommended. 



,,j 



lb 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 39 

A 25 -year-old postman is admitted to hospital with 
severe central abdominal pain. He admits to several 
previous episodes. He has never visited a doctor before 
and takes no prescription medication. He does not drink 
in the week but often drinks 10-12 double whiskies on a 
Friday and Saturday night. He does not smoke but takes 
occasional ecstasy tablets. 

On examination he is in pain, sweaty and pale with a 
pulse rate of 1 10 beats/min. Abdominal examination 
reveals peri -umbilical tenderness with guarding but no 
rebound, and scanty bowel sounds, 
Some of his blood tests are outlined below. 



Urea 


9.0 mmol/1 


Creatinine 


140 umol/1 


Sodium 


140 
mmol/1 


Potassium 


5.0 mmo/1 


Blood glucose 


8.0 mmol/1 


C-reactive protein (CRP) 


160 mg/1 


Amylase 


500 u/1 


Lactate dehydrogenase 
(LDH) 


800 in/1 


Haemoglobin (Hb) 


14.0 g/dl 


White cell count ( WCC) 


16.0 x 
10 9 /1 


Platelets 


450 x io7l 


Arterial blood gases (on air: 


pa(0 2 ) 


9.0 kPa 


pa(C0 2 ) 


4.5 kPa 


pH 


7.35 



Which of the following is of proven benefit in this 
case? 



• 



(? 



Intravenous (iv) imipenem 

60% oxygen 

iv Gabexate 

iv Octreotide 

Total parenteral nutrition (TPN) 



No.: 39 
60% oxygen 

The history and examination findings are classical 
for acute ethanol-associated pancreatitis. This is 
confirmed biochemically by a raised amylase, 
although serum lipase is a better marker if available. 
The elevated C-reactive protein, lactate 
dehydrogenase and blood glucose along with the 
relative hypoxia are all poor prognostic features 
suggesting a severe attack British Society of 
Gastroenterology (BSG) guidelines on the 
management of acute pancreatitis review the 
evidence for supportive and prophylactic therapy. 
The guidelines suggest that there is no good evidence 
to support the use of antibiotics in this setting as 
studies have been contradictory. The use of anti- 
proteases (such as gabexate), anti-secretory agents 
and anti-inflammatory agents are similarly 
unsupported by current evidence. The BSG 
guidelines do recommend feeding in acute 
pancreatitis, but this should be by the enteral route if 
at all possible. The early instigation of oxygen 
therapy and fluid resuscitation have been shown in 
randomised trials to reduce the chances of prolonged 
organ failure, which in itself is associated with 
increased mortality. 
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A 39-year-old man with a 20 -year history of alcohol 
misuse is being investigated as an outpatient. He 
undergoes endoscopy and is found to have three columns 
of oesophageal varices that occlude the lumen. On 
questioning he denies any previous episodes of malaena 
or haematemesis. He admits to still drinking 7-10 cans of 
lager per day. Physical examination reveals stigmata of 
chronic liver disease and moderate ascites. There is no 
evidence of encephalopathy. 
Some of his initial blood results are outlined below. 



Bilirubin 


45luniol/l(l-22) 


AST 


80u/l(l-31) 


ALT 


35u/l(5-35) 


Albumin 


30 g/1 (37-49) 


Haemoglobin (Hb) 


15.0 gM | 


White cell count (WCC) 


6.5 x 1071 


Platelets 


120 x 1071 


Prothrombin time (PT) 


23 s (11.5-15.5) 



Which of the following is the most appropriate initial 
treatment option with respect to reducing portal 
hypertension? 

Trans-jugular intrahepatic porto- systemic shunt 
(TIPSS) 

Sclerotherapy to varices 

Liver transplantation 

Banding ligation of varices 
*-» 

Propranolol 



•A 



No.: 40 
Propranolol 

The blood results here are consistent with a diagnosis 
of alcoholic cirrhosis The patient's Childs-Pugh (C-P) 
classification is C. Portal hypertension is suggested 
by the low platelet count (due to hypersplenism) and 
varices at endoscopy. Guidelines published by the 
British Society of Gastroenterology in 2000 suggest 
the risk of dying from variceal bleeding increases 
with the severity of liver disease and it has been 
strongly recommended that all patients who have C- 
P grades B or C with significant varices at endoscopy 
be given primary prophylaxis. 

Although banding ligation is the most superior 
treatment for varices, pharmacological treatment 
with propranolol is potentially most effective in 
reducing portal hypertension. The results of trials of 
sclerotherapy as primary prophylaxis have produced 
mixed results and it is therefore not recommended. 
Trans jugular intrahepatic porto-systemic shunt 
(TIPSS) reduces portal hypertension but carries a 
risk of chronic encephalopathy - it is therefore only 
currently recommended for the treatment of 
recurrent variceal bleeding. 

Transplantation is indicated for patients with 
complications of liver disease resulting from alcohol. 
Most world centres would insist on a period of 
abstinence from alcohol prior to transplantation, 
although the length of time is a matter of debate. 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 41 

A 64-year-old woman is admitted to hospital with 
recurrent vomiting. She has been diabetic since the age 
of 14 years. She usually vomits several times in the 
evening and the vomitus often contains undigested 
residues of her morning meal. Apart from her insulin she 
also takes a statin, and angiotens in-converting enzyme 
(ACE) inhibitor. Examination is unremarkable other than 
hypertension. She was given a two week course of 
erythromycin by her general practitioner (GP) for a chest 
infection, which she finished a week ago. During her 
hospitalisation she has an upper gastrointestinal 
endoscopy, oesophageal manometry and a barium 
swallow, all of which are reported as normal. 
Her blood results are outlined below. 



Urea 


9.0 mmol/1 


Creatinine 


140 umol/1 


Sodium 


140 mmol/1 


Potassium 


3.0 mmol/1 


Chloride 


85 mmol/1 


Blood glucose 


8.0 mmol/1 


Haemoglobin A ic (HbAi c ) 


9.4% 



What is the most likely cause of the vomiting? 

Drug toxicity 






♦ 



Renal failure 
Gastroparesis 
Addison's disease 
Bulimia nervosa 
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Gastroparesis 

The history of vomiting temporally removed from 
eating and with the vomitus containing recognisable 
food from hours before is the hallmark of a gastric- 
emptying disorder. The exclusion of gastric outflow 
obstruction (by normal endoscopy and barium 
studies) would lead towards a diagnosis of functional 
delayed gastric emptying, and in the context of long- 
standing diabetes, diabetic gastroparesis is by far the 
most likely diagnosis. 

It is now recognised that some degree of delayed 
gastric emptying occurs in over 50% of diabetics, and 
the incidence seems to be related to the degree of 
glycaemic control. The aetiology is complex and may 
not be due to simple autonomic neuropathy as was 
thought in the past. Diagnosis depends on excluding 
other pathology and the demonstration of a 
significant delay of gastric emptying by scintography. 
Electrogastrography may also be helpful in 
demonstrating an unco-ordinated increase in the 
number of gastric pacemaker contractions (a 
tachygastria). 

While many drugs list nausea and vomiting as side- 
effects, these are usually mild and transitory. 
Erythromycin is known for its gastrointestinal (GI) 
side-effects, but it usually causes an increase in GI 
motility. 

Uraemia is another cause of intractable vomiting but 
occurs only in end-stage renal disease. 
Vomiting is a symptom in about 50 % of people with 
Addison's disease, but the low potassium, normal 
sodium, high glucose and hypertension all make this 
diagnosis unlikely. 

Bulimia nervosa, while probably underdiagnosed in 
older people, is still rare in this age group and the 
vomiting is typically surreptitious and soon after 
eating. 
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A 46 -year-old female GP presents with a 10 -day history 
of jaundice and pruritus. According to the patient there is 
no previous history of use of drugs or excess alcohol. 
Previous health history is unremarkable. Viral screen for 
causes of hepatitis is negative. 
Her initial liver function tests are reported belo w: 



bilirubin 



aspartate aminotransferase (AST) 



- -glutamyltransferase (GT) 



286lumol/l 



456 U/l 



392 U/l 



Which investigation is most likely to confirm the 
likely clinical diagnosis? 

Abdominal computed tomography (CT) 

Abdominal ultrasound 






Liver magnetic resonance imaging (MRI) 



Endoscopic retrograde cholangiopancreatography 
(ERCP) 



♦ 



Liver biopsy 



No.: 42 
Liver biopsy 

This woman in her fifth decade presents with 
jaundice and a hepatocellular picture of liver 
dysfunction. The most likely cause in the absence of a 
positive drug history, no history of excess alcohol 
consumption and no history to suggest infection 
would be autoimmune hepatitis. Generally in these 
cases imaging is unhelpful and liver biopsy is the 
investigation of choice. About 78-90% of sufferers of 
autoimmune hepatitis are women; incidence in 
Western Europe is 0.69/100 000 per year. There are 
associations with HLA B8, B14, DR3 and DR4. 
Corticosteroids and azathioprine to reduce steroid 
load are the mainstays of medical treatment for this 
condition. 
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A 32-year-old nurse presents with iron- deficiency 

anaemia. She prefers mainly white meat and fish, but 

claims that her diet is varied enough. There is frequent 

diarrhoea. On examination her body mass index (BMI) is 

22. 

Some blood results are shown below: 



haemoglobin Hb 


10.4 g/dl 


mean cell volume (MCV) 


80 fl (76-96) 


serum ferritin 


14 ug/1 (15-300) 


serum folate 


1.4 ug/1 (2-11) 


albumin 


34g/l (37^19) 


IgG 


15g/l(6-13) 


IgA 


3.8 g/1 (0.8 3.0) 


IgM 


2.6 g/1 (0.4-2.5) 



Small bowel follow -through is suggestive of subtotal 
villous atrophy. What is the most likely diagnosis? 

Coeliac disease 






Crohn's disease 

Whipple's disease 

Dietary vitamin and mineral deficiency 



Ulcerative colitis 
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Coeliac disease 

Coeliac disease is characterized by diarrhea and 
malabsorption precipitated by sensitivity to gliadin, a 
protein fraction of gluten found in wheat, rye, barley 
and oats. Peaks of incidence occur in the third and 
seventh decades, there is a slight female 
preponderance and incidence is increased in White 
populations. Diagnosis is via small bowel follow 
through, small bowel biopsy and the presence of 
antigliadin or antiendomysial antibodies. Treatment 
is avoidance of gluten containing foods. Whipple's 
disease is more rare and malabsorption occurs in 
conjunction with neurological, cardiac or 
rheumatological sequelae. 
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A 54-year-old woman has chronic autoimmune hepatitis. 
She is managed on prednisolone and azathioprine. You 
review her in clinic and notice that she has worsening of 
her jaundice with a rising bilirubin and increasing 
ascites. You admit her; the nurses call you to see her 
urgently the following morning as she has become 
increasingly drowsy. Her blood pressure is 100/50 
mmHg, with pyrexia of 38.2. 
Which investigation is most likely to confirm the 
suspected diagnosis? 

♦ 



Computed tomography (CT) head 

Electroencephalograpm (EEG) 

Blood cultures 

Lumbar puncture 

Peritoneal tap for microscopy and culture 
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Peritoneal tap for microscopy and culture 

Spontaneous bacterial peritonitis occurs in around 
8% of cirrhotic patients with ascites, infecting 
organisms probably gaining access to the peritoneum 
via haematological spread. Most frequent infecting 
organisms are Escherichia coli, Klebsiella and 
enterococci. Pain and pyrexia may frequently be 
absent. A raised neutrophil count alone in ascitic 
fluid is enough to commence treatment. Mortality is 
high at up to 25% and recurs in 70% of patients 
within one year. Oral quinolones may be used as 
prophylaxis. 
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A 40 -year-old woman presents with a history of chronic 
diarrhoea. She also complains of bony pain. On 
examination she has a number of small blisters on the 
skin that are extremely itchy. Blood testing reveals low 
corrected calcium, raised alkaline phosphatase, and low 
albumin levels. She is anaemic, autoimmune profile is 
positive for antiendomysial antibodies. 
Which of the following represents the best treatment 
option for this patient? 






♦ 



Calcium supplementation 

Calcium and vitamin D supplementation 

Topical corticosteroids 

Avoidance of gluten 

Oral 5 -aminosalicylic acid based therapy 
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Avoidance of gluten 

The positive antiendomysial antibodies, anaemia, 
hypoalbuminaemia, hypocalcaemia and raised 
alkaline phosphatase all point to sub-total villous 
atrophy (coeliac disease) and associated osteomalacia. 
There are dual peaks of incidence in the 3rd and 7th 
decades and the disease is commoner in women. 
Small bowel follow-through may show dilatation with 
fold thickening in severe disease. Duodenal/jejunal 
biopsy demonstrates sub-total villous atrophy. 



No.: 46 

You review a 27-year-old man who has recently moved 
house and is referred by his GP for investigation of 
jaundice. His blood results reveal raised conjugated 
bilirubin with normal haptoglobins. He is liver biopsied. 
Review of the biopsy reveals a number of dark granules 
within the hepatocytes. 
What diagnosis fits best with this clinical picture? 






• 



Dub in- Johns on syndrome 
Crigler-Najjar syndrome type I 
Crigler Najjar type II 
Gilbert's syndrome 
Haemolytic anaemia 
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Dub in- Johns on syndrome 

This is due to mutations in the MRP2 transporter 
gene, responsible for transport of bilirubin and a 
number of other compounds. It is an autosomal 
recessive disorder; the granules are thought to be 
related to melanin deposition. Crigler-Najjar and 
Gilbert's syndrome are associated with unconjugated 
hyperbilirubinaemia. Both Dubin-Johnson and 
Gilbert's syndrome are associated with a good 
prognosis. Crigler-Najjar in contrast is associated 
with a much worse outcome; only those with Crigler- 
Najjar type II can survive into adult life, with 
transplantation the only effective treatment. 
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A 42-year-old Russian immigrant with haemophilia A is 
admitted after a road traffic accident. There is no 
previous history of IV drug abuse. He is transfused with 
four units of blood and given recombinant factor VIII 
concentrate. The ward doctor notices on reviewing his 
routine bloods that his alanine aminotransferase (ALT) is 
raised at 140. He otherwise appears well. 
What diagnosis fits best with this clinical picture? 
(? 

♦ 

♦ 



Hepatitis A 
Hepatitis B 
Hepatitis C 
Hepatitis E 
Transfusion reaction 
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Hepatitis C 

Unfortunately due to inadequate screening of 
donated blood and the pooling of multiple samples, 
significant numbers of haemophilia patients have 
been infected with hepatitis C virus. The picture seen 
here is most typical of hepatitis C infection rather 
than other blood borne viruses such as hepatitis B. 
Around 50% of patients are diagnosed on routine 
liver function test (LFT) testing with an isolated rise 
in alanine transferase (ALT). Diagnosis is made by 
confirming the presence of hepatitis C antibodies 
using ELISA. Liver biopsy is only undertaken when 
treatment is considered. 



No.: 48 

You are asked to review a 29-year-old man who has 
been admitted with bright red haematemesis, which 
occurred after a bout of vomiting. He had been out with 
friends on a stag party and consumed 12 pints of beer. 
Upper gastrointestinal (GI) endoscopy proves 
unremarkable and haemoglobin (Hb) is stable at 12.5 
g/dl the morning after admission, there is no sign of 
circulatory compromise. There have been no previous 
similar episodes. 

Which of the following stems represents the best 
course of action for this patient? 






Refer for coeliac axis angiography 

Refer for surgical opinion 

Send home 

Give one-month course of omeprazole 

Arrange colonoscopy 
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Send home 

The history of bright red vomitus coming on after an 
episode of retching is highly suggestive of Mallory- 
Weiss tear. As this patient has no sign of circulatory 
compromise and stable haemoglobin and his upper 
gastrointestinal (GI) endoscopy revealed no other 
underlying pathology he should be discharged home. 
Factors associated with poor prognosis in upper 
gastrointestinal (GI) haemorrhage include ago 60 
years, shock, inappropriate bradycardia or 
tachycardia >120, chronic liver disease, other chronic 
disease (such as renal failure), bleeding diathesis and 
decreased conscious level. 
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A 28-year-old woman presents to the gastroenterology 
clinic complaining of intermittent diarrhoea and 
constipation. Full blood count and viscosity were 
normal. Flexible sigmoidoscopy was unremarkable. 
What is the next most appropriate management step? 



Full colonoscopy 
Barium enema 
Wheat-free diet 
High soluble fibre diet 
Caffeine supplementation 
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High soluble fibre diet 

The most likely diagnosis here is one of irritable 
bowel syndrome (IBS). Often symptoms of IBS vary 
in female patients according to their time in the 
menstrual cycle. The mainstay of management is 
increasing soluble fibre and fluid intake and avoiding 
caffeine-containing products. Some patients also find 
benefit from a lactose-free diet. Normal bloods and a 
normal flexible sigmoidoscopy and the patient's age, 
make a more sinister diagnosis unlikely. 
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A 62-year-old man is seen in the gastroenterology clinic 
with a 9-month history of abdominal discomfort and 
bloating, associated with loose stools that are difficult to 
flush away and weight loss of 1 stone. He also describes 
a general deterioration in his health over the last few 
years with malaise, arthralgia and depression. Recently, 
he had been more unsteady on his feet and was having 
problems with co-ordination. He had no significant past 
medical history, was on no regular medication and had 
not been abroad recently. He did not smoke or drink 
alcohol. 

On examination he was thin with areas of abnormal 
cutaneous pigmentation and scattered lymphadenopathy. 
There was no jaundice or finger clubbing. 
Cardiorespiratory examination was unremarkable. His 
abdomen was soft, with mild generalised tenderness and 
no masses. On neurological examination he had evidence 
of cereb ellar ataxia . 
Investigation results are below: 



Haemoglobin (Hb) 


11.5 g/dl 


White cell count 


6.0 x 10 9 /1 


Platelets 


470 x 1071 


Mean corpuscular volume (MCV) 


90 fl 


Erythrocyte sedimentation rate 
(ESR) 


40mm/h 


Na + 


136 mmol/1 


r 


3.5 mmol/1 


Urea 


5.2 mmol/1 


Ca I+ 


1.98 
mmol/1 


Creatinine 


120 umol/1 


Bilirubin 


15 umol/1 


Alanine aminotransferase (ALT) 


40 IU/1 


Alkaline phosphatase 


120 IU/1 


Gamma- glutamyl transferase 


50 IU/1 


Glucose (random) 


5 .6 mmol/1 



What is the most likely diagnosis? 

Carcinoid syndrome 
Whipple's disease 






Pancreatic carcinoma with brain metastases 

Coeliac disease 

Haemochromatosis 



No.: 50 
Whipple's disease 

Whipple's disease is a rare multi-system disease 
which typically affects middle-aged men and is 
caused by the bacterium Tropheryma whippeii 
Other clinical features include cardiac involvement 
(pericarditis, endocarditis, conduction defects), 
pulmonary involvement (pleurisy, lung infiltrates) 
and other neurological features including fits, 
myoclonus and cranial nerve lesions. The diagnosis is 
made histologically with periodic acid-Schiff-positive 
(PAS) macrophages found in the small intestinal 
mucosa. Electron microscopy may reveal widened, 
flattened villi with small Gram-positive bacilli seen 
inside the macrophages. The disease is fatal if 
untreated, but there is usually a good response to 
antibiotic therapy (penicillin, tetracycline or 
sulphonamides). Relapse occurs in 30% of patients 
and therefore long-term follow-up is essential The 
main differential diagnosis in this case is coeliac 
disease, but the cerebellar signs, skin pigmentation, 
lymphadenopathy and absence of macrocytosis point 
more towards Whipple's disease. The time course is 
too long for metastatic pancreatic carcinoma. The 
absence of diabetes, pituitary dysfunction or liver 
disease makes haemochromatosis unlikely. 
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A 78-year-old man is referred to the gastroenterology 
clinic for investigation of abdominal pain and weight 
loss which had been going on for several months. He 
described the pain as peri-umbilical, severe and colicky 
in nature and it usually came on 30-60 min after eating. 
He also had intermittent diarrhoea and several episodes 
of altered blood mixed with the stool. There was no 
associated vomiting. His past medical history included 
angina, a myocardial infarction and several transient 
ischaemic attacks. He smoked 10 cigarettes per day and 
did not drink alcohol. 

On examination he was thin and hypertensive with a 
regular pulse. A left carotid bruit was audible. His heart 
sounds were normal and chest was clear. His abdomen 
was soft and non-tender with no masses, and normal 
bowel sounds. Rectal examination was normal. He had a 
mild normocytic anaemia, but other than that, his full 
blood count and serum biochemistry were normal. His 
inflammatory markers were not raised. 

What is the investigation most likely to establish the 
diagnosis? 






Colonoscopy 

Mesenteric angiography 

Small bowel barium follow through 

Computed tomography (CT) of the abdomen 

Oesophagogastroduodenoscopy 
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Mesenteric angiography 

This man gives a classic history of chronic small 
bowel ischaemia, also known as intestinal angina. 
This is an uncommon condition that usually occurs in 
elderly smokers with evidence of vascular disease 
elsewhere. It is due to atheromatous occlusion of the 
coeliac axis and superior and inferior mesenteric 
arteries. It presents with post-prandial colicky 
abdominal pain, diarrhoea, rectal bleeding and 
weight loss. The weight loss can be due to a 
combination of fear of eating (because of the pain) 
and malabsorption An abdominal bruit may be 
audible, but is a non-specific sign Diagnosis can be 
difficult and is usually made by angiography. 
Vascular reconstruction is sometimes possible. If 
undiagnosed, it may progress to acute intestinal 
ischaemia which has a mortality rate of 
approximately 80%. 
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A 21 -year-old female healthcare assistant is under 
investigation for chronic diarrhoea which has been going 
on for one year. She describes it as profuse and watery 
but with no associated blood or mucus. She has also lost 
approximately 1 stone in weight over this period. The 
diarrhoea has not responded to multiple anti-diarrhoeal 
agents. She has had numerous investigations at multiple 
hospitals in the past, including negative stool cultures, a 
normal abdominal ultrasound scan and small bowel 
barium follow through. A recent sigmoidoscopy was 
normal except for some abnormally pigmented mucosa 
around the rectum. On clinical examination she was 
underweight, but there were no other specific findings. 



Investigation results are below: 




Haemoglobin (Hb) 


14.0 g/dl 


White cell count 


7.0 x I0 y /1 


Platelets 


200 x ufn 


Mean corpuscular volume (MCV) 


82 fl 


Na + 


136 mmol/1 


K + 


2.9 mmol/1 


Urea 


4.2 mmol/1 


Creatinine 


90 umol/1 


C-reactive protein (CRP) 


<4mg/l 


Bilirubin 


14 umol/1 


Alkaline phosphatase 


70 IU/1 


Aspartate transaminase (AST) 


32 IU/1 


Gamma- glutamyl transferase 


44 IU/1 



wnat is tne most UKeiy diagnosis 

Laxative abuse 
Irritable bowel syndrome 
Bilirubine salt malabsorption 
Thyrotoxicosis 
Carcinoid syndrome 
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Laxative abuse 

Surreptitious laxative abuse is usually seen in young 
women who have an underlying eating disorder or 
psychiatric illness. It presents with large volumes (>1 
1/day) of watery diarrhoea. This may lead to weight 
loss, dehydration and hypokalemia. These patients 
commonly deny laxative use, which they then 
continue to take during sometimes extensive 
investigations. The diagnosis is often difficult to make 
and may require hospital admission. Chemical 
analysis of the stools can sometimes identify which 
laxatives are being used. If the patient is abusing an 
anthraquinone purgative (eg senna) then pigmented 
mucosa ('melanosis coli') may be seen at 
sigmoidoscopy. In prolonged cases of laxative abuse 
the barium enema may show a dilated colon with loss 
of the normal haustral pattern. Management is 
difficult and usually requires psychiatric input. 
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No.: 53 

A 52-year-old man presented with an attack of acute 
upper abdominal pain associated with vomiting. On 
examination he had epigastric tenderness and guarding. 
Serum amylase was 1300 IU/1. He was treated with 
intravenous antibiotics, fluids and analgesia. His pain 
settled and he made a good recovery and was discharged 
from hospital several days later. Eight weeks later he 
was readmitted with malaise and persistent abdominal 
pain. On examination he had a low-grade pyrexia and 
there was a tender mass palpable in the upper abdomen. 



Investigation results are below: 




Haemoglobin (Hb) 


1 1 .2 g/dl 


White cell count 


14 x 10 9 /1 


Platelets 


390 x I0 y /1 


Mean corpuscular volume (MCV) 


82 fl 


C-reactive protein (CRP) 


200mg/l 


Na + 


137mmol/l 


K + 


4.3 mmol/1 


Urea 


4.8 mmol/1 


Creatinine 


120 umol/1 


Ca 2+ 


2.50 mmol/1 


Bilirubin 


22 umol/1 


Alkaline phosphatase 


160 IU/1 


Gamma- glutamyl transferase 


78 IU/1 


Aspartate transaminase (AST) 


42 IU/1 


Amylase 


1000 IU/1 



What is the most likely diagnosis? 

Pancreatic pseudocyst 

♦ 



• 



Pyogenic liver abscess 

Chronic pancreatitis 

Recurrent attack of acute pancreatitis 

Pancreatic carcinoma 



No.: 53 

Pancreatic pseudocyst 

Pancreatic pseudocysts are an uncommon 
complication of acute pancreatitis and are localised 
collections of pancreatic fluid and debris, usually in 
the lesser sac. They are initially contained within a 
fragile wall of granulation tissue which eventually 
forms a fibrous capsule. They cannot be diagnosed 
until more than 6 weeks after the acute attack, and 
may present with abdominal pain or a mass, fever 
and persistently raised amylase and liver function 
tests. Small pseudocysts usually resolve on their own 
but those that are greater than 6 cm in diameter 
seldom disappear spontaneously and may lead to 
complications such as haemorrhage and infection 
They are usually managed by endoscopic or 
percutanous drainage or surgical intervention. 
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No.: 54 

A 21 -year-old man is referred to the neurology clinic for 
investigation of a persistent tremor in his right hand. It had 
become more pronounced over the last few months and it was 
now causing difficulties with tasks such as writing and 
fastening buttons. He also noticed that recently he was having 
difficulty in articulating his words properly. On closer 
questioning, he admitted to profound fatigue and mild 
abdominal discomfort. There was no significant past medical 
history and he was on no regular medications. He was a non- 
smoker, drank 16 units of alcohol per week and denied illicit 
drug use. There was no relevant family history. 
On examination he had palmar erythema and multiple spider 
naevi on his chest. Cardiorespiratory examination was 
unremarkable. He had mild distension of his abdomen with 
palpable hepatosplenomegaly. On neurological examination he 
had an obvious resting tremor of his right hand with some 
cogwheel rigidity, and was mildly dysarthric with slow 
monotonous speech. There were no other focal neurological 
signs. 

Investigation results are below: 



Haemoglobin (Hb) 


15 g/dl 


White cell count 


9.0 1071 


Platelets 


200 1071 


Mean corpuscular volume (MCV) 


98 fl 


Na + 


142 mmol/1 


K + 


4.2 mmol/1 


Urea 


4.8 mmol/1 


Creatinine 


130 lwnol/1 


Ca l+ 


2.30 mmol/1 


Bilirubin 


26 lumol/1 


Alkaline phosphatase 


280 IU/1 


Gamma-glutamyl transferase 


120 IU/1 


Aspartate transaminase (AST) 


320 IU/1 


Glucose (random) 


7.2 mmol/1 


Albumin 


32g/l 


Prothrombin time 


18 s 


International normalised ratio (INR) 


1.2 



What is the most accessible test to confirm the 
diagnosis? 



♦ 



Slit lamp examination of the eyes 

Serum caeruloplasmin levels 

Magnetic resonance imaging (MRI) brain scan 

Serum ferritin levels 



Abdominal ultrasound scan 



No.: 54 

Slit lamp examination of the eyes 

The combination of Parkinsonism and chronic liver 
disease in a young person is highly suggestive of 
Wilson's disease, also known as hepatolenticular 
degeneration. This is a rare, autosomal recessive 
disorder of copper metabolism There is failure of 
copper excretion in bile, resulting in its accumulation 
in the body and deposition in certain areas, 
particularly the brain, basal ganglia, eyes and liver. 
It usually presents between the ages of 5 and 30 
years. In children it tends to present with hepatic 
disease, whereas in adults neurological symptoms 
predominate. These include parkinsonism, tremor, 
choreoathetosis, dysarthria, fits and dementia. 
Kayser-Fleischer rings on the cornea are the most 
specific sign of Wilson's disease although they may be 
absent in up to 50% of cases. They are due to copper 
deposition in Descemet's membrane and appear as a 
green-brown discolouration at the corneo -scleral 
junction only usually visible on slit lamp 
examination. Serum caeruloplasmin is low in 
Wilson's disease, but is sometimes normal and can 
also be reduced by advanced liver failure from any 
cause, so it is a non-specific test. Urinary copper 
excretion is increased (100-1000 mg/24 h). The 
diagnosis can also be made by liver biopsy. 
Treatment was previously with penicillamine in the 
main, although trientine is thought to be less toxic 
and is supplanting it in many cases. 
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No.: 55 

A 58-year-old man is referred for investigation of 
dysphagia. This had been gradually worsening over the 
last year, but was intermittent in nature and was for both 
solids and liquids. He also described the frequent 
regurgitation of old food several hours after eating. 
Recently he had been experiencing occasional episodes 
of severe retrosternal chest pain. He denied weight loss 
and heartburn. He had no significant past medical history 
and was on no regular medication. He was a non-smoker 
and rarely drank alcohol. A full clinical examination was 
entirely normal, as was his full blood count, urea and 
electrolytes and liver function tests. A chest radiograph 
and barium swallow were also reported as being within 
normal limits. He underwent upper gastrointestinal 
endoscopy which showed some old food in the 
oesophagus but no other abnormality. 

Which of the following investigations should be 
performed next? 






Oesophageal manometry 

Computed tomography (CT) scan of the abdomen 

Endoscopic ultrasound scan 

Double contrast barium meal 

24 h intraluminal oesophageal pH monitoring 



No.: 55 

Oesophageal manometry 

The diagnosis is achalasia. This has an incidence of 1 
per 100 000 per year and is defined as reduced or 
absent peristalsis and failure of the lower 
oesophageal sphincter (LOS) to relax when 
swallowing. It is due to the degeneration of ganglionic 
cells in the nerve plexi of the oesophageal wall. It can 
present at any age with intermittent dysphagia to 
both solids and liquids, regurgitation, severe 
retrosternal chest pain and aspiration pneumonia. A 
chest X-ray may show an air-fluid level behind the 
heart. Barium swallow usually shows dilatation of the 
oesophagus with a tapering lower end, and the loss of 
normal peristalsis. Upper gastrointestinal endoscopy 
should always be performed in suspected achalasia to 
exclude a tumour, which can present similarly. 
However, all these investigations may be normal and 
the definitive diagnostic test is oesophageal 
manometry which will confirm a high oesophageal 
resting tone, weak or absent peristalsis and a non- 
relaxing lower oesophageal sphincter. Treatment 
options include endoscopic pneumatic dilation of the 
LOS (successful in 80% of cases), intra-sphincteric 
botulinum toxin injection or surgical division of the 
LOS (Heller's cardiomyotomy). There is an increased 
risk of carcinoma of the oesophagus in patients with 
achalasia. 
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No.: 56 

A 26-year-old man is referred for investigation of profuse, 
watery diarrhoea that had been going on for the past 6 weeks. 
He had lost one stone in weight over this time, even though his 
appetite remained good. He had not seen any blood or mucus 
in the stool and had no abdominal pain, distension or vomiting. 
Apart from lethargy, he had no other symptoms. He had no 
significant past medical history and took no regular 
medication. He did not smoke and drank 10 units of alcohol 
per week. There was no relevant family history. He had 
recently spent a year in Australia, travelling back through 
South East Asia, but had returned home over 6 months ago. 
His general practitioner had tried him on several anti- 
diarrhoeal agents that had not worked, and multiple stool 
cultures had come back negative. 

On examination he was thin, but not wasted. There was no 
lymphadenopathy, jaundice or clubbing. His abdomen was soft 
and non-tender with no masses, and normal bowel sounds. 
Digital rectal examination was normal. 
Investigation results are below: 



Haemoglobin (Hb) 


lOg/dl 


White cell count 


3.4 10 9 /1 


Platelets 


260 1071 


Mean corpuscular volume 
(MCV) 


102 fl 


Erythrocyte sedimentation 
rate (ESR) 


<10mm/h 


Na + 


137 mm oM 


K + 


4.3 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


100 lumol/1 


C-reactive protein 


8mg/l 


Ca i+ 


1.90 mmol/1 


Bilirubin 


14 lumol/1 


Alkaline phosphatase 


60IU/1 


Gam m a-glutamyl 
transferase 


48IU/1 


Aspartate transaminase 
(AST) 


22 IU 1 


Albumin 


30g/l 


Serum anti-endomysial 
antibodies 


Negative 


Colonoscopy 


No abnormality seen, good 
views to terminal ileum 


Small bowel barium 
follow through 


Normal 


Abdominal ultrasound 
scan 


Normal 



What would be the next most useful investigation to 
establish the cause of the diarrhoea? 



• 






Serum gastrin level 

HIV test 

Hydrogen bream test 

Radio-isotope-labelled white cell scan 

24 h urinary 5-hydroxyindoleacetic acid (5-HIAA) 



No.: 56 
HIV test 

This patient has diarrhoea of small bowel origin, with 
evidence of malabsorption (macrocytic anaemia, low 
calcium and albumin). Inflammatory bowel disease 
and coeliac disease have been excluded by the above 
investigations. The clinical findings are not suggestive 
of Zollinger-Ellison syndrome, bacterial overgrowth 
or carcinoid syndrome. HIV infection should be 
considered in all patients with a history of chronic, 
unexplained diarrhoea, and this patient's travel 
history is relevant in this situation. A HIV test should 
be performed after appropriate consent and 
counselling. Diarrhoea is a common problem in HIV 
infection and has many causes, mainly infective. 
Pathogens include Cryptosporidium parvum, 
Giardia lamblia, Entamoeba histolytica, 

Mycobacterium avium intracellulare , Isospora bella 
and cytomegalovirus (CMV), as well as those that can 
cause diarrhoea in immunocompetent patients. 
Intestinal lymphomas can also cause similar 
symptoms. As this patient has had multiple negative 
stool cultures, the diarrhoea could be due to HIV 
enteropathy which is caused by partial villous 
atrophy. 
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No.: 57 

A 28-year-old woman is admitted to hospital with acute, 
severe abdominal pain and vomiting. She had been for a night 
out with her friends and had consumed approximately 8 units 
of alcohol. Her friends said that she had been acting strangely 
all night and seemed disoriented. The patient was unable to 
give an adequate history, but her friends stated that she had 
been previously fit and well and mat she was not on any 
regular medication, although she had been admitted to hospital 
on one previous occasion. On going through the computer you 
understand that she was admitted overnight with agitation and 
abdominal pain, and was found to be hyponatraemic. They 
were adamant that she had not taken any illicit drugs and were 
unsure about her family history. 

On examination she was unwell, restless and agitated. She was 
disoriented in time, place and person and was expressing some 
paranoid ideas. Her temperature was 37.8°C, pulse 120/min 
and regular, blood pressure 166/92 mmHg, oxygen saturation 
96% on air. Cardiorespiratory examination was normal. She 
had a tense abdomen with generalised tenderness and scanty 
bowel sounds. She did not co-operate well with neurological 
examination but there were no obvious focal signs. Her pupils 
were equal and reactive to light, but fundoscopy was not 
possible due to her agitation. She had no visible rashes. 
Investigation results are below: 



Haemoglobin (Hb) 


13.8 g/dl 


White cell count 


14.0 x 1071 


Platelets 


350 x I0 y /1 


Mean corpuscular volume (MCV) 


96 fl 


Na + 


142mmol/l 


K + 


3.6mmol/l 


Urea 


10.2mmol/l 


Ca 2+ 


2.32 mmol/1 


Creatinine 


100umol/l 


C-reactive protein (CRP) 


42 mg/1 


Bilirubin 


26 umol/1 


Aspartate transaminase (AST) 


62IU/1 


Alkaline phosphatase 


90IU/1 


Gamma-glutamyl transferase 


78IU/1 


Amylase 


420 IU/1 


Electrocardiogram (ECG) 


Sinus tachycardia 


Urinalysis 


Protein + 


Erect chest radiograph 


Normal 


Abdominal radiograph 


Normal 



What is the most likely diagnosis? 

Wilson's disease 



♦ 






Acute pancreatitis 
Ruptured ectopic pregnancy 
Acute intermittent porphyria 
Sepsis from urinary tract infection 
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Acute intermittent porphyria 

The porphyrias are a rare group of inherited 
disorders that are due to various enzyme 
abnormalities in the biosynthetic pathway of haem, 
resulting in overproduction of intermediate 
compounds called porphyrins. They can be classified 
as either acute or chronic. Acute intermittent 
porphyria (AIP) is caused by the toxic accumulation 
of porphobilinogen and d-aminolaevulinic acid, and 
tends to present with acute neurovisceral crises as in 
the above case. It is an autosomal dominant condition 
that usually presents in early adult life and is more 
common in women. Acute abdominal pain and 
vomiting are the commonest presenting features 
(90%), often associated with acute neuropsychiatric 
symptoms, ranging from anxiety and depression to 
fits and frank psychosis. Other features include fever, 
hypertension, polyneuropathies and tachycardia. 
Skin lesions are not seen in AIP. Blood tests may 
show a leucocytosis, raised urea and abnormal liver 
function tests. Acute attacks may be precipitated by 
alcohol and a variety of drugs, including the oral 
contraceptive pill. The diagnosis can be made by a 
relevant family history and raised urinary 
porphobilinogen excretion. Management is largely 
supportive, but may involve a high carbohydrate 
intake and intravenous haem arginate. With respect 
to considering acute pancreatitis as a differential, the 
amylase whilst elevated is not as high as would be 
expected, other measures such as calcium are also in 
the normal range. 
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No.: 58 

A 32-year-old woman presents to the emergency 
department with a sudden onset of severe central 
abdominal pain and profuse vomiting. She had also 
passed several loose stools, but these had not been 
associated with any blood or mucus. She had no other 
symptoms. On examination, she was pyrexial and 
tachycardic with generalised abdominal tenderness. She 
had eaten in a Chinese buffet restaurant 3 h prior to the 
onset of symptoms and remembers that she mainly ate 
from the rice dishes. Apart from a neutrophil 
leucocytosis, her full blood count and serum 
biochemistry were normal. 

What is the most likely causative organism? 

Campylobacter jejuni 



♦ 



♦ 



• 



♦ 



Escherichia coli 0157:H7 
Bacillus cereus 
Staphylococcus aureus 
Listeria monocytogenes 



No.: 58 
Bacillus cereus 

This lady has food poisoning caused by Bacillus 
cereus. This is a Gram-positive bacillus which 
produces an enterotoxin that is classically found in 
reheated fried rice. Ingestion of the preformed toxin 
causes fairly rapid (1-4 h) onset of acute abdominal 
pain with profuse vomiting and sometimes diarrhoea. 
There is usually recovery within 24-48 h. There is no 
specific therapy, and treatment is purely supportive. 
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No.: 59 

A 3 6 -year-old woman with a 15 -year history of severe 
ileo-colonic Crohn's disease is admitted for assessment 
and management of a severe flare-up of her disease. Her 
symptoms are severe lower abdominal pain, diarrhoea, 
weight loss and lethargy. She has also recently 
developed a vesico-colic fistula. She is currently taking 
mycophenolate mofetil (MMF) which had been 
controlling her symptoms for the last few months, but 
was now losing its efficacy. Her treatment history 
consists of multiple courses of steroids which, when 
tapered off resulted in severe disease recurrence. She 
also failed on azathioprine and 6-mercaptopurine and an 
elemental diet. She had an ileal segmental resection with 
end-to-end anastomosis 8 years ago. Her blood tests 
show a normochromic normocytic anaemia, 
leucocytosis, elevated erythrocyte sedimentation rate 
(ESR) and C-reactive protein (CRP) and a low albumin. 

What is the most appropriate next line as steroid 
sparing therapy? 

Oral ciclosporin 

Intravenous infliximab 

Total colectomy with ileo-anal pouch formation 

Alpha-interferon therapy 

Intravenous cyclophosphamide 



♦ 



No.: 59 

Intravenous infliximab 

Infliximab is a biological therapy for Crohn's disease 
and is a monoclonal antibody to the cytokine tumour 
necrosis factor-alpha. It is licensed for use in the 
management of steroid and immunosuppressant- 
resistant Crohn's disease. It is also particularly useful 
in healing fistulae. It has been reported to induce a 
remission in 60-80% of patients. If the patient 
responds to the initial dose, then the usual treatment 
regime is a further four infusions at 8 -weekly 
intervals. Allergic reactions are seen in 5% of cases. 
It is important to exclude tuberculosis prior to 
starting this treatment as it can cause reactivation. 
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No.: 60 

A 26-year-old woman presents with a 3 -day history of 
progressively worsening abdominal distension, severe 
epigastric pain, nausea and vomiting. She was previously 
fit and well with no significant past medical history and 
the only medication she took was the oral contraceptive 
pill. There was no relevant family history. She smoked 
10 cigarettes per day and drank approximately 12 units 
of alcohol per week. 

On examination she was unwell, drowsy and deeply 
jaundiced. She was apyrexial. Her heart sounds were 
normal, her chest was clear to auscultation and she had 
peripheral oedema. Her abdomen was distended with 
shifting dullness and tender hepatomegaly. There were 
no focal neurological signs. 



Investigation results are below: 




Haemoglobin (Hb) 


13.0 g/dl 


White cell count 


13.0 x 1071 


Platelets 


200 x 1071 


Mean corpuscular volume 
(MCV) 


82 fl 


Na + 


132 mmol/1 


K + 


4.8 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


120 umol/1 


Bilirubin 


120 umol/1 


Alkaline phosphatase 


410 IU/1 


Aspartate transaminase (AST) 


900 IU/1 


Gamma- glutamyl transferase 


850 IU/1 


Albumin 


24g/l 


Prothrombin time 


30 s 


Ascitic fluid analysis 


Straw coloured 


Protein content 


35g/l 


Neutrophil count 


80 cells/mm 3 


Gram stain 


No organisms 
seen 


Amylase 


100 IU/1 



Which investigation should be performed next? 

Serum alpha-fetoprotein 

Colour flow Doppler ultrasound of the hepatic 
vasculature 



Liver biopsy 

Anti-mitochondrial antibody 
Serum caeruloplasmin 



No.: 60 

Colour flow Doppler ultrasound of the hepatic 
vasculature 

The diagnosis is Budd-Chiari syndrome. This is 
defined as the obstruction of venous outflow from the 
liver caused by hepatic vein occlusion The most 
common cause is thrombosis, usually in association 
with a hypercoagulable state, in conditions such as 
primary polycythaemia, thombophilias and 
leukaemia. There is also an association with the oral 
contraceptive pill. Other causes include malignancy 
(especially hepatocellular, renal and adrenal), 
radiotherapy, trauma and congenital venous webs. 
The cause is unknown in one-third of cases. It can 
present either acutely or chronically. In the acute 
from, there is abdominal pain, nausea and vomiting, 
ascites, tender hepatomegaly and sometimes 
fulminant hepatic failure. The chronic form presents 
more insidiously, with signs of cirrhosis and portal 
hypertension. Ascitic fluid analysis will show a high 
protein content. Doppler ultrasound will show 
obliteration of the hepatic veins and abnormalities of 
the direction of blood flow in the rest of the hepatic 
vasculature. An enlarged caudate lobe may be seen 
on ultrsound/computed tomography (CT)/magnetic 
resonance imaging (MRI) scan of the liver. Liver 
biopsy usually shows centrilobular congestion with 
fibrosis. Management includes treating the 
underlying cause, portocaval shunts and TIPSS 
(transjugular intrahepatic portosystemic stent 
shunt). Treatment with streptokinase and subsequent 
anticoagulation may be attempted if the thrombus is 
known to be of recent onset. Liver transplantation is 
the only option in the acute presentation, which has a 
very poor prognosis, with two-thirds of patients dead 
within 1 year. 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 61 

A 78-year-old man is referred to the hospital by his 
dentist due to concern about his clinical condition. He 
had initially consulted his dentist with bleeding gums 
and the loss of several teeth. He had a fall several days 
ago which had resulted in a swollen, painful right knee 
and a laceration to the skin that was showing no signs of 
healing. He was a widower and had lived alone since the 
death of his wife one year ago. There was no family 
support nearby as his only son lived in Australia. He had 
a past medical history of hypertension and transient 
ischaemic attacks, for which he was taking aspirin and a 
beta-blocker. He smoked 10 cigarettes per day and 
denied drinking alcohol. 

On examination he was a pale, slightly confused old man 
who was obviously undernourished. He had widespread 
skin ecchymoses and petechial haemorrhages. 
Cardiorespiratory examination was normal. His abdomen 
was soft and non-tender with no masses. There were no 
focal neurological signs. It was also noted that he had 
swollen, spongy and friable gums, halitosis and 
hyperkeratosis of his hair follicles. His right knee was 
swollen, hot and tender. 

Investigation results are below: 



Haemoglobin (Hb) 


9.6 g/dl 


White cell count 


6.0 x I0 y /1 


Platelets 


240 x 1071 


Mean corpuscular volume (MCV) 


98 fl 


Na + 


135 mmol/1 


K + 


3.5 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


98 umol/1 


Ca 2+ 


2.42 mmol/1 


Bilirubin 


14 umol/1 


Alkaline phosphatase 


80 IU/1 


Aspartate transaminase (AST) 


32 IU/1 


Gamma- glutamyl transferase 


40 IU/1 


Albumin 


34g/l 


Prothrombin time 


12 s 


International normalised ratio 


1.1 



What is the most likely diagnosis? 

Acquired haemophilia 

Vitamin C deficiency 

(S 

Coeliac disease 

Vitamin K deficiency 
Acute myeloid leukaemia 






No.: 61 

Vitamin C deficiency 

This patient has the classic features of scurvy. 
Vitamin C (ascorbic acid) is a powerful reducing 
agent in the body that is involved in the 
hydroxylation of proline to hydroxyproline, which is 
necessary for the formation of collagen. It is present 
in most fresh fruit and vegetables but can be reduced 
or eliminated by certain cooking methods, 
particularly boiling. In scurvy, defective collagen 
formation leads to impaired wound healing, capillary 
haemorrhage and abnormal platelet function. There 
is occasionally bleeding into joints or muscles. 
Vitamin C deficiency is usually seen in elderly people 
living on a 'tea and toast' diet, alcoholics and food 
faddists. It is also more common in smokers because 
ascorbate is consumed in removing free radicals from 
smoke. The diagnosis can be made by measurement 
of plasma ascorbate or leucocyte ascorbate content. 
Treatment is with 250 mg ascorbic acid per day to 
replenish stores, and dietary education. Sometimes 
iron and folate supplements are indicated if the 
patient is anaemic. 
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No.: 62 

This barium swallow is from a 56-year-old man who 
presented with intermittent dysphagia. 




What is the diagnosis? 

Benign oesophageal stricture 
Diffuse oesophageal spasm 
Oesophageal carcinoma 






Achalasia 

Barrett's oesophagus 



No.: 62 
Achalasia 

The barium swallow shows the typical appearance of 
achalasia, with a dilated atonic oesophagus tapering 
to a narrowed distal end and tight lower oesophageal 
sphincter. Achalasia has an incidence of 1 per 100 
000 per year and is defined as reduced or absent 
peristalsis and failure of the lower oesophageal 
sphincter (LOS) to relax when swallowing. It is due 
to the degeneration of ganglionic cells in the nerve 
plexi of the oesophageal wall. It can present at any 
age with intermittent dysphagia to both solids and 
liquids, regurgitation, severe retrosternal chest pain 
and aspiration pneumonia. A chest X-ray may show 
an air-fluid level behind the heart. Upper 
gastrointestinal endoscopy should always be 
performed in suspected achalasia to exclude a 
tumour, which can present similarly. However, all 
these investigations may be normal and the definitive 
diagnostic test is oesophageal manometry which will 
confirm a high oesophageal resting tone, weak or 
absent peristalsis and a non-relaxing lower 
oesophageal sphincter. Treatment options include 
endoscopic pneumatic dilation of the LOS (successful 
in 80% cases), intra-sphincteric botulinum toxin 
injection, or surgical division of the LOS (Heller's 
cardiomyotomy). There is an increased risk of 
carcinoma of the oesophagus in patients with 
achalasia. 
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A 46-year-old man is admitted to hospital following a first 
episode of syncope. It was witnessed by his wife, who said he 
suddenly went very pale and collapsed to the floor with loss of 
consciousness for a few seconds, and was immediately 
oriented on coming round. The patient described progressively 
worsening exertional dyspnoea and fatigue over the last few 
months. He had some pains in the small joints of his hands for 
the last few years but more recently these had become more 
severe and had spread to involve other joints. He also 
reluctantly admitted to difficulties maintaining an erection 
recently, but put mis down to being stressed at work. He was a 
solicitor, had never smoked, and drank approximately 16 units 
of alcohol per week. He had no significant past medical 
history or family history and took no medications. 
On examination, he was dyspnoeic on minimal exertion. His 
pulse was irregularly irregular and his blood pressure was 
110/60 mmHg. He had a raised jugular venous pressure, 
displaced apex beat, gallop rhythm and peripheral oedema. 
There were bilateral chest crepitations to the mid-zones. His 
abdomen was soft and not distended, with smooth, n on -tender 
hepatomegaly but no palpable spleen. Neurological 
examination was normal. It was also noted that he had an 
absence of body hair, testicular atrophy and greyish skin 
pigmentation in his axillae and groins. 
Investigation results are below: 



Haemoglobin (Hb) 


14g/dl 


White cell count 


8.0 x 10 9 /1 


Platelets 


250 x I07l 


Mean corpuscular volume 
(MCV) 


82 fl 


Na + 


136 mmol/1 


K + 


3.8 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


120nmol/l 


Ca^ 


2.20 mmol/1 


Bilirubin 


14 fimol/1 


Alkaline phosphatase 


90IU/1 


Aspartate transaminase (AST) 


32IU/1 


Gamma-glutamyl transferase 


48 KM 


Albumin 


38 gA 


Cholesterol 


5.2 mmol/1 


Glucose (random) 


15.2 mmol/1 


Electrocardiogram (ECG) 


Atrial fibrillation, widespread T 
wave inversion 


Chest radiograph 


Cardiomegaly, pulmonary oedema 


Urinalysis 


Glucose+++ 


Echocardiogram 


Globally dilated and hypokinetic 
heart, no valve lesions 



Which further investigation would be the most useful in 
confirming the diagnosis? 

Liver biopsy 

♦ 

Coronary angiography 

Magnetic resonance imaging (MRI) of the pituitary fossa 

Thyroid function tests 

24 h ECG recording 
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Liver biopsy 

The combination of pituitary dysfunction, arthralgia, 
diabetes mellitus, hepatomegaly (and cirrhosis) with 
normal liver function tests and cardiomyopathy 
points strongly towards a diagnosis of hereditary 
haemochromatosis (also known as 'bronze diabetes'). 
This is an autosomal recessive disorder that is 
relatively common in Caucasians with approximately 
1 in 300 people affected (homozygotes) and 10% of 
people carriers (heterozygotes). It usually presents in 
men over the age of 40 years, and is much less 
common in women, presumably due to menstrual 
blood loss. It is due to excessive iron absorption from 
the small intestine and its subsequent deposition in 
cells of the liver, heart, pancreas and pituitary gland 
resulting in tissue damage and organ failure. The 
clinical features are as above. The abnormal skin 
pigmentation is due to melanin deposition, and the 
arthritis due to accumulation of calcium 
pyrophosphate in joints. If cirrhosis develops, there is 
an increased risk of hepatocellular carcinoma. The 
disease has an excellent prognosis if recognised and 
treated before complications develop. Diagnosis can 
be made by an elevated serum iron concentration, 
reduced total iron-binding capacity (TIBC) and 
increased transferrin saturation, but liver biopsy is 
more accurate. Gene testing for haemochromatosis 
mutations is now also available. Liver biopsy is useful 
to demonstrate the extent of tissue damage and allow 
measurement of the hepatic iron concentration. 
Treatment with regular venesection or chelation 
therapy with desferoxamine can result in a normal 
life expectancy. 
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This chest radiograph is from a 3 6 -year-old man who 
presented with severe abdominal pain and shock. 









What is the most likely diagnosis? 

Ulcerative colitis 
Acute pancreatitis 
Acute cholecystitis 
Ischaemic bowel 
Diverticulitis 



•A 
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Ulcerative colitis 

The chest radiograph shows free air under the 
diaphragm, which is due to perforation of an 
abdominal viscus. The most likely cause in this 
patient would be perforated bowel secondary to 
ulcerative colitis. Intestinal ischaeiria and 
diverticulitis are uncommon in younger people. 
Severe cholecystitis can sometimes result in 
gallbladder perforation, but this is rare. Acute 
pancreatitis alone should not cause free air under the 
diaphragm. 



,,j 
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As the medical registrar, you are asked for an opinion by 
the surgical house officer on a 72-year-old woman who 
is 24 hours post abdominal aneurysm repair. All the 
other members of the surgical team are occupied in 
theatre at the present time. The patient is complaining of 
severe constant abdominal pain, mainly localised to the 
right iliac fossa, but on examination no abdominal signs 
are elicited. Apart from hypertension, she has no other 
significant past medical history. The patient is 
tachycardic and has a blood pressure of 95/61 mmHg. 
Urgent bloods, including ABG, are requested as well as 
an AXR. Fluid replacement is commenced. The AXR is 
reported by the duty registrar as showing a gasless 
abdomen. 
The relevant blood results are outlined below: 



Hb 


18.0 g/dl 


WCC 


14g/dl 


Platelets 


420xl0 9 /l 


Amylase 


270 U/l 


pH 


7.31 


A(C0 2 ) 


3.5 kPa 


?a(0 2 ) 


14.0 kPa 


Standard 
bicarbonate 


12mmol/l (normal 
range 22-28 mmol/1) 



The patient undergoes a single contrast barium 

assessment the next day. The provisional report suggests 

that there is thumbprinting of the bowel walls. 

On the basis of these results, what is the most likely 

diagnosis? 






Acute pancreatitis 
Acute ischaemic colitis 
Ulcerative colitis 
Crohn's disease 
Acute bowel obstruction 
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Acute ischaemic colitis 

Ischaemic colitis is a disease that results from an 
insufficient blood supply to a segment of or the entire 
colon It tends to be a problem encountered in old age 
due to atheroma in the mesenteric vessels — it is 
rarely seen in patients below the age of 60 — but 
other causes include embolic disease (such as atrial 
fibrillation), blunt abdominal trauma, disseminated 
intravascular coagulation, aortic aneurysm and 
shock, both hypovolemic and endotoxic. Typically, 
with sudden thromboembolism, patients experience 
the sudden onset of abdominal pain, sometimes 
associated with bloody diarrhoea. If the ischaemia is 
severe enough to cause bowel necrosis and 
perforation, the patient may present with an acute 
abdomen An abdominal X-ray may be normal — a 
gasless abdomen is a non-specific radiological finding 
and can be seen in other inflammatory conditions of 
the colon Barium enema results tend to be abnormal 
in 90% of patients — thumbprinting being indicative 
of mucosal oedema — but CT is the single best test 
after plain radiography since other causes of 
abdominal pain can be excluded and the diagnosis of 
intestinal ischemia can be established. 
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At a routine company medical, it transpires that a 
solderer, who is otherwise fit and well and has no 
significant past medical history, has an alcohol intake of 
4 pints of beer a day and has been doing so for about 2 
years. He is not on any medications and is a non-smoker. 
HisBMIis31. 

The conscientious doctor decides to do some routine 
laboratory tests and some of the results are shown 
below: 



Hb 


12.5 g/dl 


WCC 


7x1071 


Pit 


220 x 10 9 /1 


MCV 


105 11 


Gamma 


GT 40 U/l 


AST 


155 U/l 


ALT 


130 U/l 


ALP 


80 U/l 



Based on these results, what is the most likely 
diagnosis in this patient? 

Hepatic steatosis 






Isocyanate exposure 

Cirrhosis 

Previous hepatitis A infection 

Gilbert's syndrome 
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Hepatic steatosis 

Fatty liver occurs after the ingestion of moderate to 
large amounts of alcohol or in association with 
obesity or other conditions of insulin resistance such 
as Type 2 diabetes. Commonly, no abnormalities are 
noted on clinical examination but hepatomegaly may 
occur with severe fatty infiltration. Although this is a 
reversible condition, it may progress to cirrhosis if 
the level of alcohol intake continues. With chronic 
liver disease (cirrhosis), the patient may have other 
clinical signs in addition to hypersplenism and 
marrow suppression. Chronic liver disease does not 
occur with hepatitis A infection. Gilbert's syndrome 
is an inherited metabolic disorder that causes an 
unconjugated hyperbilirubinaemia. Standard liver 
fuction tests are normal in these patients with the 
exception of the unconjugated hyperbilirubinemia. 
Patients typically suffer from jaundice during 
intercurrent illness. Inheritance is generally 
considered to be autosomal recessive, although there 
have been cases of heterozygosity and compound 
heterozygosity reported in patients with Gilbert 
syndrome, particularly among the Asian population. 
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A 50 -year-old female Chinese patient who has recently 
moved to the UK presents with chronic diarrhoea. Her 
family report that she has worsening memory loss, 
depression and on direct questioning admits to insomnia. 
On examination you find dermatitis, tremor and ataxia. 
She has a normal full blood count, renal function, liver 
function and bone profile in her blood results. You are 
concerned she may have a nutritional deficiency. 
Which vitamin is she most likely to be deficient in? 






Vitamin A 
Vitamin C 
Vitamin Bi 2 
Vitamin Bi 
Nicotinic acid 
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Nicotinic acid 

Deficiency in nicotinic acid (niacin) can cause 
pellagra, which presents with the triad of dermatitis, 
depression and dementia. It can also present with 
additional features of tremor, ataxia, insomnia, fits 
and neuropathy. It most commonly presents in China 
and Africa and can be a side-effect of tuberculosis 
(TB) treatment and carcinoid syndrome. Vitamin A 
deficiency causes xerophthalmia, which is a major 
cause of blindness in the tropics. 
Thiamine (vitamin B x ) deficiency can cause wet 
beriberi (heart failure, peripheral oedema) or dry 
beriberi (neuropathy). Vitamin C can cause scurvy, 
which results in infections, anorexia, bleeding 
diathesis and halitosis. Vitamin B i2 deficiency results 
in megaloblastic anaemia and can lead to neuropathy 
and neuropsychiatric problems. As the patient has a 
normal full blood count it is unlikely that her 
symptoms are related to B 12 deficiency. 
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A 50-year-old man presents with shortness of breath. He 
is a known alcoholic and has a past history of ischaemic 
heart disease. On examination he looks jaundiced but his 
abdomen is soft and non-tender and his chest sounds 
clear with good breath sounds bilaterally. 
His serum blood tests sho w the following results: 



Hb 



Bilirubin 



GGT 



Cholesterol 



7g/dl 



35 umol/1 



400 iu/1 



10 mmol/1 



Which of the following diagnosis do you think he 
has? 

Zieve's syndrome 

Whipple's disease 

iV 

Crigler-Najjar syndrome 






Gilbert's syndrome 

Non-alcoholic steatohepatitis syndrome (NASH) 
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Zieve's syndrome 

Zieve's syndrome occurs in patients with excessive 
alcohol consumption with haemolysis and severe 
hyperlipidaemia, abdominal pain, transient mildly 
raised bilirubin. It usually occurs in males and 
resolves once alcohol consumption is stopped. 
Whipple's disease is a cause of gastrointestinal (GI) 
malabsorption usually in middle-aged men, and is 
caused by the Gram-positive bacteria Tropheryma 
whippelii. Crigler-Najjar syndrome is a rare 
congenital disorder of bilirubin conjugation. It has 
two distinct forms, type 1 and type 2: type 2 patients 
can survive to adulthood without any neurological 
impairment, whereas this impairment is seen in 
neonates in type 1 cases. Gilbert's syndrome is a 
benign cause of isolated hyperbilirubinemia and can 
be affected by illness, surgery or dehydration It is 
inherited in an autosomal recessive pattern. Non- 
alcoholic steatohepatitis (NASH) is the syndrome of 
fatty liver not caused by alcohol related to raised 
cholesterol, obesity and type 2 diabetes. 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 69 

A 3 5 -year-old patient has had ulcerative colitis (UC) 
throughout his bowel for 1 1 years. He has seen on the 
Internet that people with ulcerative colitis have an 
increased risk of cancer and wishes to discuss this with 
his GP. He has not had any weight loss or additional 
bloody diarrhoea. The GP measures his carcino- 
embryonic antigen level (CEA). 
Which of the following is most correct in his case? 

CEA is a useful screening test for bowel cancer in 
his case 

His prognosis from colonic cancer is the same as a 
patient without ulcerative colitis 

His risk of colonic cancer is 30-40 times greater 
than a patient without colitis 

If cancer is present he is likely to notice this by a 
change in symptoms from his ulcerative colitis 
presentation 

On endoscopy, mucosal dysplasia seen on rectal 
biopsy is associated with carcinoma elsewhere in the 
bowel 
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On endoscopy, mucosal dysplasia seen on rectal biopsy 
is associated with carcinoma elsewhere in the bowel 

Endoscopy not CEA is a useful screening test and 
CEA is a useful marker of disease response to 
treatment. CEA may not be elevated in early disease. 
The prognosis for him would be worse than for a 
patient without UC. Patients with colitis are often 
diagnosed late, as their symptoms are the same as 
their colitis symptoms. The risk of colon carcinoma 
after about 20 years of pancolitis is 10-20 times 
greater than the average age matched population. 
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An 80-year-old lady with known dementia is transferred 
from her nursing home with non-bloody diarrhoea. She 
has a 10-day history of diarrhoea. About two weeks ago 
her GP was called to see her for a presumed chest 
infection, for which she was given antibiotics. Nursing 
staff report greenish foul smelling diarrhoea and have 
noticed the patient is off her food and more confused 
than usual. Her GP gave her a course of metronidazole 
one week ago after a presumptive diagnosis of 
Clostridium difficile. You suspect pseudomembranous 
colitis. 

What is the most appropriate way to confirm this 
diagnosis? 

Stool microscopy for Clostridium difficile bacteria 

Stool testing for Clostridium difficile toxin 

Treatment with metronidazole again to see if the 
diarrhoea resolves 

Treatment with intravenous vancomycin to see if the 
diarrhoea resolves 

Sigmoidoscopy and biopsy 
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Stool testing for Clostridium difficile toxin 

In 20% of people the bacteria is seen in their stool, as 
they are carriers. The toxin stays positive in the stool 
six weeks after the infection has been successfully 
treated. Her infection may be metronidazole resistant 
as she has completed a course and still has diarrhoea. 
Vancomycin is most effective given orally rather than 
intravenously. Pseudomembranous colitis can be 
diagnosed on visual findings on sigmoidoscopy with 
or without biopsy, although nowadays this invasive 
investigation has been supplanted by toxin testing. 
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A 5 5 -year-old bank worker presents to her GP after her 
husband noticed that her eyes were mildly yellow. She 
had a hysterectomy over twenty years ago for 
endometriosis and had required a blood transfusion at the 
time. She does not drink alcohol, has no history of 
foreign travel and is otherwise reasonably well, though 
has noticed increasing lethargy over the past six months. 
She has no other past medical history and is not on 
any medications: 



ALT 


50 iu/1 (normal 5-30 iu/1) 


AST 


65 iu/1 (normal 10-40 iu/1) 


Bilirubin 


30 umol/1 (normal < 20 umol/1) 


ALP 


120 u/1 (normal 25-1 15 iu/1) | 



You suspect a diagnosis of hepatitis C. Which of the 
following is true? 

Treatment of hepatitis C if indicated involves oral 
ribavirin and IV interferon alpha 

The severity of liver damage due to the hepatitis is 
reflected in the blood transaminase levels 

Chronic hepatitis C is more likely to be associated 
with renal vasculitis than hepatitis B 

(• 

The gold standard test for hepatitis C is PCR for 

hepatitis C DNA 

Treatment of hepatitis C is based on clinical 
symptoms and serum transaminase levels 
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Chronic hepatitis C is more likely to be associated with 
renal vasculitis than hepatitis B 

Hepatitis C degree of activity is determined by the 
hepatitis C RNA level determined by PCR This is 
usually positive within one to two weeks of exposure. 
Treatment for acute hepatitis is usually only 
supportive. The treatment for chronic hepatitis C 
depends on the genotype; liver histology and RNA 
level as well as the clinical presentation The goal is to 
identify as early as possible the patients who may 
respond to the treatment. This is in the form of oral 
ribavirin and subcutaneous interferon alpha. The 
transaminase levels bears no correlation with disease 
severity and often goes up and down over time. 



m M 
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A 48-year-old man is seen in clinic with a 3 -month 
history of chronic epigastric discomfort. The pain comes 
and goes and radiates to his back and his right shoulder 
tip at times. It is worse after meals but there is no 
relieving factor. He feels nauseous most of the time and 
has foul-smelling stools. He has lost 2 stones in weight. 
He also complains of intermittent light-headedness. He 
drinks a bottle of wine on most nights and smokes 20 
cigarettes /day. On examination, he is thin and looks 
neglected. His abdomen is soft, but tender on deep 
palpation in the epigastric area. He has a 2 cm non- 
tender liver edge. He also has decreased sensation to 
light touch on both feet. 
Bloods: 



sodium 


131 mmol/1 


potassium 


4.2mmol/l 


creatinine 


64 umol/1 


amylase 


35U/1 


alanine aminotransferase 
(ALT) 


104 U/l 


alkaline phosphatase (ALP) 


121 U/l 


bilirubin 


24 umol/1 


calcium 


2.01 mmol/1 


white cell count (WCC) 


12.11071 


haemoglobin (Hb) 


10.2g/dl 


platelets 


462 1071 


abdominal X-ray (AXR 


normal 


oesophago-gastro 
duodenoscopy (OGD) 


mild gastritis 


Campylobacter-like organism 
(CLO) 


test negative 


ultrasound abdomen 


mildly enlarged liver with 
fatty change 


spleen and kidneys 


normal 


pancreas 


partially obscured by 
overlying bowel gas 


72-h stool fat 


22 g in 72 h 



He is referred for a secretin test: 



volume collected 1 1 10 ml 


bicarbonate | 52mEq/l 



What is the most likely diagnosis? 
^% 

Chronic pancreatitis 
#-» 

Bacterial overgrowth of the gut 
^«» 

Coeliac disease 

Vasoactive intestinal polypeptide- secreting tumour 

(VIPoma) 

(i- 

Caecal carcinoma 
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Chronic pancreatitis 

This patient has a history of excess ethanol 
consumption and chronic abdominal pain In early 
disease there may be no X-ray calcification of the 
pancreas and endoscopic retrograde 

cholangiopancreatogram (ERCP) and computed 
tomography (CT) Abdomen can also be normal A 
72-h test for stool fat is insensitive for pancreatic 
exocrine dysfunction because steatorrhoea does not 
occur until lipase output is < 10% of normal. The 
most sensitive test of pancreatic exocrine function, 
the secretin test, involves positioning a tube in the 
duodenum and collecting pancreatic secretions 
stimulated by iv secretin alone or with either 
cholecystokinm. Duodenal contents are collected for 
volume determination, HC0 3 concentration and 
enzyme concentration A collection that is of normal 
volume (> 2 ml/kg) and low in HC0 3 (< 80 mEq/1) 
suggests chronic pancreatitis; low volume (< 2 ml/kg), 
normal HC0 3 (> 80 mEq/1) and normal enzyme levels 
suggest pancreatic duct obstruction, perhaps 
secondary to a tumour and should prompt ERCP. 
Treatment acutely is as for acute pancreatitis but 
chronic pain control is often difficult. Pancreatic 
enzyme replacement is used. These patients also 
usually become diabetic and this has to be monitored. 
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A 44-year-old man presents with a 10 -month history of 
pain in his lower back, hips, ankles and feet. He has tried 
osteopathy, acupuncture and diclofenac, but had no 
relief. He has also been feeling increasingly tired and 
breathless on walking up steep inclines. He had lost 10 
kg in the last 6 months despite eating reasonable meals. 
He had no dysphagia, change in bowel habit or night 
sweats. He smokes 30 cigarettes/day and drinks two 
pints of beer 3 x week. His past history includes 
hypothyroidism for which he takes thyroxine and his 
mother is tablet- control led diabetic. On examination, his 
clothes fit loosely and he looks pale. He has no clubbing 
or lymphadenopathy. He had normal cardiac, chest and 
abdominal examinations. On joint examination there was 
pain when moving each joint but no obvious focus of the 
pain. CXR- normal, faecal occult blood (FOB) positive. 

Bloods: 



sodium 


136 mmol/1 


potassium 


3.8 mmol/1 


urea 


4.6 mmol/1 


creatinine 


71 lumol/1 


calcium (corrected) 


1.82 mmol/1 


albumin 


26g/l 


white cell count (WCC) 


6.5 1071 


haemoglobin (Hb) 


7.1 g/dl 


mean corpuscular volume 
(MCV) 


71.2 fl 


platelets 


512 1071 


INR 


1.5 


parathyroid hormone (PTH) 


15 pmcl/1 (0.9- 
5.4) 



What is the most likely diagnosis? 
(5" 






. 



♦ 



Crohn's disease 
Metastatic caecal carcinoma 
Coeliac disease 
Whipple disease 
Intestinal lymphangiectasis 
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Coeliac disease 

Coeliac disease is common with a prevalence of 1 : 
100 and as much as 1 : 30 in the West of Ireland. 
Only one-third of patients present with chronic 
diarrhoea and steatorrhoea. Malabsorption in this 
case has caused vitamin D deficiency with secondary 
hyperparathyroidism, low albumin, impaired 
clotting, iron deficiency anaemia and weight loss. The 
vitamin D deficiency has led to osteomalacia, causing 
the presenting feature of lower back and leg pain. 
Iron-deficiency anaemia is the most common 
presentation of coeliac disease and the stool positive 
for faecal occult blood in about 50% of cases. Having 
other autoimmune conditions in coeliac patients is 
common, such as hypo/hyperthyroidism and type 1 
diabetes mellitus (7%). 

The diagnosis is usually made after a duodenal 
biopsy reveals villous atrophy with a lymphocytic 
infiltration in a patient with positive IgA antibodies 
for antitransglutaminase. Treatment is a gluten free 
diet. 
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A 46 -year-old man is seen in neurology out-patients after 
being referred with disinhibited behaviour of 2 months 
duration. His family tells you that he passes urine in 
public and the police have brought him home on two 
occasions recently. He has been losing weight for the last 
year and was previously 1 10 kg, now weighing 92 kg. 
He has diarrhoea and his family tell you it smells bad 
and is difficult to flush. The patient complains of pain in 
his right knee, left ankle and lower back. 
On examination, he looks pale and has angular cheilitis. 
He has a distended abdomen with some shifting dullness 
but no palpable organomegaly. His palmomental reflex 
is positive. The right knee and left ankle are both swollen 
with minimal tenderness and a good range of movement. 

Bloods: 



sodium 


134mmol/l 


potassium 


4.1 mmol/1 


urea 


4.8 mmol/1 


creatinine 


45 urn 1/1 


calcium (corrected) 


1.74 mmol/1 


albumin 


27g/l 


white cell count (WCC) 


6.5 1071 


haemoglobin (Hb) 


9.2 g/dl 


mean corpuscular volume (MCV) 


78.2 fl 


platelets 


512 1071 


INR 


1.4 


computed tomography (CT) brain 


normal scan 






► oesophago-gastro duodenoscopy (OGD) is performed 
and duodenal biopsy demonstrates expanded villi 
containing macrophages staining positive with periodic 
acid-Schiff stain. 

What is the most likely diagnosis? 

Hartnups disease 

♦ 



<? 



Coeliac disease 

HIV enteropathy and dementia 

Tropical sprue 

Whipple disease 
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Whipple disease 

Whipple disease is a systemic disease caused by a 
gram-positive bacterium, Tropheryma whippelii. The 
organism is taken up by the macrophages, which 
stain positive for periodic acid-Schiff. This is however 
not pathognomonic for Whipple disease as 
Mycobacterium avium intracellulare, cryptococcosis 
or other parasitic organisms also stain positive. 
Diagnostic electron microscopy reveals 

coccobacillary bodies that represent the T. whippelii 
organism. This is diagnostic because a positive 
polymerase chain reaction (PCR) for T. whippelii will 
be present in the affected tissue. 
The classic presentation, believed to be caused by 
organism infiltration of the body tissue is that of a 
wasting illness characterized by arthralgias, arthritis, 
fever and diarrhoea. The disease can affect the 
central nervous system (CNS) and produce frontal 
signs (such as in our patient), meningoencephalitis or 
dementia. 

Antibiotics are given for 1-2 years. Usually co- 
trimoxazole is given along with folic acid 
supplementation. Preliminary data suggest that the 
PCR test for T. whippelii is the best way of detecting 
remission If the PCR test result becomes negative 
after therapy, this suggests a true clinical remission 
and, possibly, cure. 
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A 31-year-old gentleman who recently emigrated from 
China had some routine blood work by his GP. His 
hepatitis B screen came back showing that HBs antibody 
and hepatitis B IgG core antibody are positive. Anti-HBe 
is positive, but he is e-antigen negative. The GP 
immediately referred the patient up to your clinic and 
before doing this sent some liver function tests. 

Bloods: 



bilirubin 


121umol/l 


al nine aminotransferase (ALT) 


42U/1 


alkaline phosphatase (ALP) 


67U/1 


albumin 


36g/l 



The patient seems to be in good health. 

What is the most appropriate management of this 
patient? 

Elective liver biopsy 



Discharge back to the GP 

Start interferon therapy 

Start combined lamivudine and interferon therapy. 



Offer an HIV test and discharge the patient back to 
theGP if negative 
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Offer an HIV test and discharge the patient back to the 
GP if negative 

A patient who is HBs antibody positive indicates 
previous infection unless he has been vaccinated 
against Hep B. Liver biopsy is only indicated in 
patients who have elevated liver enzymes and are 
HbeAg positive. The phenomenon of loss of HbeAg 
and the seroconversion to anti-Hbe positive status 
indicates a reduction of inflammation accompanied 
by histological change from active to inactive 
hepatitis. E-antigen negativity implies that he no 
longer has active infection. 

Antiviral therapy is indicated for progressive liver 
disease as manifested by histological evidence of 
active inflammation +/- fibrosis. The best results are 
seen in HbeAg positive patients with elevated ALT. 
Treatments include, interferon, peg interferon (long- 
acting pegylated interferon) and antivirals such as 
lamivudine and adefovir. Combination therapy has 
not consistently produced better results and long- 
term therapy (48 months) produces less relapse. 
Guidance suggests in this case it it worth offering an 
HIV test as exposure to hepatitis B may well indicate 
exposure to other blood borne viruses. 
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No.: 76 


A 66-year-old lady is seen in clinic with a 3 -month 
history of watery diarrhoea 5-10 times a day. She is 
otherwise in reasonable health but takes regular non- 
steroidal anti- inflammatory drugs for her osteoarthritis. 
She also takes omeprazole. She has the watery diarrhoea 
regardless of whether she eats or not. She has no 
associated abdominal pain or vomiting and she has no 
blood mixed in with the stool. She has lost 5 kg in 
weight. On examination, she looks well and is afebrile. 
Her abdomen is soft with no organomegaly. 

Bloods: 


Microscopic colitis 

Microscopic colitis is defined by the triad of watery 
diarrhoea, normal colonoscopy and increased 
inflammation of the lamina propria of the colon. This 
disease includes collagenous and lymphocytic colitis. 
It is an uncommon disease with an incidence of 
5/100,000 per year and frequents the elderly (mean 
age 55-68) and women. There is a link with 
nonsteroidal anti-antiinflammatory drugs (NSAIDs), 
omeprazole, lansoprazole, ticlopidine and cimetidine. 
Treatment includes just stopping the offending 
medication. Corticosteroids, cholestyramine and now 
bismuth have been used as treatment with some 
effect. Recurrence however, does occur. 


sodium 


141 mmol/1 




potassium 


3.4mmol/l 


creatinine 


68 umol/1 


albumin 


35g/l 


white cell count 


6.4 10 9 /1 


(WCC) 








C-reactive protein 
(CRP) 


10u.g/l 


erythrocyte 
sedimentation 


16 mm/h 


rate (ESR) 






Jfi 


stool 


leucocytes present, no 


m croscopy 


organisms seen 




#7i / 


C difficile toxin 


negative 


colonoscopy 


normal appearance 

macro scopically - increased 

cellular infiltrate in the 




lamina propria 






What is the most likely diagnosis? 




Crohn's colitis 




Ulcerative colitis 




Microscopic colitis 




• 

Giardiasis 




Amyloidosis 
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No.: 77 

A 3 6 -year-old female presents with a 3 -week history of 
anorexia, malaise and nausea. She has now developed 
some RUQ tenderness. Her past history includes 
developing Graves disease after her first pregnancy. Her 
medication includes thyroxine. She smokes 20 cigarettes 
/day and drinks anything up to a bottle of wine with her 
dinner. She is married with two children. On 
examination, she is jaundiced and has palmar erythaema. 
She has spider naevi over her upper arms and chest. She 
has a 3 -cm tender liver edge below the right costal 
margin and a 2-cm splenic edge beneath the left costal 
margin. On examination of the peripheral nervous 
system there was evidence of decreased sensation to 
light touch in L5/S 1 bilaterally. 

Bloods: 



Alanine aminotransferase 
(ALT) 


874 U/l 


Bilirubin 


164 umol/1 


Alkaline phosphatase (ALP) 


235 U/l 


Albumin 


24 g/1 


INR 


1.5 i 


Total protein 


80 g/1 


Immunoglobulins; 




IgG 


30 g/1 (6-13) 


IgA 


2.1 g/1 (0.8- 

3.0) 


IgM 


4.6 g/1 (0.4- 

2.5) 


Anti smooth muscle antibody 
titre 


1 : 320 



What is the most likely diagnosis? 

Primary biliary cirrhosis 

♦ 



♦ 



Auto-immune hepatitis 
Alcoholic liver disease 
Sclerosing cholangitis 
Chronic viral hepatitis 



No.: 77 
Auto-immune hepatitis 

Auto-immune hepatitis has an unknown aetiology 
although 60% of patients will have an associated 
condition such as Hashimoto's thyroiditis, 
keratoconjunctivitis sicca, rheumatoid arthritis, 
peripheral neuropathy and ulcerative colitis. It can 
either have a slow onset or present with a rapid 
history of jaundice, hepatosplenomegaly and 
deranged liver function with a low albumin, 
prolonged INR and evidence of extensive hepatic 
necrosis. 

The hallmark of the diagnosis is liver biopsy. IgG will 
usually be elevated with a normal IgM and IgA, 
although some elevation in IgM may be seen, 
antinuclear antibody (ANA) and antismooth muscle 
are also elevated. Treatment is with high dose 
corticosteroids. Azathioprine and occasionally 
cyclosporin are used as steroid-sparing agents in 
remission. In end-stage hepatic failure, liver 
transplantation is the treatment of choice. 



-j 






O 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 78 

A 31-year-old female presents with a 2- week history of 
bloody diarrhoea and a 1-day history of severe 
abdominal pain. She is known to have ulcerative colitis 
with poor compliance with her medications. She is 
currently having 12 bowel motions per day. On 
examination, she is pale, febrile, temperature 38.6'IC and 
has a pulse of 120/min and blood pressure (BP) of 90/60 
mmHg. Her abdomen is very tender and abdominal X- 
ray (AXR) shows that her transverse colon is 6. 1 cm in 
diameter. 

Which of the following is best therapy in the acute 
setting? 

Fluid resuscitation and intravenous hydrocortisone 
and infliximab 

tV 

Fluid resuscitation and immediate surgery to 
perform a total colectomy 

Fluid resuscitation, intravenous metronidazole and 
per rectal mesalazine 



Fluid resuscitation, intravenous hydrocortisone 



♦ 



Fluid resuscitation, intravenous antibiotics and 
infliximab 



No.: 78 

Fluid resuscitation, intravenous hydrocortisone 

This patient, who is known to have ulcerative colitis, 
has now presented with toxic dilatation. The criteria 
for severe colitis is more than six bloody stools per 
day an in addition one of a temperature of > 37. 8 ^C 
on 2 of 4 days, a pulse > 90/mm, a haemoglobin of < 
10.5g/dl and an erythrocyte sedimentation rate (ESR) 
of 30 mm/hr. The colon is dilated when it is measured 
as > 5.5 cm 

Toxic dilatation can be treated medically for 12-24 
hours with intravenous and rectal hydrocortisone but 
if there is then no improvement in the triad of pulse, 
stool frequency and colon dilatation, the patient 
should undergo an urgent colectomy. Otherwise, 
there is an increased risk of perforation, which has a 
mortality of 30%. In addition to steroids, the acutely 
unwell patient should receive potassium 
supplementation and thromboembolism prophylaxis. 
Antibiotics have not been demonstrated to help. 
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No.: 79 

A 17-year-old female is sent to you for assessment, as 
she is profoundly depressed. She has features of 
anhedonia and anorexia over the last 6 months. Before 
this, she has always been an excellent student and has 
many friends. She has no known medical problems but 
her mother has a history of schizophrenia. She does not 
smoke or drink and both she and her parents deny that 
she has used drugs. 

On examination, she is well dressed but does not keep 
eye contact. She tells you that she is hearing second 
person auditory hallucinations and has done so for 3 
months. She has an expressionless face and when writing 
a sentence she has small cramped handwriting. Her gait 
is slow and there is some increased tone in her right arm. 

Bloods: 



albumin 



alanine aminotransferase 
(ALT) 



alkaline phosphatase (ALP) 



bilirubin 



36g/l 



201 U/l 



121 U/l 



28 
umol/1 



What is the most likely diagnosis? 

Abuse of clozapine 



•A 






♦ 



Chronic abuse of LSD 
Ganser's disease 
Othello's syndrome 
Wilson's disease 



No.: 79 
Wilson's disease 

Wilson's disease is an inherited disorder of hepatic 
copper disposition caused by mutations in the gene 
ATP7B on chromosome 13. The average prevalence 
is 30/million. It can present as either psychiatric 
(depression/neurotic behaviour), neurological 
(extrapyramidal signs) or with liver disease 
(asymptomatic hepatomegaly, elevated 

transaminase). 

Biochemical findings include low serum 
ceruloplasmin and copper and elevated 24-h urinary 
excretion of copper. There is an increased copper 
concentration in the liver parenchyma. Kayser- 
Fleischer rings need to be looked for with a slit lamp 
and are present in 60 % of cases. 
Management includes low copper in the diet and no 
alcohol. D-peracillamine is the treatment of choice 
and the treatment is life-long. Trientine is a 
reasonable alternative and zinc, given as 50 mg tds, 
will also deplete body copper concentrations. 



,,j 
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No.: 80 

A 77-year-old lady is seen with a 3-h history of 
cramping abdominal pain, bloody diarrhoea and 
abdominal distension. The blood is dark and looks mixed 
with the stool. She has previously been relatively well. 
She has a history of atrial fibrillation for which she takes 
warfarin. She also has hypertension and is on a diuretic. 
She stopped smoking 2 years ago and she occasionally 
drinks a sherry at night. On examination, she is in pain 
and has a mild fever, temperature 37.6°C Her pulse is 
100/min and irregular and blood pressure is 124/76 
mmHg. Her abdomen is distended with generalised 
tenderness on palpation. Abdominal X-ray (AXR) - mild 
diffuse bowel dilatation. 

Bloods: 



white cell count (WCC) 


17.2xl0 9 /l 


haemoglobin (Hb) 


10.1 g/dl 


mean corpuscular volume (MCV) 


84.3 fl 


platelets 


531 x io7l 


INR 


1.8 



A barium enema is requested which demonstrates 
thickening of the bowel wall with some evidence of 
thumb printing. 
What is the most likely diagnosis? 



• 



Acute duodenal ulcer 

Diverticulitis 

Mesenteric venous thrombosis 

Ischaemic colitis 

Crohn's colitis 



V 



No.: 80 
Ischaemic colitis 

Ischaemic colitis occurs secondary to a sudden drop 
in the colonic blood supply, but in most patients, no 
specific cause of the decrease can be identified. 
Presentation can range from acute abdominal 
cramping and distension to mild pain and typically, 
patients are otherwise well. The predominant 
predisposing factors are atherosclerosis, shock and 
congestive heart failure. The condition is associated 
with aorto-iliac surgery (3-6% with such 
operations). High clinical suspicion is needed and in 
our patient AF increases the risk of an embolus to the 
gut vasculature. Mesenteric venous thrombosis, a 
differential diagnosis here, more typically presents 
rather insidiously with abdominal pain evolving over 
7-10 days (in contrast to embolic mesenteric 
ischaemia, which presents suddenly). 

More than two thirds of patients with ischaemic 
colitis respond favourably and rapidly to simple 
conservative measures with spontaneous recovery 
within 24 to 48 h. The remaining one-third requires 
exploratory laparotomy without benefit of 
established preoperative diagnosis. Due to the 
paucity of vessels/anastomosis supplying the splenic 
flexure/descending colon and sigmoid colon these 
areas are most often affected. 

Colonoscopy is the investigation of choice. Acutely, it 
is characterized by petechiae, pallor, hyperaemia and 
necrosis. Barium enema and computed tomography 
(CT) show evidence of bowel wall thickening and 
thumb-printing. Conservative management includes 
close monitoring, appropriate intravenous 
rehydration and broad-spectrum antibiotics that 
cover enteric flora and aggressive measures to 
correct processes that may have precipitated the 
ischaemic insult. For those who do not settle or 
develop peritonism, surgery is required. 
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No.: 81 

A 43 -year-old man is seen in clinic with a 6 month 
history of abdominal pain, 6-kg weight loss and 
intermittently he noticed dark urine which lasted for a 
few days. He also has noticed night sweats, which soak 
his nightclothes. There is a history of ulcerative colitis 
which is currently well controlled, he does not smoke 
and drinks a couple of pints on the weekend. 
On examination, he looks well and has no jaundice, 
clubbing or lymphadenopathy. He has 4-cm non-tender 
hepatomegaly and the rest of his examination is normal. 

Bloods: 



white cell count (WCC) 


6.7x1071 


haemoglobin (Hb) 


13.5 g/dl 


platelets 


379x1071 


alanine aminotransferase 
(ALT) 


61U/1 


bilirubin 


21 umol/1 


alkaline phosphatase 
(ALP) 


245 U/l 


y-glutamyl transferase 
(GGT) 


256 U/l 


albumin 


36g/l 


serum electropho esis 


polyclonal 
ga mopathy 


auto-antibodies (ANA) 


1 :64 


c-ANCA 


negative 


p-ANCA 


1 :320 



Abdominal ultrasound-hepatomegaly noted, no bile duct 

dilatation. 

What is the most likely diagnosis? 






Primary biliary cirrhosis 
Primary sclerosing cholangitis 
Chronic active hepatitis 
Polyarteritis nodosa 
Hydatid disease 



No.: 81 

Primary sclerosing cholangitis 

Primary sclerosing cholangitis (PSC) is a chronic 
cholestatic liver disease of unknown aetiology. The 
diagnosis is based a combination of clinical features 
which often come on insidiously, including 
hepatomegaly, intermittent jaundice, fevers of 
unknown origin, pruritus, abdominal pain or weight 
loss. This, together with a cholestatic biochemical 
profile and typical cholangiographic abnormalities of 
generalized beading and stenosis of the intrahepatic 
and extrahepatic biliary tree characterise PSC. PSC 
is usually progressive, leading to cirrhosis, portal 
hypertension and liver failure. Ultrasound is normal 
in 50% of patients at an early stage of disease. 
Pathognomonic histology shows a concentric 
obliterative fibrosis of interlobular bile ducts, with 
the presence of intrahepatic cholangiectasis with 
ductal obliteration. 

Therapeutic interventions, such as dilation of 
strictures or placement of an endoprosthesis, can be 
performed during endoscopic retrograde 

cholangiopancreatography (ERCP). Many 

pharmacological therapies have been tried without 
great success. Dietary replacement of the Vitamins A, 
D, E and K should be commenced. Liver 
transplantation is an option in terminal liver failure. 
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No.: 82 

A 46 -year-old man is admitted from clinic with 
dysphagia and weight loss. Over the last few months he 
has found that it has been progressively harder to 
swallow solids. He was able to swallow them but he had 
to regurgitate them about 30 minutes later. Over the last 
few weeks he has been having increasing difficulty with 
fluids. He has previously been in good health and never 
smoked. He drinks half a bottle of wine on the weekends 
and the only other history of note has been long-term 
dyspepsia for which he uses antacids. 
On examination, there is nothing to find except some 
mild tenderness on palpation in the epigastric area. 
Barium swallow - oesophagus appears dilated and the 
distal oesophagus is narrowed. Oesophageal manometry 
- incomplete relaxation of the lower oesophageal 
sphincter in response to swallowing with high resting 
pressure. Absent oesophageal peristalsis. 
What is the most likely diagnosis? 






Achalasia 

Oesophageal cancer 
Plummer-Vinson syndrome 
Oesophageal candidiasis 
Gastro-oesophageal reflux disease 



No.: 82 
Achalasia 

Achalasia is a primary oesophageal motility disorder 
characterized by failure of a hypertensive lower 
oesophageal sphincter to relax and the absence of 
oesophageal peristalsis. Oesophageal manometry will 
demonstrate findings as for our patient. OGD should 
be carried out to make sure there is no cancer. The 
goal of therapy for achalasia is to relieve symptoms 
by eliminating the outflow resistance caused by the 
hypertensive and non-relaxing sphincter. Ten per 
cent of patients benefit from calcium channel 
blockers and nitrates that relax the sphincter. There 
are various endoscopic treatments including injecting 
the sphincter with botulism. Surgical alternatives 
include Heller's myotomy and Nissen fiindoplication. 
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No.: 83 

A 67-year-old Asian gentleman presents with a 5 -week 
history of generalised abdominal pain, nausea, weight 
loss and fever. He had also been having night sweats for 
a few weeks. He had no history of diarrhoea or recent 
travel. His past history included a pulmonary embolus 15 
years ago and an inguinal hernia repair. On examination, 
his temperature was 38.6 -IC; his pulse was 96/min and 
blood pressure (BP) 120/60 mmHg. He had right upper 
quadrant tenderness but no palpable organomegaly. 

Bloods: 



bil rub in 


9umol/l 


alkaline phosphatase (ALP) 


91U/1 


alanine aminotransferase 
(ALT) 


56U/1 


albumin 


33g/l 


INR 


.1 


haemoglobin (Hb) 


13.4 g/dl 


white cell count (WCC) 


4.8 1071 


platelets 


96 1071 


C-reactive protein CRP) 


254 u.g/1 


sodium 


134mmol/l 


potassium 


4.7 mmol/1 


urea 


13 mmol/1 


creatinine 


140 umol/1 


lactate dehydrogenase (LDH) 


4213U/1(10- 

250) 


blood culture x3 


negative 



OGD-multiple polyps in stomach and mild duodenitis. 
Biopsy taken but sample lost. CT abdomen - thickened 
small bowel and peritoneum around the terminal ileum. 
Colonoscopy-no evidence of stricture. What is the 
most likely diagnosis? 






Burkitt's lymphoma 
Tuberculosis 
Crohn's disease 
Yersinia enterocolitis 
Gardner's syndrome 



No.: 83 

Burkitt's lymphoma 

This is a tricky question as the patient is Asian and 
presents with night sweats, fever and weight loss. 
Conceivably, the diagnosis could be tuberculosis but 
the short history, multiple lesions and the grossly 
elevated lactate dehydrogenase (LDH) levels are 
more consistent with the diagnosis of lymphoma. 
Thickening of the terminal ileum also occurs with 
Yersinia and Crohn's disease; however the absence of 
diarrhoea does not favour this diagnosis. 
Burkitt's lymphoma makes up about 2% of all 
lymphomas. The cells are medium sized. This is a 
very fast growing lymphoma and so presented in our 
patient in a short space of time. In the African 
variety, it often starts as tumours of the jaws or other 
facial bones. In the more common types seen in the 
US, the lymphoma usually starts in the abdomen, 
where it forms a large tumour mass. It can also 
spread to the brain and spinal fluid. 
Ninety per cent of the patients are man and the 
average age is about 30. This is a fast growing 
lymphoma, but about half of the patients are cured 
by aggressive chemotherapy. 
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No.: 84 

A 29-year-old man from Uzbekistan is seen in the 
Accident and Emergency Department with a 4-day 
history of abdominal pain which was now generalised 
and severe. It had come on gradually over the last few 
days and he also noticed his abdomen was swelling up. 
Of note, in the last few months he had developed some 
oral ulceration for which his GP had given him some 
local anaesthetic preparation, which seemed to help. His 
father died suddenly of a myocardial infarction when he 
was 39. He smokes 20 cigarettes/day and drinks half a 
bottle of wine every evening. He also hesitantly tells you 
that he had a lesion on his scrotum. On examination, he 
was jaundiced and had a distended abdomen, which was 
positive for shifting dullness. He had a 10-cm tender 
liver edge below the right costal margin and a 4 -cm 
spleen below the left costal margin. He also had several 
sterile pustules on his right and left arm, which he said 
was where he had pricked himself on thorns a few days 
previously. He has a deep ulcer on his scrotum 0.5 cm x 
1.2 cm. 

Bloods: 



alanine aminotransferase (ALT) 


97U/1 


alkaline phosphatase (ALP) 


154U/1 


y-glutamyl transferase (GGT) 


172 U/l 


bilirubin 


41 umol/1 


albumin 


36g/l 


ascitic fluid 


protein 2.6g/dl 


white blood cells (WBC) 


325/ui 


serum ascites albumin gradient 


1.1 



What is the most likely diagnosis? 

Sweet's syndrome 
Metastatic colon cancer 
Budd-Chiari syndrome 
Tuberculosis 
Syphilis 



No.: 84 
Budd-Chiari syndrome 

This patient has Budd-Chiari presenting as a new 
diagnosis of Behcet's disease. The syndrome most 
often manifests in patients with underlying 
thrombotic disorders, including myeloproliferative 
disorders and paroxysmal nocturnal 

haemoglobinuria, pregnancy, tumours, chronic 
inflammatory diseases, clotting disorders and 
infections. 

It causes obstruction of intrahepatic veins leading to 
a congested liver. Hepatocellular injury results from 
microvascular ischaemia due to congestion causing 
portal hypertension and liver insufficiency result. He 
has the triad of abdominal pain, ascites and 
hepatomegaly with a high protein level of his ascitic 
fluid. To diagnose Budd-Chiari one needs to have a 
high index of suspicion and perform a liver 
ultrasound with Doppler of the hepatic veins. Liver 
biopsy is also required. Treatment includes 
management of ascites and anticoagulation. 
Behcet's is a clinical diagnosis consisting of 4 major 
features-oral and genital ulceration, eye disease 
(iridocyclitis, chorioretinitis, retinouveitis, definite 
history of chorioretinitis or retinouveitis) and skin 
disease (erythaema nodosum, subcutaneous 
thrombophlebitis, folliculitis (acne-like lesions), 
pathergy). Various major and minor features make 
up the diagnosis. Treatment is symptomatic, steroids 
are the mainstay of treatment but no single drug has 
shown huge benefit. 
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No.: 85 

A 21 -year-old man comes to the Accident and 
Emergency Department with right upper quadrant pain, 
nausea and fever. He has recently returned from his gap 
year in Argentina where he worked on a cattle ranch. He 
has always been fit and well, smokes 20 cigarettes/day 
and drinks the occasional pint in the evening. On 
examination, he looks well but has a temperature of 
38. 1°C He is tender over the right upper quadrant. 
Ultrasound shows three cysts in the right lobe of his 
liver. Serology for Echinoccus granulosus returns as 
positive 1 : 160 and you diagnose the patient with 
hydatid liver disease. 
What is the best management of this patient? 

High- dose IV albendazole for 1-3 months and then 
surgical excision 



♦ 



♦ 



Remove the cysts surgically 



Percutaneous aspiration of the cysts and sterilisation 
with alcohol 



♦ 



Treat the patient symptomatically for fever 



High-dose oral albendazole for 1-3 months and then 
percutaneous aspiration of the cysts and sterilisation with 
alcohol 



No.: 85 

High-dose oral albendazole for 1-3 months and then 
percutaneous aspiration of the cysts and sterilisation 
with alcohol 

Hydatid liver disease is uncommon in Europe and the 
United States but common in certain regions such as 
the Middle East and South America, and in sheep- 
rearing areas such as Australia. The hexacanth 
embryos hatch in the duodenum and move to the 
liver through the portal system. The liver acts as a 
filter and is the most common site of disease (-65% 
of cases). Most individuals are asymptomatic. 
Pressure from the cyst may lead to hepatomegaly and 
right upper quadrant pain. Calcification is often seen 
on plain abdominal X-ray. Ultrasound is an excellent 
means of demonstrating cysts and computed 
tomography (CT) is occasionally used when the 
character of the cysts is unclear. Serology is neither 
specific nor sensitive. Percutaneous aspiration on its 
own is contraindicated as toxins can be released 
causing cardiovascular collapse. Surgery used to be 
the treatment of choice. Now however, high dose 
albendazole of 10 mg/kg is given for 1-3 months 
followed by percutaneous aspiration and sterilisation 
with alcohol. 
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No.: 86 

A 19-year-old man presents with an acute episode of 
bleeding per rectum. He had no abdominal pain or 
change in bowel habit. On examination, he was pale but 
otherwise well. His pulse was 68/min and blood pressure 
(BP) 1 10/65 mmHg. His abdomen was soft and per 
rectal examination was unremarkable. 



Bloods: 




haemoglobin (Hb) 


11.1 g/dl 


mean corpuscular volume (MCV) 


77.211 


white cell count (WCC) 


6.4xl0 9 /l 


platelets 


542xlO y /l 



Barium enema - normal scan. Colonoscopy - evidence 
of recent bleeding, no lesion seen. Technetium-99m 
pertechnetate scintigraphy - an abnormal focus of 
radiotracer accumulation in the suprapubic region of the 
abdomen, the focus of activity is visible at 1 min after 
injection (same time stomach becomes visible) and 
gradually disappears over 30 min. 
What is the most likely diagnosis? 

Carcinoid tumour 



Crohn's disease 
Meckel's diverticulum 






• 



Intestinal duplication cyst containing gastric mucosa 
Intussusception 



No.: 86 

Meckel's diverticulum 

Meckel's diverticulum occurs in approximately 2-3% 
of the population, predominantly in males. It is a 
remnant of structures within the fetal digestive tract 
that were not fully reabsorbed before birth. Most 
patients remain asymptomatic; complications 
however, may include haemorrhage, volvulus and 
intussusception, mostly in children younger than 10 
years of age. 

In virtually all patients who present with bleeding, 
ectopic gastric mucosa can be demonstrated in the 
diverticulum Tc-99m pertechnetate scintigraphy has 
an overall specificity and sensitivity of 90% for 
establishing the diagnosis. Once bleeding occurs, 
surgery is recommended. 
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No.: 87 

A 78-year-old ex-medical secretary presents with a 6- 
month history of intermittent rectal bleeding, loose stool 
and weight loss. Her past medical history includes multi- 
nodular goitre and cervical carcinoma diagnosed 1 year 
ago. She received treatment at a different hospital. She 
takes carbimazole. On examination she looks thin and 
pale. Abdominal examination is unremarkable. 

Initial blood test results are as below: 



Haemoglobin (Hb) 


8.9 g/dl 


White blood count (WBC) 


11.2 1071 


Platelets 


170 1071 


Mean cell volume (MCV) 


74 fL 



Barium enema shows luminal narrowing of the distal 
sigmoid colon with some irregularity of the bowel wall 
with no focal lesions. 

Colonoscopy is performed which shows the 
appearance below (Figure 11 




Figure 1: Colonoscopy appearance of rectum 

What is the most likely diagnosis? 

Diverticulitis 
Radiation enteritis 






♦ 



Ulcerative colitis 
Microscopic colitis 
Pseudomembranous colitis 



No.: 87 
Radiation enteritis 

Radiation injury to the rectum and sigmoid colon is 
commonly seen following treatment of cancers of the 
cervix, uterus, prostate and bladder. It often occurs 9 
to 14 months following radiation exposure and 
results in a chronically ischaemic intestinal segment 
that may lead to stricture. Symptoms include 
diarrhoea, obstructed defecation, bleeding, rectal 
pain or urgency. Diagnosis can be confirmed with 
colonoscopy and mucosal features consistent with 
radiation injury include pallor, friability and 
telangiectasias. Biopsy is not diagnostic but is helpful 
to exclude other causes. There have been no large 
controlled trials to evaluate treatment of radiation 
proctitis, but systemic review of available trials show 
that rectal sucralfate, metronidazole combined with 
topical anti-inflammatory treatment, and heater 
probe appear promising. There is no evidence of 
features of diverticulitis or pseudomembranous 
colitis in this case. 

Microscopic colitis is a histological diagnosis with 
macroscopically normal colon mucosa. 



J 
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No.: 88 

A 45 -year-old banker is referred by his general 
practitioner with abnormal liver function tests. He had a 
heart attack 2 years ago and is regularly seen in the 
diabetic clinic for poor glycaemic control. He currently 
takes metformin, atenolol and atorva statin. He drinks 
socially and smokes ten cigarettes per day. There is no 
history of blood transfusion or drug abuse. On 
examination he is overweight and there is an enlarged 
non-tender liver. Ultrasound scan of the liver is reported 
as showing generalised hyperechogenic appearance with 
no focal lesions. 

His blood test results are as below: 



Haemoglobin (Hb) 


13.0 g/dl 


White blood count (WBC) 


8.0 x 10 9 /1 


Platelets 


240 x 1071 


Mean cell volume (MCV) 


83 fL 


International normalised ratio 
(INR) 


1.1 


Na+ 


136 mmol/1 


K+ 


3.7mmol/l 


Urea 


9.0 mmol/1 


Creatinine 


90 umol/1 


Albumin 


39glL 


Alanine aminotransferase (ALT) 


96 U/1 (5-35) 


Aspartate aminotransferase 

(AST) 


70 U/1 (10-40) 


Alkaline phosphatase (ALP) 


135 U/1 (30- 
150) 


Hepatitis and autoimmune 
serology 


Negative 


Ferritin 


Normal 



What is the most likely diagnosis? 

I ♦ 

Drug-induced hepatitis 



* 






Non-alcoholic steatohepatitis 
Alcoholic- induced hepatitis 
Chronic active hepatitis 
Amyloidosis 



No.: 88 

Non-alcoholic steatohepatitis 

Most patients with non-alcoholic steatohepatitis 
(NASH) are asymptomatic. The condition is usually 
discovered incidentally after abnormal liver tests. 
Diffuse fatty change can be detected on 
ultrasonography as a hyperechogenic appearance. It 
is part of a metabolic syndrome and is commonly 
associated with obesity, diabetes mellitus, 
hypercholesterolemia and drugs. The ratio of 
aspartate aminotransferase (AST) to alanine 
aminotransferase (ALT) is usually less than 1 
whereas in alcoholic liver disease, the ratio is usually 
more than 2. Liver biopsy reveals macro vesicular 
steatosis. Treatment is that of underlying cause, such 
as improved diabetic control especially with 
metformin and pioglitazone and gradual weight loss 
in the obese. 
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No.: 89 

A 76 -year-old woman is found to have abnormal blood 

results during a pre-operative assessment for hip 

replacement. She suffers from severe arthritis, 

hyper chol ester olaemia and hypertension. She was treated 

for cystitis by her general practitioner 3 weeks ago. She 

is teetotal and a non-smoker. 

Blood test results are as below: 



Bilirubin 


35 umol/l 


Alanine aminotransferase (ALT) 


174 U/l (5-35) 


Aspartate aminotransferase( AST) 


180 U/l (10-40) 


Alkaline phosphatase (ALP) 


160 U/l (30- 
150) 


Hepatitis and autoimmune 
serology 


Negative 


Ferritin 


89ug/l 


Ultrasound scan 


normal 



Which of the drugs listed below would be LEAST 
likely to account for her deranged liver function 
tests? 

Co-amoxiclav 

Enalapril 



• 



Simvastatin 

Bendrofluazide 

Verapamil 



•A 
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Bendrofluazide 

The incidental discovery of asymptomatic patients 
with mild to moderate increases in serum 
transaminase concentrations represents a common 
clinical problem. The most common drugs causing 
increased transaminases are non-steroidal anti- 
inflammatory drugs, antibiotics, hydroxymethyl 
glutaryl co-enzyme A reductase inhibitors, anti- 
epileptic and antituberculosis drugs. Over-the- 
counter medications and herbal remedies may also be 
associated. If viral, autoimmune and metabolic 
causes are excluded, patients should be advised to 
discontinue medications that may be the cause. 
Antibiotics commonly associated with hepatitis 
include isoniazid, rifampicin, augmentin, 

flucloxacillin, ketoconazole; cardiac drugs associated 
with hepatitis include atenolol, verapamil enalapril, 
statin and fenofibrate. Other culprits are cytotoxics, 
halothane or clonazepam. 
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No.: 90 

A 45 -year-old man presents with a recent change in 
bowel habits. He had a colonoscopy which was normal. 
He is still concerned about colorectal cancer as a 
colleague has recently been diagnosed with metastatic 
colorectal cancer. He would like some advice on 
prevention. 

Which of the following lifestyle measures is least 
likely to protect against colorectal carcinoma? 






Plant-based diet 

Lifelong physical activity 

Dietary supplement with micronutrient 

Stop smoking 

Increase fish consumption rather than meat 
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Dietary supplement with micronutrient 

Colorectal cancer is the second commonest cause of 
cancer death, after bronchial carcinoma in the 
United States and United Kingdom. Sporadic 
tumours in 'average-risk' individuals account for the 
majority of cases but epidemiological studies have 
shown environmental influence. Evidence for 
primary prevention of colorectal carcinoma are: 
body mass index between 18.5 and 25, high 
vegetable/fruit consumption, physical activity, 
stopping smoking and reducing alcohol intake. 
Dietary supplement with vitamins is not necessary. 
The role of chemoprevention is an exciting area 
especially with non steroidal anti-inflammatory 
drugs. These have been shown to reduce the number 
and size of adenomas. 
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A 27-year-old office worker presents with a 3 -year 
history of epigastric pain, especially 30 minutes after 
eating. This is associated with nausea and belching. She 
also describes constipation with occasional explosive 
diarrhoea. The stools are normally hard with mucus and 
she needs to strain with every motion. Abdominal pain is 
relieved after defecation but abdominal bloating persists. 
She wakes up an hour earlier each morning to finish her 
breakfast in order to prevent vomiting. She has missed 
work on a few occasions and feels that her weight has 
fluctuated. Past medical history includes scarlet fever. 
She is not on any regular medications except intermittent 
laxatives over the counter. Abdominal examination is 
normal. Rectal examination reveals an anal fissure. 



Investigation results: 




Haemoglobin (Hb 


13.1 g/dl 


White blood count (WBC) 


6.0 x 1071 


Platelets 


180x 10 y /l 


Mean cell volume (MCV) 


87 fL 


International normalised ratio 
(INR) 


1.0 


Na + 


136 mmol/1 


K + 


3.9mmol/l 


Urea 


3.7 mmol/1 


Creatinine 


70 umol/1 


Albumin 


39glL 


Liver function test 


normal 


Anti-endomysial antibody 


negative 


Thyroid function test 


normal 


Gastroscopy 


normal 


Flexible sigmoidoscopy and 
biopsy 


normal 


Abdominal and pelvic ultrasouns 
scan 


normal 



What is the most likely diagnosis to account for her 
symptoms? 

Overlap irritable bowel syndrome and functional 
dyspepsia 






<? 



Diarrhoea pre-dominant irritable bowel syndrome 
Sphincter of Oddi dysfunction 
Malabsorption sy drome and non-ulcer dyspepsia 
Globus hystericus 
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Overlap irritable bowel syndrome and functional 
dyspepsia 

This lady has signs of irritable bowel syndrome, 
especially in light of all the normal investigation 
results. It is the result of complex interactions 
between psychosocial factors, disordered bowel 
motility and altered intestinal sensations. This 
disorder is commonly associated with functional 
dyspepsia and patients are more likely to get chronic 
fatigue syndrome and globus hystericus. Diagnostic 
criteria have been developed, most notably the 'Rome 
criteria'. These include symptoms of abdominal pain 
relieved by defecation that is associated with a 
change in stool frequency and consistency, abdominal 
bloating and passing mucus per rectum. 
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No.: 92 

A 40 -year-old woman with a long history of reflux 
disease attends for an upper gastrointestinal endoscopy 
due to worsening symptoms. She finds it difficult to 
sleep at night as she describes acid regurgitation into her 
mouth. On examination, she is overweight. There is no 
lymphadenopathy or abdominal masses. 
On endoscopy, the below appearance is seen (Figure 
7) and several biopsies are taken of the salmon- pink 
mucosa. 




Figure 7: endoscopic appearance 

Which of the following is least likely to be seen on 
histology of the samples taken? 

Intestinal metaplasia 

Presence of goblet cell 

Low-grade dysplastic mucosa 

(+ 

Metaplastic mucosa with Paneth cells 

Presence of cuboidal mucosal phenotype 
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Presence of cuboidal mucosal phenotype 

The endoscopic appearance shows Barrett's 
oesophagus, which is characterised by replacement of 
the squamous oesophageal mucosa by intestinal 
columnar-lined epithelium. It is associated with 
gastro-oesophageal reflux disease in 10% of patients. 
Barrett's oesophagus is a pre-malignant condition 
and can result in adenocarcinoma of oesophagus in 
approximately 10% of cases overall. Current 
surveillance practice includes endoscopy every 2 
years in general, but annually in high-risk patients 
and in the presence of low-grade dysplasia. 
Quadrantic biopsies should be taken of the 
oesophageal mucosa at 2 -centimetre intervals. A 
presumed diagnosis should always be confirmed 
histologically and possible features present include 
columnar intestinal type mucosa, metaplastic mucosa 
that exhibits paneth cells, goblet cells and a brush 
border. 
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No.: 93 

A 5 5 -year-old man was found on the street by the police. 
He complains of right upper quadrant pain and anorexia. 
He works at a building site but has recently lost his job. 
On examination, he smells very strongly of alcohol. He 
is tanned with icteric sclera. His temperature is 37.6 °C. 
There is spider naevi and palmar erythema. Heart sounds 
and chest examination are unremarkable. Abdominal 
examination reveals dull flanks and a tender liver 
edge. There is no focal neurology but a hepatic flap is 
present. 

Investigation results arc as below 



Haemoglobin (Hb) 


12.1 g/dl 


White blood count (WBC) 


17.0 x 10 9 /1 


Platelets 


80 x 1071 


Mean cell volume (MCV) 


103 fL 


International normalised ratio 
(INR) 


1.6 


Na + 


132 mmol/1 


r 


3.3 mmol/1 


Urea 


1.7 mmol/1 


Creatinine 


70 umol/1 


Albumin 


35glL 


Bilirubin 


102 umol/1 


Alanine aminotransferase (ALT) 


45U/l(5-35) 


Aspartate aminotransferase 

(AST) 


100U/1(10- 
40) 


Alkaline phosphatase (ALP) 


156U/1(30- 
150) 


Ferritin 


987 ug/1 


Hepatitis and autoimmune 
serology 


Negative 



What is the most likely diagnosis? 

♦ 

Hepatoma 

Alcoholic hepatitis 

Choledocholithiasis 

Viral hepatitis 

Haemochromatosis 



No.: 93 
Alcoholic hepatitis 

Alcoholic hepatitis commonly occurs after a 
prolonged period of alcohol abuse or return to 
alcohol after period of abstinence. It is characterised 
by increased serum transaminase, macrocytosis, 
thrombocytopenia, poor hepatic synthetic function, 
leucocytosis irrespective of infection and increased 
acute phase reactants. The aspartate 
trans amuiase/alanine transaminase is usually greater 
than two. The raised ferritin is likely due to alcoholic 
liver disease and not haemochromatosis. The 
prognosis depends on its severity. Malnutrition, 
jaundice, fluid retention and encephalopathy are 
associated with poor outlook. The discriminant 
function (DF) can be used to identify patients for 
treatment. Those who have a value greater than 32 
may benefit from corticosteroids or pentoxyfilline. 
Histology can help to confirm diagnosis. 
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A previously fit 6 8 -year -old farmer presents with a 4- week 
history of intermittent abdominal pain, anorexia and lethargy. 
He has just returned from a trip to Egypt to visit his 
granddaughter. He started feeling unwell when he was out 
there. He admits to have lost a lot of weight over the last 6 
months. He normally takes aspirin, bendrofluazide and 
glicazide. He does not drink any alcohol. On examination, he 
looks unwell, jaundiced and flushed. Temperature is 37.2 l°C. 
There is generalised abdominal tenderness and massive 
hepatomegaly. 
His blood tests are as below: 



Haemoglobin (Hb) 


ll.Og/dl 


White blood count (WBC) 


14.0 1071 


Platelets 


1521071 


Mean cell volume (MCV) 


90 fL 


International normalised ra 10 (INR) 


1.2 


Na+ 


132 mmol/1 


K+ 


3.7mmol/l 


Urea 


6.8 mmol/1 


Creatinine 


78 lumol/1 


Bilirubin 


99 lumol/1 


Alanine aminotransferase (ALT) 


80 U/l (5-35) 


Alkaline phosphatase (ALP) 


230 U/l (30-150) 


Gamma GT (GGT) 


189 


Albumin 


36g/L 


Ultrasound scan shows multiple hypoe 
liver and a computed tomography scar 
abdomen is arranged (Figure 9). 


choic lesions in the 
i(CT)ofthe 




Figure 9: CT scan of abdomen 



What is the most likely diagnosis? 



♦ 



♦ 



Carcinoid tumour and liver metastases 

Hepatic abscesses 

Haemangiomas 

Pancreatic carcinoma and liver metastases 

Schistosomiasis 
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Pancreatic carcinoma and liver metastases 

The computed tomography scan reveals a large mass 
of the pancreas with multiple liver metastases. The 
diagnosis is supported by the history. Abdominal 
pain, weight loss and jaundice are the three 
commonest symptoms of this cancer, which is an 
adenocarcinoma. It has a very poor prognosis with 
the overall 5-year survival rate being less than 5%. A 
total of 80% of cases will have tumour spread to 
regional lymph nodes or distant organs at the time of 
presentation A 4 week holiday to Egypt is highly 
unlikely to be associated with a risk of 
schistosomiasis, the pancreatic mass makes hepatic 
abscesses, haemangiomas and a carcinoid tumour 
unlikely. 
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A 3 5 -year-old Nigerian office worker presents with a 3- 
month history of epigastric pain and alternating 
diarrhoea and constipation. There is occasionally a small 
amount of blood in his stool. He describes nausea and 
vomiting associated with weight loss and a recurrent 
urticaric rash across the trunk and abdomen. Past 
medical history includes a kidney transplant and hay 
fever. He has become more wheezy recently requiring 
admissions for nebu Users. Examination is normal. 
Blood tests are as below: 



Haemoglobin (Hb) 


11.0 g/dl 


White blood count (WBC) 


16.0 10 y /l 


Eosinophil count 


1.0 1071 


Platelets 


152 1071 


Mean cell volume (MCV) 


90 fL 



What is the most likely diagnosis? 

Amoebiasis 
Clostridium difficile 
Campylobacter jejuni 
Shigella infection 
Strongyloidosis stercoralis 



• 
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Strongyloidosis stercoralis 

Strongyloidiasis is an infection with Strongyloides 
stercoralis, a round worm occurring widely in 
tropical and subtropical areas. Patients who are 
immunosuppressed or on immunosuppressive 
therapy are most at risk, especially those with human 
immunodeficiency virus (HIV) or haematological 
malignancies. Infected individuals can be 
asymptomatic and ongoing, low level autoinfection 
means that they may harbour infections for decades 
after leaving endemic areas. Larva currens (a 
creeping, pruritic eruption on the skin) and 
eosinophilic pneumonia are occasional 

manifestations. The rest of the diagnoses are not 
associated with eosinophilia. Eosinophil counts may 
be normal in helminth infection. Diagnostic 
procedures include repeated stool microscopy and 
duodenal aspiration. Culture may improve diagnostic 
yield. Serology is more sensitive. Treatment is 
difficult because in contrast to other helminthic 
infections, the worm burden must be eradicated 
completely. Ivermectin or albendazole can be used. 
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A 26 -year-old man with human immunodeficiency virus 
(HIV) infection presents with spiking temperature, right 
upper quadrant pain and abnormal liver function tests. 
He has a low CD4 count. Ultrasound scan and computed 
tomography scan are normal. 
Blood tests show: 



Haemoglobin (Hb) 


12.0 g/dl 


White blood count (WBC) 


4.0 x 10 9 /1 


Platelets 


151x 1071 


International normalised ratio 
(INR) 


1.0 


Bilirubin 


20 u.mol/1 


Alanine aminotransferase (ALT) 


37 U/1 (5-35) 


Alkaline phosphatase (ALP) 


380 U/1 (30- 
150) 


Gamma GT (GGT) 


189 


Albumin 


35glL 



What is the most appropriate intervention? 

Broad spectrum antibiotics 






Liver biopsy 



Magnetic resonance cholangiopancreatography 
(MRCP) 

Endoscopic retrograde cholangiopancreatography 
(ERCP) 



♦ 



No intervention 
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Magnetic resonance cholangiopancreatography (MRCP) 

Biliary involvement in HIV infection is commonly 
known as AIDS (acquired immunodeficiency 
syndrome) cholangiopathy and is a result of 
inflammation of the gallbladder and biliary tree. 
There is a spectrum of involvement including acute 
acalculous cholecystitis, papillary stenosis and 
sclerosing cholangitis. Cholangiopathy is usually due 
to cytomegalovirus (CMV) infection, but can be 
associated with Cryptosporidium or microsporidium. 
Abdominal ultrasound and CT scans can be effective 
in identifying biliary disease in patients but do not 
display precise anatomical details. Diagnosis of 
cholangiopathy was traditionally made by ERCP, 
which may show intrahepatic changes, papillary 
stenosis and irregularly dilated common bile duct, 
but MRCP may be a more sensible investigation in a 
patient who is HIV positive. These patients have 
responded symptomatically to endoscopic 
sphincterotomy but liver function usually fails to 
improve. 

Antibiotics have not been shown to be useful, 
although treatment of associated infections like 
Cryptosporidium or CMV has been used. 
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A 6 5 -year-old builder presents with a 4 -week history of 
increasing abdominal swelling and swollen ankles. There 
has been one admission with acute pancreatitis a few 
years ago adn he reports a similar episode of severe 
vomiting and epigastric pain after a curry and beers a 
few weeks earlier. He has a history of hypertension and 
normally takes a jl-b locker. He smokes 30 cigarettes per 
day and drinks 28 units of alcohol per week. His 
abdomen is soft and non-tender with shifting dullness. 
Ultrasound scan of his abdomen shows large amount of 
ascites. 



A diagnostic ascitic tap shows the following results: 


Polymorphic neutrophil 
count 


30 cells/mm 3 


Fluid amylase 


1800IU/l(normal< 
40 IU/1) 


Total protein 


30 g/1 (normal 10-20 
g/1) 


Glucose concentration 


2.0 mmol/1 (normal < 
5 mmol/1) 


Carcinoembryonic antigen 
(CEA) 


lng/ml (normal < 
5ng/ml) 



Which of the following is the MOST likely cause of 
his ascites? 



♦ 



♦ 



Congestive cardiac failure 
Pancreatitis 
Budd-Chiari syndrome 
Alcoholic cirrhosis 
Nephrotic syndrome 
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Pancreatitis 

This question tests knowledge on causes of ascites, 
Traditionally ascites was divided into transudates 
and exudates. This case would have thus been 
classified as an exudate (protein content 30g/l). 
Causes of transudate ascites are cirrhosis and portal 
hypertension, nephrotic syndrome, cardiac failure, 
Budd-Chiari syndrome, myxodema. Causes of an 
exudate ascites include hepatic or peritoneal 
malignancy, intra-abdominal tuberculosis and 
pancreatitis. However the serum-ascites albumin 
gradient (SAAG) has now largely replaced this 
concept and is the best single test for classifying 
ascites into portal hypertensive (SAAG >1.1 g/dL) 
and non-portal hypertensive (SAAG <1.1 g/dL) 
causes. (N.B. this may also be expressed in g/dl in 
which case the cut-oif is 1.1 g/dl). Calculated by 
subtracting the ascitic fluid albumin value from the 
serum albumin value, it correlates directly with 
portal pressure. The specimens should be obtained 
relatively simultaneously. The accuracy of the SAAG 
results is approximately 97% in classifying ascites. 
The terms high-albumin gradient and low -albumin 
gradient should replace the terms transudative and 
exudative in the description of ascites. An increased 
ascitic amylase concentration generally of the order 
of 2000 IU/1, is typical of pancreatic ascites. The 
ascitic total white cell count of > SOOAul or neutrophil 
count of > 250/^ ul is diagnostic of bacterial 
peritonitis. 
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A 37-year-old social worker is referred to you with a 
long history of diarrhoea and abdominal discomfort. She 
was diagnosed with irritable bowel syndrome 10 years 
ago and takes mebeverine, peppermint tablets and 
Gaviscon. She is a vegetarian and rarely drinks or 
smokes. Examination of all systems is normal. Her blood 
tests show macrocytic anaemia. An upper 
gastrointestinal endoscopy reveals oesophagitis, 
hypertrophy of the gastric body and multiple duodenal 
ulcers. 

What is the most likely diagnosis? 

Untreated peptic ulcer disease 

Dyspepsia overlapped with irritable bowel 
syndrome 







Zollinger-Ellison syndrome 
Pernicious anaemia 
Somatostatinoma 
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Zollinger-Ellison syndrome 

The key to diagnosis is the multiple duodenal ulcers, 
which should alert one to this syndrome. This is a 
rare condition characterised by multiple duodenal or 
jejunal ulcerations. Diarrhoea may be the only 
presenting symptom, due to acid deconjugation of 
bile salts and inactivation of lipases, resulting in fat 
malabsorption. Vitamin Bi 2 deficiency may be a 
feature. Fasting serum gastrin levels are high and 
this should be taken after patients have stopped 
proton-pump inhibitor for at least 1 week to avoid 
false positive results. Radioisotope scans may show 
hot spots of tumour expressing somatostatin 
receptors. High dose proton-pump inhibitors relieve 
symptoms and octreotide has been used to reduce 
gastrin secretion. The syndrome is under-diagnosed 
and is malignant in approximately 60% of cases. 



•A 






J 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 99 

A 25 -year-old art student is brought into the casualty 
department by her flatmates following one cupful of 
haematemesis. She has been vomiting earlier that day 
after an alcohol binge over the weekend. There is no past 
medical problem and she is on the oral contraceptive pill. 
She drinks 1 5 units of alcohol per week, mainly during 
the weekends. Her mother suffers from primary biliary 
cirrhosis. On examination, her heart rate is 82/minute 
and her blood pressure is 124/70 mmHg. There is mild 
epigastric discomfort. The rest of the examination is 
normal. 

Her blood tests are as below: 



Haemoglobin (Hb) 


12.0 g/dl 


White blood count (WBC) 


6.0 x 10 9 /1 


Platelets 


192x 1071 


Mean cell volume (MCV) 


85 fL 


International normalised ratio 
(INR) 


1.1 


Na+ 


133 mmol/1 


K+ 


3.2mmol/l 


Urea 


6.0 mmol/1 


Creatinine 


61 umol/1 


Bilirubin 


14 umol/1 


Alanine aminotransferase (ALT) 


2411/1(5-35) 


Alkaline phosphatase (ALP) 


140U/1(30- 
150) 


Gamma GT (GGT) 


104 


Albumin 


38glL 



Upper gastrointestinal endoscopy shows no source of 
bleeding. There is no evidence of blood in the 
oesophagus, stomach or duodenum. 

What is the most appropriate step of management? 

Check autoantibody screen 
Liver ultrasound 



♦ 



High dose proton-pump inhibitor for 4 weeks 

Repeat endoscopy in 2 weeks 

Discharge home with General Practitioner follow-up 
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Discharge home with General Practitioner follow-up 

This is a case of Mallory- Weiss tear, which is a 
longitudinal mucosa tear at the gastro-oesophageal 
junction as a consequence of forced retching or 
vomiting. This is produced by a sudden increase in 
intra-abdominal pressure. It is a common cause of 
upper gastrointestinal bleeding in the young, 
classically after an alcohol binge, and the linear tear 
can be seen on endoscopy. Bleeding is usually mild 
and transitory; therefore management is largely 
conservative and patients do not require further 
follow-up. 
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A 32-year-old chef from Pakistan presents with 
abdominal pain, abdominal swelling and weight loss. His 
blood test shows elevated alkaline phosphatase and 
alanine transaminase enzyme levels. He has clinically 
detectable ascites. 

A diagnostic tap was performed which shows the 
below results: 


No.: 100 

Acute portal vein thrombosis 

Diagnostic paracentesis is useful in determining the 
cause of ascites. In more than 97% of cases, 
calculation of the serum to ascites albumin gradient 
(SAAG) complements the clinical assessment to help 
differentiate between those with ascites related to 
portal hypertension (gradient > llg/L) from those 
whose aetiology is not related to portal hypertension 
(gradient < llg/L). (N.B. this may also be expressed 
in g/dl in which case the cut-off is 1.1 g/dl). Causes of 
increased SAAG include cirrhosis, alcoholic hepatitis, 
schistosomiasis, fulminant hepatic failure, Budd- 
Chiari syndrome, acute or chronic portal vein 
obstruction, cardiac diseases and spontaneous 
bacterial peritonitis secondary to cirrhosis. Causes of 
low or normal SAGG include nephrotic syndrome, 
protein losing enteropathy, peritoneal 
carcinomatosis, tuberculous peritonitis, pancreatic 
duct leak and biliary ascites. The ascites white cell 
count is also commonly normal in uncomplicated 
portal hypertension-related ascites. 


Total ascites white cell count 


150/lul(<500/lul) 




Serum-ascites albumin gradient 


21g/L(<llg/L) 


What is the most likely cause of his ascites? 

Tuberculous peritonitis 
Peritoneal carcinomatosis 
Pancreatic ascites 
Biliary ascites 
Acute portal vein thrombosis 
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A 30-year-old man who has a history of manic 
depression is referred from the psychiatric department. 
He is found to have abnormal liver function tests. On 
examination, he is very irritable, dysarthric and ataxic. 

His blood tests are as below: 



Na + 


133 mmol/1 


r 


4.5 mmol/1 


Urea 


14.0 mmol/1 


Creatinine 


220 umol/1 


Bilirubin 


45 umol/1 


Alanine aminotransferase 
(ALT) 


70 U/l (5-35) 


Alkaline phosphatase (ALP) 


401 U/l (30-150) 


Gamma GT (GGT) 


89 


Albumin 


33g/L 



33g/L 

Given the likeliest diagnosis, what therapy is he likely 
to require? 

Desferrioximine 

Trientine 

Venesection 

Genetic analysis 

N-acetylcystiene 
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Trientine 

A young man with basal ganglia signs and deranged 
liver function tests is likely to have Wilson's disease, 
also referred to as hepatolenticular degeneration. It is 
an autosomal recessive disorder of the copper 
metabolism resulting in its accumulation in liver, 
kidneys, cornea and brain. Those affected become 
symptomatic in childhood and early adulthood. 
Chronic hepatitis may lead to cirrhosis and its 
complications. Neurological or psychiatric disease is 
the presenting feature in about 40% of cases. Many 
of these patients have Kayser-Fleischer rings, a 
physical sign pathognomonic of Wilson's disease. It is 
associated with renal tubular acidosis type II. 
Although serum copper and caeruloplasmin can be 
low, specificity is poor. The 2 4 -hour urinary copper 
excretion is rarely less than lOOug and comparison 
can be made following penicillamine challenge. A 
liver biopsy can be diagnostic. Treatments include 
trientine or penicillamine, both of which act as 
copper or chelating agents. A genetic test has been 
difficult to develop due to a number of mutations in 
the gene. 
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A 46 -year-old man complains of acute epigastric pain 
radiating to his back. This is associated with vomiting. 
The pain is improved when he sits forward. He drinks 
half a bottle of whisky per day. On examination, he is 
mildly pyrexial. He looks jaundiced and unwell. He is 
tachycardic and slightly hypotensive. There is 
generalised tenderness of the abdomen. There is no 
guarding or rebound rigidity. Bowel sounds are normal. 
Electrocardiography, erect chest and abdominal 
radiography are normal. Abdominal ultrasonography 
shows a small liver, normal bile ducts and minimal fluid 
around the pancreas 

Which of the following is an indicator of poor 
prognosis for his condition? 

Pa0 2 






9.5 kPa 
Serum albumin = 34 g/1 
Serum calcium = 1.91 mmol/1 
Aspartate aminotransferase = 98 iu/1 
Serum creatinine =150 mmol/1 
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Serum calcium = 1.91 mmol/1 

The above patient has acute pancreatitis secondary to 
alcohol. Second main cause is usually gallstones. The 
pain in pancreatitis can be very severe and relieved 
by leaning forward. In more severe cases, patients 
are often shocked. Identification of those in the poor 
prognostic group may be aided by the Ranson 
criteria, with mortality ranging from 1% for those 
with less than three criteria to 90% for those with 
more than six criteria. Ranson criteria for severity of 
pancreatitis include: on admission: age > 55, white 
cell count > 16.0 x 10 9 /1, fasting blood glucose > 11 
mmol/1, lactate dehydrogenase > 350 IU/1, serum 
aspartate aminotransferase .250 iu/1; within 48 hour 
of admission: haematocrit decrease by > 10%, 
arterial Pa0 2 <8 kPa, serum calcium < 2.0 mmol/1, 
blood urea nitrogen increaso 1.8 mmol/1, base deficit 
> 4mmol/l, fluid sequestration > 6 litres. Other 
assessment systems include the Glasgow score and 
Acute Physiology and Chronic Health Evaluation 
(APACHE) II scoring system. In the Glasgow system, 
albumin of < 32 g/1 is a poor prognostic indicator. 
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A 5 6 -year-old retired teacher presents with acute 
epigastric pain and melaena. He had an upper 
gastrointestinal endoscopy 1 week prior to this and was 
found to have a non-bleeding gastric ulcer. He was 
started on a proton- pump inhibitor. He previously takes 
regular non-steroidal anti-inflammatory drugs for 
arthritis. On examination, his heart rate is 100/min and 
his blood pressure is 90/60mmHg. His abdomen is tender 
with rigidity and absent bowel sounds. Erect chest 
radiography shows a rim of air under the diaphragm. He 
subsequently underwent surgery. 

Following his surgery, he is most likely to have 

reduced absorption of: 

G 



♦ 
♦ 



Folate 
Iron 
Glucose 
Vitamin D 
Nicotinic acid 



No.: 103 



Iron 



It is likely that he will undergo partial gastrectomy 
for a perforated gastric ulcer. Gastric acid is 
required for the conversion of iron from the ferric to 
the ferrous form. It is the ferrous form that is 
absorbed. Anaemia is most commonly due to iron 
deficiency post gastrectomy. Megaloblastic anaemia 
is uncommon. It can be caused by folate deficiency 
(poor intake) or vitamin B i2 deficiency (long-term 
gastritis with atrophy causing intrinsic factor 
deficiency). Diarrhoea post vagotomy is seen in 1 % 
of patients and cholestyramine helps in some 
patients. 
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A 54-year-old businessman is brought in by ambulance 
from the airport with sudden onset excruciating upper 
abdominal pain radiating to his back following a flight. 
He has had recurrent vomiting during the whole of his 
flight. He has a history of hiatus hernia but no history of 
cardiac problems. He drinks ten units of alcohol per 
week. On examination, he is dyspnoeic and cyanosed. 
Blood pressure is equal on both arms and there is no 
radial-radial delay. His saturation is 88% on high flow 
oxygen. Heart sounds are normal. On chest examination, 
there is reduced air entry and dullness to percussion on 
the left side. There is marked epigastric tenderness and 
rigidity. His pain fails to improve with morphine or 
pethidine. Amylase and cardiac enzymes are within 
normal range. Electrocardiography demonstrates sinus 
tachycardia but no other abnormalities. Chest 
radiography shows a left pleural effusion. 

Which of the following is the most likely diagnosis? 

Dissecting thoracic aneurysm 






Aspiration pneumonia 
Acute pancreatitis 
Perforated duodenal ulcer 
Boerhaave's syndrome 



No.: 104 
Boerhaave's syndrome 

Repeated vomiting followed by epigastric pain and 
pleural effusion should make one consider the 
diagnosis of spontaneous rupture of the oesophagus, 
also known as Boerhaave's syndrome. It is relatively 
uncommon but serious and potentially fatal. It is 
complete transmural laceration of the lower part of 
the oesophagus with gastric contents entering the 
mediastinum and pleural cavity. If one were to 
perform a pleural fluid aspirate, one is likely to 
aspirate gastric contents! It is usually caused by 
vomiting against a closed glottis. Other clinical 
features that may suggest the diagnosis include 
odynophagia and surgical emphysema in the neck It 
is more common in men than women and typically 
present in those between 50-70 years old. Early 
operation after appropriate resuscitation offers the 
best chance of survival. 
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A 34-year-old woman presents with a 4-month history of 
diarrhoea and intermittent fresh rectal bleeding. She 
works as a shopkeeper and smokes ten cigarettes per 
day. Her brother suffers from colitis. Blood tests show 
microcytic anaemia and a raised C-reactive protein. 
Colonoscopy shows inflammation in the recto- sigmoid 
colon and a normal terminal ileum. Histology suggests 
indeterminate colitis. She turns up to clinic very keen to 
know the exact diagnosis. 

Which of the following will favour a diagnosis of 
Crohn's disease? 

Anti-endomysial antibodies 

f 

Detection of perinuclear anti-cytoplasmic antibodies 

(pANCA) 






Dilated colon on plain abdominal radiography 
Anti-Saccharomyces cerevisiae antibodies (ASCA) 
Arthritis 
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Anti-Saccharomyces cerevisiae antibodies (ASCA) 

The diagnosis of inflammatory bowel disease is 
mainly based on clinical history, inflammatory 
markers, colonoscopy and histology results. In 
around 10% of patients, it is impossible to distinguish 
ulcerative from Crohn's colitis and this is termed as 
indeterminate colitis. Serological markers may have 
a greater role in the future, as ulcerative colitis is 
strongly associated with perinuclear anti-cytoplasmic 
antibodies (pANCA) whereas the presence of anti- 
Saccharomyces cerevisiae antibodies favour Crohn's 
disease. In a study where inflammatory bowel disease 
patients are compared with control, a positive ASCA 
and a negative pANCA serology had a 49% 
sensitivity and 96% positive predictive value for 
Crohn's disease. 



No.: 106 



•A 



A 30-year-old lady in her third trimester of pregnancy 
presents with deranged liver enzymes and right upper 
quadrant pain. This is her first pregnancy and she is 
normally fit. There are no risk factors for hepatitis. There 
is no family history of liver disorders and she is not on 
any regular medications. She underwent a liver biopsy. 

Which of the following is not a histological feature of 
pregnancy-related liver disease? 

Microvesicular fatty change 

Sinusoidal fibrin deposition 

Subcapsular haematoma 

Periportal fibrosis 

Hepatic infarction 



No.: 106 
Periportal fibrosis 

Pregnancy-related liver disease includes hyperemesis 
gravidarum, which normally presents in the first 
trimester, and abnormal liver tests can be found in 
up to 50% of women. A liver biopsy is not required 
for diagnosis but may show fatty change. Patients 
who develop intrahepatic cholestasis of pregnancy 
classically present with pruritis affecting the limbs 
and trunk An ultrasound scan should be performed 
to exclude common bile ducts stones as a cause of 
jaundice. A liver biopsy is rarely performed but 
shows cholestasis with minimal or no inflammatory 
changes. Other more severe forms of liver 
dysfunction in pregnancy include eclampsia with 
subcapsular haematoma and liver infarction. These 
changes can be seen in HELLP (haemolysis, elevated 
liver enzymes, low platelet) syndrome, whereas in 
acute fatty liver disease of pregnancy, staining is used 
to look for microvesicular fatty change. Fibrosis is 
not seen unless there is pre-existing liver disease. 
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A 79-year-old woman presents with a 3 -month history of 
intermittent jaundice and right upper quadrant pain. She 
drinks minimal alcohol and is a non-smoker. She suffers 
from mild dementia. She had an emergency surgery 
many years ago but she is not able to remember what it 
was for. On examination, she is mildly icteric. There is 
no lymphadenopathy. There is a visible scar on the 
abdomen. 

Her blood tests are as below: 



Bilirubin 


101 umol/1 


Alanine aminotransferase 
(ALT) 


54 U/1 (5-35) 


Alkaline phosphatase (ALP) 


370 U/1 (30- 
150) 


Gamma GT (GGT) 


240 



What is the most likely operation she has had in the 
past? 






Partial gastrectomy for gastric ulcer 

Ileal resection for Crohn's disease 

Right hemicolectomy for caecal carcinoma 



Left lobectomy of the liver for carcinoid tumour 



♦ 



Jejunal resection for gastrointestinal lymphoma 



No.: 107 

Ileal resection for Crohn's disease 

Her abnormal liver function test and abdominal pain 
is likely to be secondary to gallstone disease. Ileal 
resection reduces the reabsorption of bile salts and as 
a result, a reduction in the enterohepatic circulation 
of bile salts. This increases the risk of cholesterol 
stones formation 
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A 31-year-old previously fit and healthy lady is knocked 
over by a cyclist on the pedestrian crossing. She is 
admitted to hospital and has an abdominal computed 
tomography scan. This shows that the spleen and liver 
are normal except for a cyst in the pancreas. The cyst 
shows features of serous cystadenoma. 

Which of the following is the most appropriate 
management? 






Do nothing 
Annual follow-up 
Resection of cyst alone 
Resection of tail of pancreas 
Resection of whole pancreas 
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Do nothing 

Pancreatic cysts are usually seen on imaging as an 
incidental finding for symptoms not related to the 
cyst. Rarely, the cyst can cause mild abdominal 
symptoms. Pancreatic pseudocyst is an encapsulated 
collection of fluid that occurs as a acute or chronic 
pancreatitis. Cystic tumour can occur in the 
pancreas. There are two main types: serous 
cystadenoma, which are usually benign and remain 
benign, and mucinous cystadenoma, which may be 
benign but has the potential to become malignant. 
Computed tomography or magnetic resonant 
imaging can distinguish between the two, or one can 
aspirate the cyst and analyse the fluid for cytology 
and carcinogenic embryonic antigen. If it is a 
mucinous neoplasm, most patients undergo limited 
surgery of the pancreatic cyst. A pseudocyst or 
serous cystadenoma in an asymptomatic patient 
requires no follow-up or surgery. Cysts can also be 
associated with polycystic kidney disease and von 
Hippel-Lindau disease. Considerable debate exists as 
to whether follow up is necessary, and in younger 
patients it may not be, that being said, guidelines 
generally recommend annual review for a period of 
around 4 years. 
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A 17-year-old art student is referred with the following 
blood results. He recently had a upper respiratory tract 
infection. His mother has autoimmune hepatitis. His last 
travel was 4 months ago to Brazil for a school trip. 
Physical examination is normal. He is concerned that he 
may have the same liver disorder as his mother. 



Liver function test results: 




Bilirubin (unconjugated) 


57 umol/1 


Alanine aminotransferase 
(ALT) 


20 U/l (5-35) 


Alkaline phosphatase (ALP) 


75 U/l (30-150) 


Gamma GT (GGT) 


34 



What is the most likely diagnosis? 






. 



Infectious mononucleosis 
Cytomegalovirus hepatitis 
Gilbert's syndrome 
Chronic active hepatitis 
Criggler Najjar Type II 
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Gilbert's syndrome 

Gilbert's syndrome is a harmless disorder of 
bilirubin metabolism and is the commonest of the 
inherited non-haemolytic hyperbilirubinaemia. 
Individuals with this syndrome have a normal life 
span. There are several precipitating factors to raise 
bilirubin including fasting, physical exertion, 
psychological stress, febrile illness and menstruation 
A diagnosis of Gilbert's syndrome can be made if a 
patient has had hyperbilirubinaemia either 
constantly or on at least two occasions over a 6- 
month period. The reniaining of the liver tests should 
be normal. Haemolysis can be excluded with a blood 
film, reticulocyte or serum haptoglobin The 
prognosis is benign and treatment is largely not 
necessary. 
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A 32-year-old man is seen with a long history of 
anaemia. He denies haematemesis or melaena. His past 
medical history includes an episode of intussusception 1 
year ago. He has been investigated previously with an 
upper gastrointestinal endoscopy and a colonoscopy 
which are normal. Lower duodenal biopsies are normal. 
He has since been started on iron tablets. On 
examination, the only significant findings are melanin 
spots on his buccal mucosa and fingers. 

Investigation results are below: 



Haemoglobin (Hb) 


9.1 g/dl 


White blood count (WBC) 


6.0 x 10 9 /1 


Platelets 


192 x 1071 


Mean cell volume (MCV) 


71 fL 


Ferritin 


3 U£/l 



A barium meal and follow through is abnormal and an 
enteroscopy shows multiple hamartomatous polyps 

What is the most likely diagnosis? 

Gardner's syndrome 
Peutz-Jeghers syndrome 



♦ 
♦ 



Cowden syndrome 

Familial adenomatosis polyposis 

Pseudopolyps 



& 
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Peutz-Jeghers syndrome 

Perioral freckling is seen in Peutz-Jeghers syndrome. 
Other areas that may be affected by dark melanin 
flecks include the fingers, toes and perianal skin. It is 
an autosomal dominant condition with small 
intestinal hamartomas and an increased risk of 
gastrointestinal malignancies. It usually presents in 
the second or third decade of life and patients may 
develop anaemia or intussusception. Current 
surveillance recommendations include biennial upper 
and lower endoscopy plus barium meal and follow 
through Cowden' s syndrome is characterised by 
multiple hamartomas of the skin, mucous 
membranes, thyroid and breast, associated with 
hamartomatous polyps of the gastrointestinal and 
urinary tracts. Familial adenomatosis polyposis 
(FAP) is associated with hundreds to thousands of 
colonic adenomas, whereas Gardner's syndrome is a 
form of FAP with osteomas and neuromas. 
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A 51 -year-old Chinese gentleman presents to you with 
hepatitis B. He is teetotal. 

You perforin a series of investigations and the results 
are as below: 



Hepatitis B surface 
Antigen 


positive 


Hepatitis B e Antigen 


negative 


HBV DNA level 


500,000 copies/ml 


Alanine 
aminotransferase (ALT) 


96 U/l (5-35) 


Liver biopsy 


Moderate hepatitis with 
bridging fibrosis 



Which of the following is the most appropriate 
management? 

Close monitoring of liver function test 






Repeat biopsy in 2 years 

Start pegylated interferon 

Start pegylated interferon and ribavirin 

Start lamivudine 
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Start pegylated interferon 

The prevalence of e antigen negative chronic 
hepatitis B is rising as in this case. This highlights the 
importance of liver biopsy. Treatment is 
recommended based upon the advanced histologic 
features on his liver biopsy. Pegylated interferon 
should be started first whether the patient is e 
antigen positive or not, and if there is lack of 
response, consider adefovir or lamivudine. Adefovir 
is preferred over lamivudine due to its low resistance 
rate. The indication for hepatitis B treatment is based 
on three factors: abnormal alanine aminotransferase 
on at least one occasion, liver biopsy showing fibrosis 
and hepatitis B viraemia > 10 5 copies/ml 



V VT 



fe\S 



No.: 112 

A 60-year-old woman is seen in the cardiology 
outpatient with a new murmur. She also describes 
intermittent episodes of flushing and diarrhoea for the 
last 4 months. She has a history of hay fever and 
complains of intermittent wheeziness which she has 
never had before. On examination, the blood pressure 
and jugular venous pressure are normal. There is a 
diastolic murmur in the pulmonary area which increases 
with inspiration. Her chest is clear. There is a palpable 
liver edge with right upper quadrant tenderness. 
Neurological examination is normal. 

Which of the following investigations is most 
appropriate? 

Fasting gut hormones 

Thyroid function test 
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Urinary 5-hydroxyindoleacetic acid (HIAA) 

This is carcinoid syndrome, which is a classic 
favourite for exams. Presentations include cutaneous 
flushing, diarrhoea, bronchospasm and cardiac 
abnormalities. The investigation of choice is urinary 
5-HIAA, which is a metabolism product of serotonin 
Altered tryptophan metabolism occurs in almost all 
patients with carcinoid where up to 70% of is 
converted to serotonin. These patients develop right- 
sided valvular fibrosis and murmurs that are loudest 
during inspiration Urinary catecholamines are used 
to detect phaechromocytoma. 



♦ 



Urinary catecholamines 

Urinary 5-hydroxyindoleacetic acid (HIAA) 

Urinary serotonin 
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A 3 5 -year-old hospital phlebotomist develops a needle 
stick injury at work. She is normally fit and well and 
does not drink any alcohol. She is unfortunately found to 
have abnormal blood results and later on develop an 
extra-hepatic manifestation of her disease. 



Blood test results: 




Hepatitis B surface Antigen 


positive 


Hepatitis B e Antigen 


positive 


Hepatitis C antibody 


negative 


Retroviral test 


negative 


Alanine aminotransferase 
(ALT) 


56U/l(5-35) 



Which of the following manifestations is least likely to 
be associated with her illness? 






Maculopapular rash 
Guillain — Barre syndrome 
Membranoproliferative glomerulonephritis 
Cryoglobulinaemia 
Polyarteritis nodosa 



No.: 113 
Cryoglobulinaemia 

There are a number of extra-hepatic disorders 
associated with hepatitis B, many with an 
autoimmune basis. Cryoglobulinaemia is much more 
likely to be associated with hepatitis C infection, 
although some literature does now exist describing an 
association with Hepatitis B, although this is usually 
with the Hep B e- mutant. 
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A 60-year-old retired teacher presents with an itchy rash 
on her trunk and elbows. She has a 20-year history of 
coeliac disease and claims to be on a gluten- free diet. 
She had a thyroidectomy 10 years ago. She drinks two 
cans of beer per day. On examination, she has 
xanthelasma and excoriation marks on her body. There 
are no stigmata of chronic liver disease. The rest of the 
physical examination is normal. 

Her blood tests show 



Haemoglobin (Hb) 


10.7 g/dl 


White blood count (WBC) 


3.7 x 1071 


Platelets 


148x 1071 


Mean cell volume (MCV) 


76 fL 


Bilirubin 


29 umol/1 


Alanine aminotransferase 
(ALT) 


308 U/1 (5-35) 


Alkaline phosphatase (ALP) 


1063 U/1 (30- 
150) 


Gamma GT (GGT) 


520 


Albumin 


36glL 


Erythrocyte sedimentation ratio 


81 mm/hr 


Lactate dehydrogenase 


459 U/1 


Anti-smooth muscle antibody 
(ASMA) 


Negative 


Anti -mitochondrial antibody 
(AMA) 


Positive (1 in 
80) 


Ultrasound scan of liver 


Normal 



What is the most appropriate treatment? 

Penicillamine 
Ursodeoxycholic acid 
Phenobarbitone 
Corticosteroids 
Azathioprine 
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Ursodeoxycholic acid 

This woman has evidence of dermatitis herpetiformis 
likely to be a result of lack of compliance with her 
diet. She also has other autoimmune disease like 
thyroid disorder. She has now developed PBC 
associated with her coeliac disease. In PBC, liver 
function tests are cholestatic and the presence of anti- 
mitochondrial antibody of a titre > 1:40 is highly 
suggestive of PBC Ursodeoxycholic acid is widely 
used and meta-analysis has shown that it improves 
liver biochemistry and delays disease progression 
Other drugs like methotrexate, azathioprine, 
corticosteroids, cyclosporine and penicillamine have 
been tried but clinical benefit is unproven and side 
effects may be significant. 
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A 42-year-old woman presents with pins and needles in 
her hands and feet. She incidentally describes weight 
loss and offensive smelling stool. She has a history of 
small bowel diverticulae and anaemia. She is a non- 
smoker and non- drinker. She eats red meat. On 
examination, the power and tone in her legs are normal. 
There are exaggerated knee jerks and absent ankle jerks. 
Joint position and vibration sense are absent below her 
ankles. The plantar responses are extensor. 

Investigation results: 



Hb 


10.3 g/dl 


White blood count (WBC) 


5.0 10 9 /1 


Platelets 


1421071 


Mean cell volume (MCV) 


107 fL 


Bilirubin 


32 lumoi/1 


Alanine aminotransferase (ALT) 


22U/l(5-35) 


Alkaline phosphatase (ALP) 


45 U/l (30-150) 


Albumin 


35g/L 




Blood 
film 


Macrocytosis and hy] 
neutr phils 


)er segmented 


Ferritin 


46 lug/1 (4-120) 


Serum 
B12 


80 ng/1 (160-900) 


I A^^ 


Folate 


50 lug/1 (3-20) 



Schilling test: 

Oral labelled vitamin B12 secreted in urine: 



Pre intrinsic factor 


3% 


Post intrinsic factor 


4% 



What is the most likely diagnosis? 

Terminal ileal Crohn's disease 






Chronic pancreatitis 
Bacterial overgrowth 
Pernicious anaemia 
R-Binder deficiency 
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Bacterial overgrowth 

This lady has evidence of subacute combined 
degeneration of the cord, as shown by dorsal column 
signs, peripheral neuropathy and upper motor 
neuron signs. She has macrocytic anaemia. This is 
due to vitamin B12 deficiency and pernicious 
anaemia is excluded in the Schilling test which fails to 
correct with intrinsic factor. The clue comes from her 
history of small bowel diverticular disease and 
elevated folate. Vitamin B 12 malabsorption occurs in 
this diverticulosis due to bacterial overgrowth and 
the bacteria synthesise folate which becomes 
markedly elevated. 
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A 59-year-old man presents to his GP complaining of 
difficulty in swallowing. This problem had initially been 
for solids and the patient had thought it was related to his 
episodes of heart burn, but he has recently started having 
problems swallowing liquids as well. Consequent to this 
problem, he has lost about 8 kg of weight in the last 2 
months. His other symptoms include pain in the 
retrosternal area and bouts of coughing at night. He is 
otherwise fit and well and apart from taking self 
medication in the form of Gaviscon for heartburn, he is 
on no other medications. He is a smoker of a pack of 
cigarettes per day and has been for about 20 years. 
Which of the following imaging investigations would 
be LEAST useful in this patient? 






♦ 



Barium swallow 
Oesophagogastroduodenoscopy 
Abdominal and chest CT scans 
Bronchoscopy 
Endoscopic ultrasound 
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Bronchoscopy 

Oesophogeal carcinoma tends to present late such 
that by the time the patient becomes symptomatic, 
spread to the regional lymph nodes has already 
occurred. It is much more common in men than in 
women with a male to female ratio of 7:1. Dysphagia 
is the commonest presenting symptom, initially for 
solids but progressing to liquids, followed by weight 
loss and pain in the retrosternal/epigastric area. 
Direct invasion of the tracheobronchial tree by the 
tumour or aspiration of undigested foods can both 
cause respiratory symptoms. All of the above imaging 
investigations are viable but in this patient, given the 
history of heartburn and acid reflux, it is most likely 
that the tumour is in the lower third of the 
oesophagus — bronchoscopy is indicated for tumours 
of the middle and/or upper third of the oesophagus to 
exclude invasion of the tracheobronchial tree. 
Gastro-oesophageal reflux is the most common 
predisposing factor for adenocarcinoma of the 
oesophagus, which develops from the pre-malignant 
condition of Barrett oesophagus, which in turn, is a 
consequence of the irritation caused by the reflux of 
acid and bile. 
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A 39-year-old business woman underwent a routine 
medical for health insurance purposes. She is normally 
fit and well and denies any medical problems. She is a 
non-smoker and consumes about 10-15 glasses of wine 
per week at work functions. She is on no medications. 
However, routine laboratory tests showed some 
abnormalities of her liver function, with raised aspartate 
aminotransferase (AST), alanine aminotransferase 
(ALT), hypertriglyceridaemia and hyperlipidaemia. 
Which of the following statements about the 
suspected diagnosis is TRUE? 

Anabolic steroids may be of use in treatment 
** 

Gamma glutamyl transpeptidase (GGT) is a 

sensitive and specific diagnostic test 

Men are at greater risk of developing this condition 
than women 






The condition is fatal 
Portal hypertension is rare 



•A 
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Portal hypertension is rare 

Alcoholic fatty liver (simple steatosis) is an early and 
reversible consequence of excessive alcohol 
consumption and with complete abstinence, the 
histological changes seen in the liver can return to 
normal within 2-4 weeks. Lower doses of alcohol are 
required to develop more severe alcoholic liver 
disease in women than in men — this condition also 
develops more quickly in the female sex. Simple 
steatosis is usually asymptomatic but a thorough 
history is required to determine the role of alcohol in 
the abnormal biochemical profile of the patient. 
Special emphasis should be placed on determining 
the amount of alcohol consumed as well as the 
patient's occupation, since some occupations lend 
themselves to 'silent' drinking more than others. 
Liver function tests are deranged with an increase in 
the aminotransferase levels but although Gamma 
glutamyl transpeptidase (GGT) may be elevated in 
relation to alcohol use, it is neither specific nor 
sensitive. Abstinence and an adequate diet are the 
mainstays of treatment in simple steatosis — anabolic 
steroid use may be detrimental. Simple steatosis is 
rarely fatal. Excess alcohol use is a cause of a 
secondary hyperlipidaemia. 
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A 47-year-old woman is admitted with a history of 
progressive shortness of breath for 1 week's duration. 
The patient is known to have liver cirrhosis secondary to 
chronic hepatitis C, and is taking furosemide 40 mg BID, 
aldactone 100 mg BID, propranolol 20 mg TID and 
lactulose 30 ml TID. On examination the patient has 
signs of right-sided pleural effusion, mild to moderate 
ascites and peripheral oedema. The chest X-ray shows a 
large right-sided pleural effusion. She is placed on a low- 
salt diet; furosemide is increased to 60 mg BID and 
aldactone to 150 mg BID. Thoracocentesis is performed 
and 2.5 litres of fluid removed. 
Analysis of the fluid shows: 



pH 


7.5 


Glucose 


4.8 mmol/litre 


Protein 


llg/1 


serum 
protein 


27g/l 


LDH 


115U/litre 


serum 


LDH 220 U/litre 


WBC 


200 10 9 /litre predominantly 
neutrophils 



CT scan of the chest reveals no abnormality other than 
effusion. 

The patient improves over the next 2 days, and a further 
2 litres of fluid is aspirated. After 7 days, the patient 
again re-accumulates a right-sided effusion occupying 
half of the right hemithorax. 

Which of the following is the best option to prevent 
re- accumulation of pleural effusion? 

Transjugular intrahepatic portosystemic shunt 
placement (TIPS) 

(• 

Large-bore chest tube 

Chemical pleurodesis 

Videothoracoscopic closure of diaphragmatic 
defects 

Liver transplantation 
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Liver transplantation 

This patient has hepatic hydrothorax, which is the 
presence of a pleural effusion > 500 ml in a patient 
with cirrhosis, in whom no other cause of effusion is 
found. 

The negative intrathoracic pressure during 
inspiration sucks the peritoneal fluid through small 
diaphragmatic defects into the pleural space. It 
usually occurs on the right side. 

Management involves ruling out other causes by 
pleural fluid analysis and CT scan of chest. Effusion 
can be managed by a low-salt diet and diuretics. 
Patients with persistent hydrothorax despite 
adequate diet and diuretic therapy should undergo 
evaluation and referral for liver transplantation, as 
this is the best treatment to resolve the hydrothorax. 

For those patients who cannot undergo liver 
transplant, TIPS can result in significant resolution 
of hydrothorax in 60-80% of cases. 

Pleurodesis and repair of diaphragmatic defects is 
less effective than TIPS. 

Chest tubes will not prevent the re-accumulation of 
fluid. 
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A 17-year-old girl is referred to hospital for investigation 
of her short stature. She has had intermittent episodes of 
abdominal pain and diarrhoea over the last two years, 
which have settled. Her general practitioner has 
diagnosed gastroenteritis previously. She also complains 
of recent onset hip pain which is affecting her walking 
and she has missed college on a few occasions. She takes 
occasional ibuprofen and does not smoke. Her 
grandmother is under surveillance for colonic polyps. On 
examination, she is pale. There is no lymphadenopathy. 
She has generalised abdominal tenderness, but there is 
no organomegaly. 
A blood count shows: 



Haemoglobin (Hb) 


8.4 g/dl 


White blood count (WBC) 


3.1 1071 


Platelets 


801071 


Mean cell volume (MCV) 


110 fl 


Erythrocyte sedimentation ratio 


84mm/h 



Biochemistry is normal. She subsequently underwent a 
barium follow-through and a bone marrow aspirate 
which shows megakaryocytes. 

The radiologist commented on the Kantor's string sign 
seen on the barium meal and follow through. 



What is the most likely diagnosis? 



• 



♦ 



Ulcerative-j ejuno- ileitis 
Jejunal diverticulosis 
Pneumatosis coli 
Small bowel Crohn's disease 
Familial adenomatosis polypoisis 



•A 
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Small bowel Crohn's disease 

Barium meal and follow -through in Crohn's disease 
may show thickening of the valvulae conniventes and 
narrow stricture at the distal end of the terminal 
ileum, which represents the string sign (of Kantor). 
These radiological signs are pathognomonic for 
Crohn's disease. A plain abdominal radiograph may 
be useful in active disease as it may show mucosal 
oedema (thumb-printing), loss of haustrations 
(colonic Crohn's) and sacroilitis. Her hip pain may be 
secondary to sacoilitis. The bone marrow 
appearances are those of megaloblastic anaemia. The 
nucleated red cells show an open nuclear chromatic 
pattern The likeliest cause of megaloblastic anaemia 
in Crohn's disease is malabsorption of vitamin B12 
due to disease of the terminal ileum. Ulcerative 
jejuno-ileitis is a very severe form of coeliac disease 
with a very poor prognosis, and some patients may 
respond to corticosteroids and gluten withdrawal. 
Pneumatosis coli is a benign condition of multiple 
gas-filled submucosal cysts in the colon, commonly 
associated with chronic obstructive airway disease. 
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A 5 3 -year-old businessman presented with upper abdominal 
pain, jaundice, anorexia and general malaise. He recently 
travelled to South East Asia for work. Prior to his travel, he 
was vaccinated against typhoid, cholera, yellow fever and 
hepatitis A, but admits to not taking any malaria prophylaxis. 
He has been well up to five days after his return. He was in 
Thailand two days before flying back and was invited to a 
dinner function by a client. He was drinking heavily mat 
evening and in order to prevent a hangover, he took two 
paracetamol and went to bed. He looked at himself in the 
mirror the next morning and found mat his sclera and skin had 
turned yellow. He smokes 30 cigarettes a day and drinks 
approximately five whiskies per night, although admits that he 
may have drunk more whilst in Thailand. On examination, he 
looks unwell and is deeply jaundiced. He has a mild hepatic 
flap. He is mildly pyrexial. His blood pressure is 95/50 mmHg 
and pulse is 1 10/min irregularly irregular. He has normal heart 
sounds. On chest examination, there are left basal crackles. 
Abdominal examination reveals right upper quadrant 
tenderness and the flanks are dull to percussion. Neurological 
examination is normal. 
Results of investigations are shown below: 



Haemoglobin (Hb) 


14.0 g/dl 


White blood count (WBC) 


14.0 x io7l 


Platelets 


152x 107l 


Mean cell volume (MCV) 


101 fl 


International normalised ratio (INR) 


1.6 


Na + 


133 mmol/1 j 


K + 


3.4mmol/l 


Urea 


2.0 mmol/1 


Creatinine 


60 Limol/1 


Bilirubin 


165 Limol/1 


Alanine aminotransferase (ALT) 


56 UA (5-35) 


Aspartate aminotransferase (AST) 


119 U/l (10-40) 


Alkaline phosphatase (ALP) 


235 U/l (30-150) 


Gamma GT (GGT) 


199 


Albumin 


32 g/1 


Ferritin 


801 Lig/1 


Paracetamol level 


Not detectable 


Chest and abdominal radiography 


Normal 


Electro cardiography 


Atrial fibrillation 



Which of the following most closely describes the cause of 
his condition? 

Alcoholic liver disease with alcoholic hepatitis 

(• 

Alcoholic liver disease complicated by acute hepatitis B 

infection 

(* 

Alcoholic liver disease complicated by acute paracetamol 

toxicity 



♦ 



Alcoholic liver disease complicated by malaria infection 
Haemochromatosis complicated by paracetamol toxicity 
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Alcoholic liver disease with alcoholic hepatitis 

This gentleman has evidence of long-standing liver 
disease which is most likely to be secondary to 
alcohol consumption, supported by high mean cell 
volume, low urea and poor synthetic function (low 
albumin and prolonged international normalised 
ratio). In this case, his recent step-up in alcohol 
intake is likely to explain the cause of alcoholic 
hepatitis. It is less likely to be due viral hepatitis, as 
one would expect the alanine transferase (ALT) level 
to be much higher in acute viral hepatitis. Ferritin is 
a non-specific acute phase reactant and is normally 
elevated in alcoholic liver disease, rather than 
haemochromatosis. This man's atrial fibrillation is 
probably secondary to alcoholic cardiomyopathy. In 
alcoholic hepatitis, patients are usually pyrexial and 
50% have peripheral leucocytosis, irrespective of 
infection. Hepatic decompensation with 

coagulopathy, encephalopathy and ascites is not 
unusual. The aspartate aminotransferase (AST)/ALT 
ratio is usually greater than 2, well into the recovery 
period. Discriminant function (DF) may be used to 
identify patients at high risk of mortality and to 
select patients for corticosteroid therapy. DF = 4.6 x 
(prothrombin time-control) + bilirubin (in mg/dl). 
DF>32 indicates a 1 month mortality of 50%. The 
new Glasgow alcoholic hepatitis score based on age, 
serum bilirubin, blood urea, prothrombin time and 
peripheral blood white blood cell count has recently 
been shown to be a better scoring system in 
predicting mortality. 
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A 16 -year-old boy is admitted to hospital with severe 
upper abdominal pain radiating to his back, associated 
with nausea and vomiting. He opens his bowels 3-4 
times per day with loose stools and mucus. He was 
diagnosed with ulcerative colitis six months ago, and has 
had several flare-up of his disease requiring steroids over 
the last three months. He is a non-smoker and non- 
drinker. His current medications are azathioprine 50 mg 
daily, prednisolone 10 mg daily and omeprazole. He 
consulted his general practitioner with similar symptoms 
a few weeks ago and was started on high-dose steroids 
for exacerbation of colitis. On examination, he looks 
unwell. His temperature is 37.6 °C. Blood pressure: 
100/50 mmHg. Pulse: 100/min regular. Chest and 
cardiovascular examination are unremarkable. There is 
tenderness in the left hypochondrial region with normal 
bowel sounds. Rectal examination is very tender but 
empty. 
His blood results are as below: 



Haemoglobin (Hb) 


1 1 .4 g/dl 


White blood count (WBC) 


13.5 x 1071 


Platelets 


494 x 1071 


Na + 


133 mmol/1 


K + 


3.3 mmol/1 


Urea 


8.2 mmol/1 


Creatinine 


110umol/l 


Bilirubin 


43 umol/1 


Alanine transferase (ALT) 


51 U/1 (5-35) 


Alkaline phosphatase (ALP) 


170 U/1 (30- 
150) 


Albumin 


35g/l 


Corrected calcium 


2.08 mmol/1 


C-reactive protein 


65mg/l(0-10) 


Chest and abdominal 
radiography 


Normal 



What is the most likely diagnosis to explain his 
current admission? 






Steroid refractory ulcerative colitis 

Acute pancreatitis secondary to azathioprine 



Choledocholithiasis associated with ulcerative 
colitis 



• 



Acute gastroenteritis complicating ulcerative colitis 
Peptic ulcer disease secondary to high- dose steroids 
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Acute pancreatitis secondary to azathioprine 

The diagnosis lies mainly in the symptoms, which are 
consistent with pancreatitis and one will expect his 
amylase to be high Pancreatitis due to medications is 
an unusual event, but has been reported to be 
associated with drugs used for inflammatory bowel 
disease including sulphasalazine, 5- aminosalicylic 
acid compounds, 6-mercaptopurine and azathioprine. 
The pathogenesis of drug-induced pancreatitis may 
be due to an idiosyncratic response in some cases (e.g. 
6-mercaptopurine, azathioprine). 

Drug-induced pancreatitis has no distinguishing 
clinical features. A high index of suspicion and 
careful drug history are therefore essential for 
making the diagnosis. The time course of developing 
the disorder depends upon the drug involved and can 
vary from weeks to months. The prognosis of drug- 
induced pancreatitis is generally excellent. 
The patient has steroid-responsive disease and his 
colitis has been controlled by reducing doses of 
steroids. Peptic ulcer disease is less likely with a 
proton pump inhibitor cover. 
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No.: 122 

A 3 5 -year-old man complains of weight loss, 
intermittent yellowing of his eyes and severe itching. He 
works as a banker and drinks socially, but admitted to 
having drunk more than he should when meeting clients. 
He smokes 10 cigarettes per day. His 29-year-old brother 
was recently diagnosed with ulcerative colitis. On 
examination, he is jaundiced. His abdomen is soft and 
non-tender with no palpable masses. 

His liver function tests are as below: 



Bilirubin 


68 umol/1 


Alanine transferase (ALT) 


60U/l(5-35) 


Alkaline phosphatase (ALP) 


398 U/l (30-150) 



Ultrasound scan shows normal ducts. No gallstones or 

pancreatic mass is seen. 

Endoscopic retrograde cholangiopancreatography 

(ERCP) shows intrahepatic and extrahepatic duct 

stricturing 

If this man were to develop end-stage disease due to 
his condition, which of the following would NOT be 
considered an indication for liver transplantation? 

Bilirubin >1 00 umol/1 

Recurrent bacterial cholangitis 

Ascites 

Biliary dysplasia 

Refractory itching 



• 
• 
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Biliary dysplasia 

This man has primary sclerosing cholangitis; 75% is 
associated with inflammatory bowel disease, 
particularly ulcerative colitis, although colitis is 
frequently asymptomatic and unsuspected. It is more 
likely in his case with a family history of colitis. It is 
associated with an increased incidence of colonic 
cancers. Jaundice tends to fluctuate in primary 
sclerosing cholangitis, unlike primary biliary 
cirrhosis, which is progressive. Other diagnostic 
criteria include positive perinuclear pattern of 
antineutrophil cytoplasmic antibodies and 
ultrasonography, which shows no obstruction The 
gold standard for diagnosis is endoscopic retrograde 
cholangiopancreatography (ERCP) but liver biopsy 
sometimes helps with the diagnosis. Therapeutic 
options are limited and ursodeoxycholic acid has 
been shown to improve liver function tests but there 
is no evidence on survival free of liver failure. Liver 
transplantation is appropriate for selected patients 
but disease recurrence is observed in 30% of 
patients. Most liver units consider 

cholangiocarcinoma to be a contraindication to liver 
transplantation Complete tumour clearance is 
seldom achieved survival in most series has been less 
than 20%. 
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A 5 5 -year-old man is admitted to hospital with large 
fresh haematemesis. He has a history of alcoholic liver 
disease. He is known to have had grade 1 oesophageal 
varices on endoscopy three years ago. His only 
medication includes thiamine. On examination, he is 
unwell with a blood pressure of 90/50 mmHg. Pulse is 
120/min. His abdomen is soft and non- tender. Rectal 
examination shows melaena. 
Results of his blood tests are: 



Haemoglobin (Hb) 


7.6 g/dl 


White blood count (WBC) 


12.5 x 1071 


Platelets 


99 x 10 9 /1 


Mean cell volume (MCV) 


101 fl 


International normalised ratio (INR) 


1.8 


Na + 


133 mmol/1 


K + 


5.5 mmol/1 


Urea 


9.5 mmol/1 


Creatinine 


70 umol/1 



He is actively resuscitated with fluids and blood products 
while awaiting urgent upper gastrointestinal endoscopy. 

Which of the following is the best therapeutic option 
in controlling this man's variceal bleed? 



♦ 






Propranolol and variceal sclerotherapy 
Balloon tamponade and terlipressin 
Variceal sclerotherapy and terlipressin 
Variceal banding alone 
Variceal banding and terlipressin 
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Variceal banding and terlipressin 

Combination of banding and terlipressin appears to 
be most effective in controlling acute variceal bleed, 
rebleeding rate and early complications. 
Sclerotherapy is superior to balloon tamponade 
alone, terlipressin alone and a combination of 
terlipressin and balloon tamponade for control of 
active variceal haemorrhage. Randomised controlled 
trials have shown banding to be superior to 
sclerotherapy in achieving acute haemostasis (86 
versus 77% in the largest study) and prevention of 
early rebleeding. Complication rates appear to be 
lower in the banding group. Somatostatin, octreotide 
or terlipressin is effective in acute management of 
variceal bleed, but combined therapy with banding 
(or scleropathy as a second choice if banding is not 
possible for technical reasons) has been shown to be 
more effective. Non-selective beta-blocker and 
nitrates reduce portal pressure and risk of bleeding. 
According to the British Society of Gastroenterology 
guidelines, patients with grade 2 or 3 varices on 
elective endoscopy require propranolol prophylaxis. 
Beta-blocker is not as useful in this acute setting to 
avoid further hypotension. Mortality of variceal 
bleed is 50% with each episode. 
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A 34-year-old nurse has had recurrent admissions for 
intermittent upper abdominal pain especially after fatty 
food for the last four years. She has been extensively 
investigated with an upper gastrointestinal endoscopy 
and an ultrasound scan of the biliary tree, both of which 
are normal. She underwent a magnetic resonance 
cholangiopancreatogram (MRCP), which was normal, 
and is currently awaiting an endoscopic retrograde 
cholangiopancreatogram(ERCP) She is a teetotaller. She 
has a history of depression and takes the oral 
contraceptive pill. 

She has normal serum immunoglobulins levels and 
her liver function tests are as below: 



Bilirubin 


14 umol/1 


Alanine transferase (ALT) 


40 U/l (5-35) 


Alkaline phosphatase (ALP) 


156 U/l (30-150) 


Amylase 


100 U/l (60-180) 



What is the most likely diagnosis? 

Recurrent chronic pancreatitis 






Acute acalculous cholecystitis 
Primary biliary cirrhosis 
Sphincter of Oddi dysmotility 
Munchausen's syndrome 
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Sphincter of Oddi dysmotility 

Sphincter of Oddi dysmotility (SOD) can cause 
backup of bile and pancreatic juices which can result 
in biliary colic. More prolonged obstruction may 
result in bile leaking back into the bloodstream, 
which can cause transient abnormal liver 
biochemistry. SOD most commonly occurs in young 
females especially those who have previously 
undergone cholecystectomy. At endoscopic 
retrograde cholangiopancreatogram (ERCP), 
delayed drainage of contrast is seen and SOD 
manometry can confirm the diagnosis. There is 
usually a high resting pressure with marked phasic 
contractions and often some retrograde peristalsis. 
Endoscopic sphincterotomy or balloon 

sphincteroplasty often relieves this condition 



,,j 
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No.: 125 

A 56-year-old man presents with a Glasgow coma scale (GCS) 
of 5/15 after being found on the floor by his neighbour. The 
only past medical history available is that he has chronic 
hepatitis C. Medication found in his bag includes tramadol, 
diclofenac and furosemide. His temperature is 38.0°C. Blood 
pressure is 100/60 mmHg, pulse 120/min. Heart sounds are 
normal. There are coarse crackles on his right lung base. His 
abdomen is distended with shifting dullness. His pupils are 
equal and reactive and the plantars are flexor. He is transferred 
to the intensive care unit and receives fluid resuscitation and 
broad- spectrum antibiotics for his chest. All his usual 
medications are stopped. 
Initial blood tests are as below: 



Haemoglobin (Hb) 


13.0 g/dl 




White blood count (WBC) 


13.0 x 1071 




Platelets 


134x 107l 




Mean cell volume (MCV) 


101 fl 




International normalised ratio (INR) 


1.6 




Na + 


137mmol/l 




K + 


3.4mmol/l 




Urea 


1 1 .0 mmol/1 




Creatinine 


130 umol/1 




Bilirubin 


38 urn old 




Alanine transferase (ALT) 


88U/l(5-35) 




Alkaline phosphatase (ALP) 


235 Ud (30-150) 




Albumin 


32g/l 




Urinalysis 


No blood or protein 




Computed tomography scan of brain 


Cerebral atrophy 




No intracerebral haemorrhage or lesions 




Computed tomography scan of 
abdomen 


Free fluid in pelvis; cirrhotic 
hver 




Three days later, he becomes oli£ 
no evidence of ureteric obstructic 
Repeat renal function shows: 


fouric. Ultrasound 
>n. He has become 


scan sho\ 
apyrexia 


VS 

I. 


Na + 


128mmol/l 




K + 


3.2mmol/l 




Urea 


25.0mmol/l 




Creatinine 


300 urn old 




Urinary 
sodium 


8 mmol/day 




Ascitic tap 


Polymorphic neutrop 
organism 


Til count 30 cells/mm 3 


No 




Blood culture 


Negative 





What is the most likely diagnosis for his worsening renal 
function? 






Septicaemia 

Nephrotoxic drugs 

Hepatitis B-associated membranous glomerulonephritis 

Acute tubular necrosis 

Hepatorenal syndrome 



No.: 125 
Hepatorenal syndrome 

The answer is hepatorenal syndrome, which is 
usually a diagnosis of exclusion, after other potential 
causes of acute renal failure have been ruled out. 
There is no compelling evidence of sepsis 
(symptomatic bacteraemia) or spontaneous bacterial 
peritonitis. The raised white cell count and initial 
pyrexia are in keeping with likely chest infection, 
which has been treated. Urinalysis is negative for 
urine sediment containing red cells or casts, making 
glomerulonephritis less likely. He has also been fully 
fluid resuscitated and remains oligouric. The 
hepatorenal syndrome refers to the development of 
acute renal failure in a patient who has advanced 
liver disease, due to cirrhosis, who has no identifiable 
cause of intrinsic renal disease. It usually represents 
the end-stage of a sequence of reductions in renal 
perfusion induced by increasingly severe hepatic 
injury. Splanchnic vasodilatation appears to play an 
important role in the decline in renal function in 
hepatic disease. The following definition and 
diagnostic criteria have been proposed for the 
hepatorenal syndrome: 

Wr 1^7 1 

(a) Chronic or acute hepatic disease with advanced 

hepatic failure and portal hypertension; (b) a plasma 
creatinine concentration above 133 umol/1 that 
progresses over days to weeks; (c) the absence of any 
other apparent cause for the renal disease, including 
shock, active sepsis, current nephrotoxic drugs, and 
the absence of ultrasonographic evidence of 
obstruction or parenchymal renal disease. It is 
particularly important to exclude spontaneous 
bacterial peritonitis, which is complicated with acute 
renal failure; (d) a urine sodium concentration below 
10 meq/1 (off diuretics) and protein excretion less 
than 500 mg/day; (e) lack of improvement in renal 
function after volume expansion with 1.5 litres of 
isotonic saline 
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A 49-year-old Somalian woman is referred to the 
cardiology clinic with a heart murmur and symptoms of 
flushing, especially when she drinks alcohol. She has a 
history of atrial fibrillation and thyroid disease. An 
echocardiogram and ultrasound scan are arranged but she 
misses her appointments and defaults to follow up. Nine 
months later, she re-presents to the emergency 
department with widespread pigmentation on her face 
and neck, confusion and diarrhoea. 

What is the cause for her new symptoms? 

Cerebral systemic lupus erythematosus 






♦ 



Cerebral tuberculosis 
Cerebral abscess 
Amiodarone toxicity 
Pellagra 



No.: 126 
Pellagra 

Pellagra is characterised by the '4Ds', which include 
dementia, diarrhoea, dermatitis and death The rash 
is photosensitive and normally affects the face, neck 
and forearm. It is rare and can be either primary or 
secondary. Primary causes include niacin or 
tryptophan (precursor of niacin) deficiency. 
Secondary causes include carcinoid syndrome, which 
is what this lady has. Patients with carcinoid get 
pellagra as the tumour cells convert tryptophan to 
serotonin, therefore reducing endogenous niacin 
production. It can also present in patients with 
anorexia nervosa, chronic alcoholism, 

gastrointestinal tuberculosis and human 

immunodeficiency virus. In carcinoid syndrome, 
patients develop right-sided valvular disease and if 
she has attended for her echocardiogram, the 
possible findings are tricuspid incompetence or 
pulmonary stenosis. 



•A 






J 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 127 

A 43 -year-old medical secretary with dermatomyositis is 
referred from the dermatologist with a short history of 
dysphagia. She has been using the food processor to 
liquidise her solid food but now find fluids increasingly 
difficult too. The pain is worse in the throat at the 
beginning of each meal and eases with each mouthful. 
She has no previous history of dyspepsia. She is a long- 
term heavy smoker and drinks socially. Her mother had a 
gastrectomy for peptic ulcer disease. She now wakes up 
at night very breathless. She finds eating very distressing 
and feels that she has lost weight. 

What is the most likely diagnosis? 

Oesophageal carcinoma 






Systemic sclerosis 

Benign peptic stricture 

Tracheo-oesophageal fistula 

Bronchial carcinoma with oesophageal metastases 



•A 



No.: 127 
Oesophageal carcinoma 

The history of rapid progression from solid to liquid 
dysphagia is more suggestive of a stenosing lesion. 
The lack of dyspeptic or reflux symptoms makes 
benign peptic stricture less likely. Dermatomyositis is 
associated with oesophageal malignancy. If the 
history of dysphagia starts off with solids and liquids 
from the outset, neuromuscular problem or achalasia 
is more likely. She is breathless at night probably due 
to aspiration, or the possibility of thoracic spread. 
There is nothing here to suggest a fistula, where 
classically a cough occurs after a delay, following 
swallowing. Oesophageal involvement occurs in 90% 
of those with systemic sclerosis, and symptoms are 
usually of heartburn or acid regurgitation (due to 
failure of the gastro-oesophageal physiological 
sphincter to close). In order to confirm the diagnosis 
of oesophageal malignancy, a histology sample is 
required. Oesophageal dilatation is avoided in 
malignant stricture due to high risk of perforation 
and local recurrence and tumour invasion. Once 
diagnosis is confirmed, a computed tomography scan 
is necessary to assess for disease extent to consider 
surgical resectability. The following are risk factors 
for oesophageal carcinoma: male sex, heavy smoking, 
Barrett's oesophagus, achalasia, coeliac disease, and 
tylosis pylori (autosomal dominant, hyperkeratosis of 
the palms and soles). 
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No.: 128 

A 62-year-old Pakistani man with rheumatoid arthritis 
presents with a two-month history of diarrhoea, upper 
abdominal pain and weight loss. He reports two episodes 
of dark red blood per rectum. He has had a seven-year 
history of rheumatoid arthritis, which was refractory to 
high doses of non-steroidal anti- inflammatory drugs. 
Over the last two years his symptoms of joint pain has 
progressed and he has been switched to methotrexate. He 
also has a past history of anal cancer and received 
chemoradiation in Pakistan. His last hospital admission 
was for pneumonia. He is a non-smoker and consumes 
fewer than two units of alcohol per week. On 
examination, he looks unwell with a temperature of 
37.8l°C . Examination of the oral cavity reveals buccal 
ulcers. Cardiovascular and respiratory examinations are 
unremarkable. The abdomen is soft and non-tender with 
normal bowel sounds. A colonoscopy is performed. 
Histological analysis of rectal biopsy shows round 
intranuclear inclusion bodies within some of the 
epithelial cells. 

What is the most likely diagnosis? 

Metastatic colonic malignancy 
Cytomegalovirus-associated colitis 
Pseudomembranous colitis 
Lymphocytic colitis 
Cryptosporidium diarrhoea 



No.: 128 

Cytomegalovirus-as sociated colitis 

Gastrointestinal cytomegalovirus (CMV) infection 
commonly presents with colitis, There is well- 
established link between CMV infection and 
inflammatory bowel disease. Histologically, the 
demonstration of round intranuclear or 
intracytoplasmic inclusion bodies within epithelial 
cells of the intestinal mucosa is pathognomonic. 
Generally the case reports in immunocompetent 
patients with gastrointestinal CMV infection suggest 
a good clinical outcome; infection is often self- 
limiting and thus requires no treatment. However, it 
is more commonly associated with 

immunosuppression and in this case the patient is on 
methotrexate therapy, which makes him prone 
towards opportunistic infection. The recommended 
treatment for symptomatic CMV in the 
immunoconipromised is intravenous ganciclovir, 
followed by oral maintenance therapy. Like 
collagenous colitis, lymphocytic colitis is a recently 
recognised cause of chronic diarrhoea and it is 
diagnosed on the histological appearance of an 
increased number of intraepithelial lymphocytes with 
epithelial surface damage. There is only some success 
in treatment with sulphas alazine or prednisolone. 
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A 60-year-old woman with systemic sclerosis complains 
of diarrhoea, abdominal bloating, lethargy and weight 
loss. On examination, she is pale. Respiratory and 
cardiovascular examination are normal. The abdomen is 
distended, but soft and non-tender. Bowel sounds are 
present. She has bilateral pitting ankle oedema. There is 
proximal weakness of her arm and leg muscle. The tone, 
reflexes and sensation are normal. 
Her blood tests show: 



Haemoglobin (Hb) 


8.0 g/dl 


White blood cell (WBC) 


11.2 1071 


Platelets 


400 1071 


Mean cell volume (MCV) 


106 fl 


Na + 


136 mmol/1 


r 


4.4 mmol/1 


Urea 


2.5 mmol/1 


Creatinine 


60 umol/1 


Albumin 


34g/l 


Serum Bn 


123 ng/1 (160-900) 


Folate 


22ug/l(3|20) 



A barium meal is reported as showing multiple rounded 
jejunal diverticulae 

What other test may best help to confirm the 
diagnosis? 






Hydrogen breath test 
Urea breath test 
Schilling's test 
Thyroid function test 
Faecal calprotectin 
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Hydrogen breath test 

She has jejunal diverticula. Bacterial overgrowth, 
which is common in jejunal diverticula, has led to 
malabsorption of vitamin D and calcium, and 
therefore to muscle weakness. The bacteria also 
breaks down folate and B 12 and this leads to 
macrocytic anaemia. Bacterial overgrowth can be 
confirmed by the hydrogen breath test after giving 
lactulose or glucose. Small-bowel diverticula develop 
secondary to intestinal dysmotility and connective 
tissue disorders, for example, Marfan' s syndrome 
and systemic sclerosis. Patients are usually 
asymptomatic, but on bacterial colonisation they 
develop malabsorption. Treatment is empirical, with 
metronidazole and tetracycline. If this fails, jejunal 
aspiration is recommended to identify the organism. 
Faecal calprotectin is a cytoplasmic protein from 
neutrophils which is almost always increased with 
colonic inflammation The Schilling test is mainly 
used to diagnose pernicious anaemia. 
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No.: 130 

A 49-year-old Indian lady presents with a six-month 
history of change in bowel habits, mainly consisting of 
watery diarrhoea and weight loss. She describes the stool 
as 'greasy'. She feels bloated all the time and finds it 
embarrassing due to excessive foul-smelling flatus. She 
was investigated privately one week ago and had a small 
bowel biopsy. This is reported as showing partial 
shortening of villi. 

Which of the following is the LEAST likely cause of 
her symptoms and the above described histology 
appearance? 



♦ 
♦ 
♦ 
♦ 



Giardiasis 
Tropical sprue 
Hypogammaglobulinemia 
Lactose intolerance 
Abetaliproproteinaemia 



No.: 130 
Abetaliproproteinaemia 

This lady's symptoms are consistent with small bowel 
malabsorption. The biopsy from the second part of 
duodenum shows villous shortening. There are many 
causes of subtotal villous atrophy including coeliac 
disease, giardia, Whipple's disease, lymphoma, 
hypoglobulinaemia, infectious enteritis, true lactose 
intolerance. Giardiasis may be detected on stool 
microscopy and is common in those who have 
travelled abroad or are immunosuppressed. In 
tropical sprue, there is usually a history of living in 
an endemic area for more than 3 months. 
Hypogammaglobulinaemia is very similar to cystic 
fibrosis with gut, respiratory and locomotor 
involvement. Abetalipoproteinaemia is a rare 
condition where there is a failure of formation of 
chylomicrons leading to fat accumulation in the 
interstitial cells. Clinical features include 
acanthocytosis and mental and neurological 
abnormalities. 
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No.: 131 

The following are serial liver function tests of a 60-year- 
old retired businessman. He had an abdominal aortic 
aneurysm repair for ruptured aneurysm 20 years 
previously while on holiday in Turkey. He takes antacids 
for dyspepsia and drinks approximately 5 units of 
alcohol per week. He was prescribed atorvastatin five 
years ago by his general practitioner for 
hyper chol ester olaemia. Apart from mild jaundice, 
physical examination is unremarkable. His BMI is 25 . 

Liver function tests reveal: 





1992 


1994 


1996 


2000 


Bilirubin 
(mmol/) (<17 1) 


16 


21 


28 


40 


Alanine 
aminotransferase 

(U/1) (5-35) 


35 


36 


45 


51 


Aspartate 
aminotransferase 
(U/1) (10-40) 


43 


49 


70 


79 


Alkaline 
phosphatase 
(U/1) (30-150) 


111 


135 


156 


170 



What is the most likely cause for his abnormal liver 
function tests? 

Chronic active hepatitis due to autoimmune 
pathology 

Primary biliary cirrhosis 

Drug-induced hepatitis 

Chronic active hepatitis due to hepatitis C 

Non-alcoholic steatohepatitis 



No.: 131 

Chronic active hepatitis due to hepatitis C 

The man has had major surgery in the past that 
almost certainly required blood transfusion Both 
hepatitis B and C are easily contracted from blood 
transfusion Since screening donated blood for 
hepatitis B was initiated in 1980s, hepatitis C has 
become the most common cause of post-transfusion 
hepatitis in the Western world, given that his repair 
has occurred in Turkey some 20 years ago, the risk of 
blood borne viruses may be significantly increased. 
Twenty per cent of patients with hepatitis B infection 
will develop chronic active hepatitis, whereas the 
incidence is higher (50%) in hepatitis C infection 
Patients are usually asymptomatic or may present 
with a slowly progressive hepatitis. The 
aminotransferase and bilirubin are usually mildly 
raised. The histological landmark of chronic active 
hepatitis is piecemeal necrosis. Other causes of 
chronic active hepatitis include autoimmune causes 
(anti-Liver-Kidney-Micosome) antibody-associated 
chronic active hepatitis and lupoid hepatitis), drugs 
(methyldopa, isoniazid) and rarer causes like alpha- 
1 -antitrypsin deficiency or ulcerative colitis. There is 
nothing in the patient's history to suggest any other 
causes, his normal weight makes NASH seem 
unlikely. Patients should be treated with interferon to 
prevent viral replication and allow seroconversion 
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No.: 132 

A 3 5 -year-old gentleman from Greece was referred to 
the hepatology clinic with abnormal liver function tests 
and a positive hepatitis B surface antigen. He works as a 
taxi driver and drinks three cans of beer in the evening. 
He has never had any blood transfusion or intravenous 
drug abuse. 
His liver function test results are as below: 



Bilirubin 


24 umol/1 


Alanine transferase (ALT) 


78 U/l (5-35) 


Alkaline phosphatase (ALP) 


143 U/l (30-150) 


Albumin 


35 g/1 


Serum ferritin 


400 [ig/1 


Further hepatitis B serology reveals: 


Hepatitis B e antigen 


Negative 


Anti -hepatitis B core immunoglobulin 
(Ig)M 


Negative 


Total anti-HB core 


Positive 


Hepatitis B DNA 


Positive 



Which of the following best describes his likely 
diagnosis? 



♦ 



♦ 



♦ 



Acute hepatitis B infection 
Hepatitis B with delta virus superinfection 
Chronic hepatitis B carrier of high infectivity 
Hepatitis B infection with precore mutant 
Previous hepatitis B infection 



No.: 132 

Hepatitis B infection with precore mutant 

Chronic hepatitis B is defined as the persistence of 
hepatitis B surface (antigen (HBsAg) in the 
circulation for more than six months after clinical 
infection HBeAg is a marker of infectivity but 
patients with Hepatitis B virus (HBV) pre-core 
mutant do not synthesise HbeAg (as seen in this case), 
most commonly due to a stop-codon mutation at 
nucleotide 1896. Typically patients have lower 
concentration of HBV DNA. Response to interferon is 
not good and relapse rates tend to be high. Treatment 
of chronic hepatitis is aimed at patient with active 
disease and viral replication, preferably at a stage 
before cirrhosis has developed. Patients are selected 
for antiviral therapy if they have an increased 
alanine transferase on two occasions, detectable HBV 
DNA and/or HbeAg in their serum, and a liver biopsy 
that show fibrosis. 



,,j 
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No.: 133 

A 46 -year-old Malaysian woman with hepatitis C 
cirrhosis is seen in clinic during her six-monthly follow 
up. Surveillance ultrasound shows two small focal 
lesions in the liver. Her alpha-fetoprotein (AFP) is 78 
ng/ml (10-20). It was 30 ng/ml six months ago. Spiral 
computed tomography scan of the liver and thorax 
confirms two liver lesions both measuring 2.5cm 2.5cm 
and no pulmonary lesions. 

What is the most appropriate management step for 
this new finding? 

Partial hepatic resection 
^. 

Orthotopic liver transplant 



♦ 



Percutaneous ethanol injection 
Transcatheter arterial chemoembolisation 
Intravenous interferon 



•A 



No.: 133 

Orthotopic liver transplant 

The only proven potentially curative therapy for 
hepatocellular carcinoma (HCC) remains surgical, 
either hepatic resection or liver transplantation 
Liver transplantation should be considered in any 
patient with cirrhosis and a single small HCC (<5 
cm) or up to three lesions (<3 cm). Hepatic resection 
should be considered as a primary therapy in any 
patient with HCC and non-cirrhotic liver. A rising 
alpha-fetoprotein indicative of a hepatoma and 
biopsy is not always necessary to avoid seeding of 
tumour. Non-surgical therapy is only used when 
surgical therapy is not possible and with extrahepatic 
dissemination Percutaneous ethanol injection has 
been shown to produce necrosis of small HCC and is 
best suited for peripheral lesions. Chemoembolisation 
can produce tumour necrosis and has been shown to 
affect survival in highly selected patients with good 
liver reserve. Systemic chemotherapy has a poor 
response rate and hormonal therapy like tamoxifen 
has shown no survival benefit in controlled trials. 
Interferon has been used for treatment of HCC 
rather than the underlying viral infection, but 
remains controversial. 
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No.: 134 

A 52-year-old truck driver has been referred by his 
general practitioner (GP) to the rapid access upper 
gastrointestinal (GI) clinic with a 10-day history of 
intermittent epigastric pain and nausea. He has been 
prescribed a proton pump inhibitor (PPI) which he 
started taking 4 days ago with some relief. He has taken 
regular co-codamol for years for chronic back pain but 
otherwise has no previous medical history. His weight is 
stable and clinical examination is unremarkable. 
Blood tests are as shown: 



Haemoglobin (Hb) 


14.7 g/dl 


White cell count 


3.6 x 1071 


Platelets 


212 x 1071 


Mean corpuscular 


volume 86 fl 



Which is the most appropriate next step in 
management according to available evidence? 



♦ 



♦ 



Urgent upper gastrointestinal (GI) endoscopy 
H. Pylori eradication therapy 



Continue empirical treatment with proton pump 
inhibitor 

(* <9 ^* 

Refer for routine upper GI endscopy and give 

symptomatic antacids in first instance 

Add metoclopramide 10 mg tds and review in 2 
weeks 



No.: 134 

Continue empirical treatment with proton pump inhibitor 

This gentleman is <55 years old without 'alarm' 
features: weight loss, continuous vomiting, dysphagia 
and does not take non-steroidal anti-inflammatory 
drugs (NSAIDs). He is not anaemic and has no 
epigastric mass on examination National Institute 
for Clinical Excellence (NICE) guidelines (updated 
2005) advise that, for univestigated dyspepsia, the 
initial therapeutic strategies are empirical treatment 
with a PPI OR testing for and treating H. pylori; it is 
noted in the guidelines that there is at present 
insufficient evidence to choose between these. 
However before testing for H. Pylori (breath testing 
preferable to serology), a 2 week "washout" period 
off PPI treatment is necessary. NB the 55 year limit is 
arbitrary, and local gastric cancer prevalence and 
resource availability may affect this. However, 
although endoscopy would give us H. Pylori status 
and exclude malignancy, it is an invasive and 
unpleasant procedure not necessarily indicated in a 
short history of dyspepsia without any sinister 
organic features. 
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No.: 135 

A 42-year-old pre-menopausal woman presented to her 
GP with a three- week history of epigastric pain, 
occasionally retrosternal and worse at night. She had 
tried over-the-counter antacid preparations but had 
achieved no relief. Her weight was steady and bowel 
habit normal. There was no history of gastric malignancy 
in the family. Examination was unremarkable except for 
obesity. 

Which of the following describes the next best 
management step? 

Prescribe a proton pump inhibitor (PPI) and review 
symptoms in one month 

Arrange upper gastrointestinal (GI) endoscopy 

Start a proton pump inhibitor and perform Carbon 
13 urea breath test. If breath test is positive, prescribe 
triple therapy 

Check haemoglobin. If low then refer for upper 
gastrointestinal (GI) endoscopy 

(♦* 

Arrange upper gastrointestinal (GI) endoscopy if 

symptoms do not settle in two weeks on a proton pump 
inhibitor 



No.: 135 

Prescribe a proton pump inhibitor (PPI) and review 
symptoms in one month 

NICE guidelines state in this age group that 
dyspepsia, in the absence of alarm symptoms, should 
be treated with lifestyle advice and PPI if needed. If 
after one month symptoms are not controlled then 
testing for Helicobacter pylori (breath test or 
serology) could be carried out. There needs to be a 
two-week wash-out period off the PPI for hydrogen 
breath test to be reliable. 
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No.: 136 

You are seeing a 25 -year-old lady in clinic with a history 
of ulcerative colitis. She had extensive colitis 10 years 
ago, which has improved with medical treatment. Last 
year she had been diagnosed with primary sclerosing 
cholangitis. Her last colonoscopy was 6 months ago, 
which detected no active disease, and random biopsies 
were normal. She is remaining well and asymptomatic. 
When should colonic screening be performed on this 
patient? 

Colonoscopy should be done only when she is 
symptomatic 

Colonoscopy should be performed in 10 years time 

Colonoscopy should be performed annually 






Colonoscopy should be performed in 3 years time 
Flexible sigmoidoscopy should be used 2 -yearly 



No.: 136 

Colonoscopy should be performed annually 

This patient has had ulcerative colitis (UC) for 10 
years and has developed the associated primary 
sclerosing cholangitis (PSC) of the liver. Patients with 
concomitant UC and PSC are at a higher risk of 
developing colonic cancer, and it is recommended 
that they be screened annually with colonoscopy. 
Those with low risk disease, extensive colitis with no 
active endoscopic/histological inflammation or left- 
sided colitis or Crohn's colitis of <50% colon should 
be surveyed 5 yearly. 

Those with intermediate risk disease, extensive colitis 
with mild active endoscopic/histological inflammation 
or post-inflammatory polyps or family history of 
colorectal cancer in a first degree relative aged 50+, 
should be surveyed 3 yearly. 

In those with higher risk disease, extensive colitis 
with moderate/severe active endoscopic/histological 
inflammation or stricture in past 5 years or dysplasia 
in past 5 years declining surgery or PSC/transplant 
for PSC or family history of colorectal cancer in a 
FDR aged <50, yearly surveillance is recommended. 
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No.: 137 

A 28-year-old woman with known Crohn's disease 
attends the gastroenterology outpatients clinic. Her 
disease is currently well controlled on 125 mg of 
azathioprine once daily. She and her partner wish to try 
for a baby. 
How would you best advise her? 

Stop azathioprine and commence folic acid 
supplements 

Stop azathioprine and advise her to continue using 
contraception for 3 months before trying to conceive 

a 

Commence folic acid supplements and continue the 
current dose of azathioprine 

Increase the dose of azathioprine to 150 mg once 
daily 

Continue the current dose of azathioprine and add 
prednisolone 20 mg once daily 



•A 



No.: 137 

Commence folic acid supplements and continue the 
current dose of azathioprine 

Women with well-controlled inflammatory bowel 
disease should have no increased difficulty in 
conceiving; however, active Crohn's disease may 
reduce fertility. Folate deficiency is common, making 
supplementation crucial. With respect to continuing 
azathioprine in pregnancy, the consensus appears to 
be that azathioprine can be used during pregnancy if 
the benefits outweigh the risks. This has been 
supported in a recent update to the BSG guidelines 
on management of inflammatory bowel disease in 
pregnancy, which suggest that in general, 
azathioprine can be continued at the same dose. 
Corticosteroids, the main alternative to azathioprine 
are considered relatively safe in pregnancy when 
used in low doses (ie, <20 mg). However, they may 
increase the maternal risk of hypertension, oedema, 
gestational diabetes, osteoporosis, premature rupture 
of membranes, and small-for-gestational-age babies. 
One meta-analysis found a 3.5-fold increase in risk of 
cleft palate in fetuses with first -trimester exposure. 
The lowest possible steroid dose needed to control 
activity should be used in pregnancy if the choice is to 
follow this treatment option The routine use of oral 
calcium and vitamin D supplements is recommended. 
Stress doses of steroids should be used during labour 
and delivery if the mother received steroids (even 
low-dose) for more than 2-3 weeks during pregnancy, 
and the neonate should be monitored for evidence of 
adrenal insufficiency and infection 

It should be noted that poorly controlled Crohn's in 
itself may be associated with pregnancy 
complications. 
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No.: 138 

A 46 -year-old devout Hindu woman is referred to the 
gastroenterology outpatient clinic by her GP. She 
complains of a 6-month history of lethargy and 
increasing breathlessness on exertion. 
Routine blood samples reveal the following results: 


No.: 138 
Dietary deficiency 

Dietary deficiency. The most likely cause of a 
macrocytic anaemia with a mild reduction in white 
cell count and platelets in this patient is dietary 
deficiency. A Hindu diet is usually vegetarian 
Vitamin B12 is only found in foods of animal origin, 
eg meat, fish and eggs. First-line investigations 
should confirm vitamin B12 deficiency before 
undertaking further, more invasive investigations. A 
normal serum gastrin excludes pernicious anaemia. 
Other causes of a macrocytic anaemia include folate 
deficiency, drug-induced (eg methotrexate and 
azathioprine), and alcoholic liver disease. Vitamin 
B12 and folate deficiency frequently co-exist. 
Replacement of folate can acutely exacerbate the 
vitamin B12 deficiency as new red blood cells are 
synthesised, precipitating subacute combined 
degeneration of the spinal cord. 


Hb 


8.6 g/dl 




MCV 


11211 


WBC 


3.8x10/1 


Pit 


110x10/1 


ESR 


8 mm/h 


Biochemical profile 


normal 


Serum gastrin 


42pmol/l(<55) 


What is the most likely diagnosis? 

(? 

Pernicious anaemia 
^-» 

Dietary deficiency 

(* 

Aplastic anaemia 

Myxoedema 

Myelodysplasia 


^^%X\ 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 139 

A 41 -year-old nursing sister presents with right iliac 
fossa swelling and fullness. She has lost 3 kg in weight 
during the past 3 weeks and has recently returned from a 
spell in the tropics working for an aid agency. A 
previous episode 23 years previously was diagnosed as 
colitis and she was put on appropriate treatment that was 
discontinued spontaneously a few years ago. In between 
time she has suffered bouts of diarrhoea which she has 
ignored. 
Blood tests reveal: 



Hb 


lOg/dl 


WCC 


14 x I0 y /1 


CRP 


360 mg/1 


Pits 


520 x 10 9 /1 


This acute event was treated and she settled. 
Repeat blood tests revealed: 


Hb 


12.4 g/dl 


WCC 


11 x 10 9 /1 


CRP 


30 mg/1 


Pits 


380 x 1071 



A small bowel follow-through reveals a stricture of the 
terminal ileum with evidence of mucosal oedema. 
Which of the following diagnoses fits best with this 
clinical picture? 






Crohn's disease 
Ulcerative colitis 
Tropical sprue 
Whipple's disease 
Coeliac disease 



No.: 139 

Crohn's disease 

The long history of this patient's bowel disease, the 
previous episode 23 years ago, the position of the 
abnormality seen on small bowel follow through and 
the inflammatory picture during the acute episode all 
point towards this diagnosis. The aetiology of 
Crohn's disease is still a subject for debate - genetic 
and infectious aetiologies have been postulated but a 
definitive answer is still awaited. It may involve any 
part of the gastrointestinal tract and is characterised 
by transmural inflammation that need not be 
continuous, producing so called 'skip lesions.' The 
right iliac fossa swelling seen here may be indicative 
of abscess formation. The mainstay of medical 
therapy is use of 5-amino salicylic acid compounds 
and corticosteroids. 



-j 
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No.: 140 

A 54-year-old businessman presents with a 12-month 
history of intermittent lower back and right knee pain 
and diarrhoea. He has previously undergone 
investigations for diarrhoea and a gastroscopy and 
colonoscopy performed 8 months ago revealed a small 
area of non-specific inflammation in the ascending colon 
but were otherwise normal. He has lost approximately 3 
kg in weight over the last 18 months. He takes no regular 
medication, drinks occasional alcohol and smokes 10 
cigarettes per day. 

Cardiovascular and abdominal examination is 
unremarkable. Examination of his spine reveals 
tenderness over the sacroiliac joints but no restriction in 
movement. He has a small right knee effusion. 



The following blood results were obtained: 


Haemoglobin (Hb) 


120 g/1 


Mean corpuscular volume (MCV) 


10811 


White cell count (WCC) 


5.6 x 1071 


Platelets 


206x1071 


Erythrocyte sedimentation rate 
(ESR) 


38 mm/h 


Sodium 


136 
mmol/1 


Potassium 


3.8 mmol/1 


Urea 


5.3 mmol/1 


Creatinine 


84 mmol/1 


Albumin 


40 g/1 I 


Bilirubin 


12 umol/1 



What is the most likely diagnosis? 

Increased plasma renin activity 






♦ 



Coeliac disease 
Whipple's disease 
Ulcerative colitis 
Chronic pancreatitis 



No.: 140 

Whipple's disease 

Whipple's disease is caused by infection with 
Tropheryma whippelii. The organism can be identified 
by PAS staining of a jejunal biopsy. It is an 
uncommon condition classically affecting men aged 
40 to 60 years. Gastrointestinal symptoms of 
diarrhoea, malabsorption and steatorrhoea are often 
preceded by arthropathy. In the past, various 
antibiotic regimens (including penicillins) were used 
on an empirical basis. Tetracycline treatment seems 
to be associated with a high frequency of relapse, so 
triniethoprim-sulfaniethoxazole (160/800 mg orally 
twice daily) or long term ampicillin given for around 
a year is now recommended. CO-trimoxazole has 
slightly fallen out of favour due to the risk of blood 
dyscrasias. See review of Whipple's disease Lancet. 
2003 Jan 18;361(9353):239-46 for more detail. 
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No.: 141 

A 34-year-old woman is found to have the following 
blood results on routine pre-operative blood tests: 



Bilirubin 



Alkaline phosphatase 



Alanine aminotransferase (ALT) 



Urine dipstix 



36 umol/1 



108 U/l 



20U/1 



Normal 



What is the most likely diagnosis? 

Budd-Chiari syndrome 
Gilbert's syndrome 



♦ 



Dub in- Johns on syndrome 
Primary biliary cirrhosis 
Sclerosing cholangitis 



No.: 141 
Gilbert's syndrome 

This patient has asymptomatic jaundice, diagnosed 
incidentally. The lack of bilirubin excretion in the 
urine indicates that the patient has an unconjugated 
hyperbilirubinaemia thereby excluding a diagnosis of 
Dubin-Johnson syndrome. Dubin-Johnson syndrome 
is a familial hyperbilirubinaemia characterised by a 
raised water-soluble, conjugated bilirubin that is 
excreted in the urine. Gilbert's syndrome is a 
common cause of unconjugated hyperbilirubinaemia 
and is often diagnosed incidentally. The prognosis is 
excellent. It is characterised by a mildly elevated 
bilirubin. The diagnosis can be confirmed by an 
increase in bilirubin provoked by fasting or by a slow 
rise in bilirubin following administration of 
intravenous nicotinic acid. 



No.: 142 

A 27-year-old Zimbabwean woman presents to the 
emergency department following two episodes of 
haematemesis. She gives a 4- week history of increasing 
heartburn and dysphagia for both solids and liquids. She 
has been treated by her general practitioner (GP) with 
anti-reflux medication with only partial relief of her 
symptoms. She has lost 2 kg in weight over the last 6 
weeks. On examination there is cervical 
lymphadenopathy and mild epigastric tenderness on 
palpation. Abdominal examination is otherwise 
unremarkable. She is admitted for investigation and 
undergoes a gastroscopy that reveals widespread shallow 
ulceration of the oesophagus with adherent white 
patches. 

What is the most likely cause for this patient's 
dysphagia? 



No.: 142 

Candida oesophagitis 

This patient has developed Candida oesophagitis as a 
complication of HIV infection. The appearances of 
the oesophagus at endoscopy are typical of Candida 
infection. Approximately 90% of patients with 
HIV/AIDS will develop oral/oesophageal candidiasis. 
Infection with cytomegalovirus classically causes 
giant ulcers. 



• 
• 



Gastro-oesophageal reflux 
Barrett's oesophagus 
Candida oesophagitis 
Cytomegalovirus 
Oesophageal carcinoma 
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No.: 143 

A 68-year-old man complains of lethargy and 
progressive shortness of breath on exertion. He has a 
long history of intermittent heartburn and has 
occasionally passed some dark red blood mixed with his 
stools. Other past medical history includes hypertension 
and diet-controlled type II diabetes mellitus. He has not 
lost any weight recently, is and an ex- smoker and drinks 
only occasional alcohol. Physical examination confirms 
hypertension, blood pressure 150/90 mmHg, but is 
otherwise unremarkable. 

Routine blood tests reveal: 



Haemoglobin (Hb) 


84 g/1 


Mean corpuscular volume (MCV) 


70 fl 


White cell count (WCC) 


9.5 x 1071 


Neutrophils 


5.4x1071 


Platelets 


258 x 1071 



Renal and hepatic function are normal. 

Gastroscopy and barium enema are normal. 

Mesenteric angiography showed an abnormal vascular 
blush in the ascending colon. 

What is the most likely cause of his anaemia? 

i 

Colon carcinoma 



♦ 



Angiodysplasia 
Ulcerative colitis 
Meckel's diverticulum 
Colonic varices 



No.: 143 
Angiodysplasia 

This patient has a microcytic anaemia and a history 
of gastrointestinal bleeding. The findings on 
mesenteric angiography combined with a normal 
barium enema suggest a diagnosis of angiodysplasia. 
Angiodysplasia may be found throughout the 
gastrointestinal tract, although it most commonly 
occurs in the caecum and ascending colon It is a 
significant cause of chronic anaemia and can also 
cause acute haemorrhage. Treatment is either by 
heat coagulation at endoscopy or by embolisation of 
the bleeding vessel during angiography. 
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No.: 144 

A 16-year-old girl presents to her general practitioner 
(GP) with an itchy rash over both elbows and an 8- week 
history of loose bowel motions. She feels lethargic and 
has lost approximately 2 kg in weight over the last few 
months. She has previously been fit and well and takes 
no regular medication. On examination she looks pale 
and has a rash over both elbows but there are no other 
significant findings. 

A blood test was taken: 



Haemoglobin (Hb) 


96g/l 


Mean corpuscular volume (MCV) 


80 fl 


White cell count (WCC) 


6.4x1071 


Platelets 


200 x 1071 


Erythrocyte sedimentation rate 


26 mm/h 


Na + 


140 mmol/1 


K + 


4.0 mmol/1 


Urea 


5.4 mmol/1 


Albumin 


32g/l 


Bilirubin 


12 umol/1 


Alkaline transferase (ALT) 


20U/1 



What is the likely diagnosis? 

Tropical sprue 






Small bowel lymphoma 
Coeliac disease 
Whipple's disease 
Pseudomembranous colitis 



•A 



No.: 144 

Coeliac disease 

Coeliac disease is a common and underdiagnosed 
condition, which may present at any age. It is a 
hypersensitivity to gluten found in wheat, rye, oats 
and barley. The gliadin fraction of the protein 
provokes an inflammatory response, causing subtotal 
or total villous atrophy of the small bowel resulting in 
malabsorption It classically presents with a history 
of diarrhoea, weight loss, lethargy and anaemia 
(folate, B12 or iron-deficient). It is associated with 
dermatitis herpetiformis, a pruritic and blistering 
polymorphic skin rash. Treatment is by maintaining 
a strict diet avoiding foods containing wheat, rye, 
oats or barley. 
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No.: 145 

A 64-year-old man presents to the emergency 
department with abdominal pain and distension and a 2- 
day history of persistent vomiting. He has had 
intermittent abdominal pain for the last 5 weeks and 
diarrhoea for 3 days prior to the onset of vomiting. He 
has not passed a bowel motion since. His past medical 
history includes hypertension and coeliac disease from 
which he has been asymptomatic for the past 10 years. 
He has lost 4 kg in weight over the past 5 months. 
Physical examination confirms a diagnosis of small 
bowel obstruction and this is also suggested by plain x- 
ray. 

What is the most likely cause of this patient's 
symptoms? 






Adhesions 
Carcinoma of the colon 
Small bowel carcinoma 
Small bowel lymphoma 
Meckel's diverticulum 



No.: 145 

Small bowel lymphoma 

Coeliac disease is a common and underdiagnosed 
condition, which may present at any age. It is a 
hypersensitivity to gluten found in wheat, rye and 
barley. The gliadin fraction of the protein provokes 
an inflammatory response causing subtotal or total 
villous atrophy of the small bowel resulting in 
malabsorption It classically presents with a history 
of diarrhoea, weight loss, lethargy and anaemia 
(folate, B 12 or iron-deficient). It is associated with an 
increased risk of developing small bowel lymphoma, 
which thankfully only occurs in a very small 
proportion of coeliac patients. It is the rapid 
deterioration seen here, with weight loss which points 
us towards malignant transformation of the coeliac to 
small bowel lymphoma. 



No.: 146 

A 60-year-old woman is referred to the gastroenterology 
clinic by her general practitioner (GP) with a 4 -month 
history of diarrhoea. She feels lethargic and has lost 3 kg 
in weight over the last few weeks. She has not passed 
any fresh blood or melaena per rectum. Over the past 
few months she has had recurrent painful oral ulcers and 
has developed a particularly itchy skin rash. Her only 
past medical history is of hypertension for which she 
takes an angiotensin-converting enzyme inhibitor. 
Routine blood tests reveal a normocytic anaemia. 

Which of the following tests is likely to be most useful 
in diagnosis? 



♦ 



♦ 



Small bowel follow-through 
Endoscopy and jejunal biopsy 
Stool microscopy and culture 
Colonoscopy 
Barium enema 



No.: 146 

Endoscopy and jejunal biopsy 

Coeliac disease is a common and underdiagnosed 
condition, which may present at any age. It is a 
hypersensitivity to gluten found in wheat, rye and 
barley. The gliadin fraction of the protein provokes 
an inflammatory response causing subtotal or total 
villous atrophy of the small bowel resulting in 
malabsorption It classically presents with a history 
of diarrhoea, weight loss, oral ulceration, lethargy 
and anaemia (folate, Bi 2 or iron-deficient). There is 
an association with dermatitis herpetiformis, a very 
pruritic polymorphic skin rash, and an increased risk 
of developing gastrointestinal malignancy. Treatment 
is by maintaining a strict diet avoiding foods 
containing wheat, rye, oats or barley. 
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No.: 147 

A 45 -year-old woman with known rheumatoid arthritis 
complains of generalised pruritis. On examination she is 
mildly jaundiced and has periorbital xanthelasmata. 
Abdominal palpation reveals hepatomegaly 2 cm below 
the right costal margin. She has no lymphadenopathy. 



The following results were obtained: 




Haemoglobin (Hb) 


112 g/1 


Mean corpuscular volume (MCV) 


89 ft 


White cell count (WCC) 


4.6 x 10 9 /1 


Platelets 


310 x 
10 9 /1 


Erythrocyte sedimentation rate 
(ESR) 


34mm/h 


Albumin 


30 g/1 


Bilirubin 


30 umol/1 


Alkaline phosphatase (ALP) 


160 U/l 



Which of the following tests would be most useful? 

M 2 subtype antimitochondrial antibody 






Hepatitis serology 

Anti- smooth muscle antibody 

M 5 subtype anti-mitochondrial antibody 

Serum electrophoresis 



No.: 147 

M 2 subtype antimitochondrial antibody 

Primary biliary cirrhosis is a slowly progressive 
inflammation and destruction of the intrahepatic 
ducts leading to eventual cirrhosis. The cause is 
unknown but it is thought to be an autoimmune 
disease and there is a strong association with other 
autoimmune conditions such as rheumatoid arthritis, 
Sjogren's syndrome and CREST syndrome. Most 
patients are diagnosed between the ages of 40 and 70 
years and 90% of patients are female. 
Antimitochondrial antibodies are found in over 90% 
of patients the M 2 subtype being specific. 



,,j 
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No.: 148 

A 40-year old man is admitted to the emergency 

department having taken a significant paracetamol 

overdose. 

Which of the following investigations is the best 

indicator of the severity of liver failure? 

♦ 



Blood glucose 

Creatinine 

Lactate 

Prothrombin time 

Alanine aminotransferase 



No.: 148 
Prothrombin time 

Paracetamol overdose is one of the most common 
methods of self-poisoning in the UK. Paracetamol is 
metabolised by ghicuronidation in the liver. The 
toxicity of this analgesic arises from its saturable 
metabolism. Excess oxidation product, NABQUI (N~ 
acetyl-benzoquinoneimine) is produced, 

overwhelming the liver's capacity to detoxify it by 
conjugation with glutathione. Serum paracetamol 
levels should be measured at least 4 h after ingestion. 
Initial symptoms of overdose are nausea and 
vomiting with hepatic and/or renal failure presenting 
at 24-36 h. Liver damage peaks at 3-4 days after 
ingestion. The prothrombin time (PT) is the most 
sensitive indicator of liver damage. A poor prognosis 
is indicated by a PT >100 s, serum creatinine > 300 
umol/1 and arterial pH <7.3. 
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No.: 149 

A 19-year old woman is brought to the emergency 
department by her friend, having been found collapsed 
after taking a paracetamol overdose. 
Which of the following chronically used drugs 
mandates treatment of paracetamol overdose even if 
the level is outside the standard treatment criteria? 



♦ 



• 



Carbamazepine 

Aspirin 

Diclofenac 

Erythromycin 

Furosemide 



No.: 149 
Carbamazepine 

Paracetamol overdose is one of the most common 
methods of self-poisoning. Paracetamol is 
metabolised by glucuronidation in the liver. The 
toxicity of this analgesic arises from its saturable 
metabolism. Excess oxidation product, NABQUI (N- 
acetyl-benzoquinonehnine) is produced, 

overwhelming the liver's capacity to detoxify it by 
conjugation with glutathione. Serum paracetamol 
levels should be measured at least 4 h after ingestion. 
Patients taking enzyme-inducing drugs, such as 
carbamazepine, or additional hepatotoxic drugs 
increase the relative hepatotoxicity of paracetamol 



No.: 150 

A 16-year-old boy presents with a 2-day history of 
colicky abdominal pain, vomiting and diarrhoea. He has 
been passing blood mixed with diarrhoea. He has no 
significant past medical history and takes no regular 
medication. On examination he is pyrexial and clinically 
dehydrated. Cardiorespiratory and abdominal 
examinations are normal. 

What is the most likely diagnosis? 

Crohn's disease ^^^^^ 

*-» 

Viral gastroenteritis 



No.: 150 
Campylobacter infection 

This patient has acute bloody diarrhoea most likely 
secondary to a bacterial gastroenteritis. In the UK, 
Campylobacter infection is the commonest cause of 
this followed, by salmonella and shigella. Infection 
usually arises from eating undercooked frozen food 
eg barbeques. The symptoms are usually self- 
limiting, lasting up to 5 days. 



• 



Pseudomembranous colitis 
Salmonella typhi infection 
Campylobacter infection 
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No.: 151 

A 53-year-old man is referred to the gastroenterology 
clinic for investigation into the cause of his deranged 
liver function tests found incidentally at pre-operative 
assessment. He denies any abdominal pain or jaundice. 
He has hypertension and type II diabetes mellitus treated 
with atenolol, gliclazide and metformin. He consumes 
approximately 10 units of alcohol per week and is an ex- 
smoker. He stopped smoking 10 years ago. On physical 
examination he is obese with a body mass index (BMI) 
37 kg/m 2 . There are no stigmata of chronic liver disease 
but on abdominal examination he has hepatomegaly 4 
cm below the right costal margin. There is no 
splenomegaly or ascites. 
Liver function tests showed: 



Bilirubin 


18 umol/1 


Alkaline phosphatase 


134 IU/1 


Alanine aminotransferase 


160 IU/1 


Aspartate transaminase 


110 IU/1 


Albumin 


40g/l 


Erythrocyte sedimentation rate 


48 mm/h 


Ferritin 


380 mg/1 



Abdominal ultrasound scan revealed an echo bright 
enlarged liver and multiple gallstones within a thin- 
walled gallbladder. 

What is the most likely cause of this patient's liver 
disease? 

Alcoholic cirrhosis 






Drug-induced hepatitis 

Haemachromatosis 

NASH (non-alcoholic steatohepatitis) 

Cholestasis secondary to gallstones 



No.: 151 

NASH (non-alcoholic steatohepatitis) 

NASH may be described as a 'silent' liver disease. It 
is almost always asymptomatic and diagnosed 
incidentally. It is characterised by hepatomegaly, 
elevated transaminases and the histological 
appearance of alcoholic liver disease on biopsy, in the 
absence of alcohol abuse. It affects both men and 
women and is more common in the obese and those 
with diabetes mellitus. Whilst only approximately 
2% of patients with fatty infiltration progress to 
cirrhosis and liver failure, where steatohepatitis 
exists progression to cirrhosis is as high as 10%. 
There is no proven treatment for NASH, but patients 
should be advised to lose weight. 



-j 






O 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



What is the most likely aetiological cause 
tumour? 

Barrett's oesophagus 

Chronic alcohol abuse 

Candidal nesnnhaaitis 



Candidal . 
* Achalasia 

H. pylori 



No.: 152 

A 60-year-old man presents with a 6-week history of 
dysphagia for solids, poor appetite and weight loss. He 
has no significant past medical history but admits that he 
has suffered from indigestion and heartburn for many 
years and has been self-medicating with antacid tablets 
and Gaviscon. He smokes 20 cigarettes per day and 
consumes approximately 20 units of alcohol per week. 
He is referred for endoscopy, which reveals a tumour 
within the lower third of the oesophagus. 



for this 



oesophagitis 



No.: 152 

Barrett's oesophagus 

Chronic acid reflux predisposes to the development 
of Barrett's oesophagus, the replacement of the 
oesophageal squamous epithelial lining with 
metaplastic columnar epithelium. It is accepted that 
Barrett's is a premalignant change for oesophageal 
adenocarcinoma, which has the most rapidly 
increasing incidence of any solid tumour in the 
western world. Risk factors for the progression of 
Barrett's include male sex, age >45 years, extent of 
disease segment and duration of gastro-oesophageal 
reflux. 



No.: 153 

A 42-year-old restaurant owner presents to the 
emergency department with a 12-h history of severe 
abdominal pain, fever and myalgia. On examination he is 
pyrexial, temperature 39° c and has generalised 
abdominal tenderness and guarding. Bowel sounds are 
quiet. He has a healed laparotomy scar from a previous 
hospital admission with similar symptoms. The 
laparotomy was inconclusive. On this occasion, plain 
abdominal X-ray is unremarkable. He is reviewed by the 
surgical team and commenced on broad- spectrum 
intravenous antibiotics. Eighteen hours after admission, 
his symptoms have resolved. He comments that his 
brother has also had previous hospital admissions with 
similar symptoms. 

Which medication would you prescribe? 

Colchicine 

f 

Tramadol 

Prednisolone 
Diclofenac 



No.: 153 
Colchicine 

This patient has familial Mediterranean fever, an 
inherited, autosomal recessive condition 

characterised by short, recurrent episodes of fever 
and peritonitis. Other associated symptoms include 
pleuritis, arthritis and skin rashes. It most commonly 
occurs in people of Mediterranean origin, but not 
exclusively. Attacks usually last 24—72 h. The 
abdominal symptoms often mimic an acute surgical 
abdomen and consequently many patients have 
undergone laparotomy. Despite the severity of the 
symptoms during an attack, patients quickly recover 
and are well between episodes. Colchicine is 
extremely effective in treating and preventing attacks 
of familial Mediterranean fever. 



♦ 



Indometacin 
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No.: 154 

A previously fit and well 32-year-old man presents with 
a 2-year history of watery diarrhoea, which he says does 
not float. There is no history of blood, and faecal occult 
blood and faecal elastase testing have been normal. 
Blood tests for endomyseal antibody and thyroid 
function have been normal but his white cell count was 
slightly elevated at 12.6 x 10 9 /1 and erythrocyte 
sedimentation rate elevated at 32 mm/h. Colonic imaging 
has not yet been performed. 
Which is the most appropriate next step? 



G 






Colonscopy with biopsy 

Ultrasound abdomen 

Barium enema 

Computed tomography (CT) colonography 

Reassure and discharge 



No.: 154 

Colonscopy with biopsy 

Malabsorption is excluded here, so the possibility of 
colitis is raised. Given he is fit and well and is only 32, 
it seems most appropriate to move straight to 
colonoscopy, rather than an intermediate step such as 
flexible sigmoidoscopy first. 



No.: 155 

A 42-year-old pre-menopausal woman presented to her 
GP with a three- week history of epigastric pain, 
occasionally retrosternal and worse at night. She had 
tried over-the-counter antacid preparations but had 
achieved no relief Her weight was steady and bowel 
habit normal. There was no history of gastric malignancy 
in the family. Examination was unremarkable except for 
obesity. 

Which of the following describes the next best 
management step? 

Prescribe a proton pump inhibitor (PPI) and review 
symptoms in one month 

(♦ 

Arrange upper gastrointestinal (GI) endoscopy 

Start a proton pump inhibitor and perform hydrogen 
breath test. If breath test is positive, prescribe triple 
therapy 

Check haemoglobin. If low then refer for upper 

gastrointestinal (GI) endoscopy 
^« 

Arrange upper gastrointestinal (GI) endoscopy if 

symptoms do not settle in two weeks on a proton pump 

inhibitor 



No.: 155 

Prescribe a proton pump 
symptoms in one month 



inhibitor (PPI) and review 



NICE guidelines state in this age group that 
dyspepsia, in the absence of alarm symptoms, should 
be treated with lifestyle advice and PPI if needed. If 
after one month symptoms are not controlled then 
testing for Helicobacter pylori (breath test or 
serology) could be carried out. Alternatively H. 
pylori screening could happen at the beginning, there 
isn't strong evidence as to which to do first. There 
needs to be a two-week wash-out period off the PPI 
for urea breath test to be reliable. 
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No.: 156 

A teenage girl is seen to take some tablets following an 
argument with her boyfriend. At 72 h later she presents 
with jaundice. 
What is the best prognostic indicator? 

Prothrombin time (PT) 

Liver transaminase levels 

Serum paracetamol levels 

Liver biopsy 

(♦ 

Bilirubin 



•A 



No.: 156 

Prothrombin time (PT) 

Paracetamol can cause liver failure even at relatively 
low doses (over 7 g). The transplant criteria 
published by King's College Hospital are based on 
prognostic factors from a large retrospective cohort 
of patients. In these criteria coagulopathy (prolonged 
prothrombin time/increased international normalised 
ration (INR)) is an important prognostic indicator 
along with encephalopathy, development of renal 
failure and acidosis not corrected by fluid 
resuscitation Maximal liver damage will occur 
approximately 72 h after ingestion when 
prothrombin time will be maximally prolonged - it 
will then either return to normal (recovery with no 
sequelae) or remain prolonged (acute liver failure - 
recovery unlikely). 

Transaminases are released by damaged hepatocytes 
and are always raised in significant paracetamol 
poisoning and can reach levels of >10 000 IU/1. 
Transaminase levels are however not good 
indications of whether progression to acute liver 
failure will occur. 

Although raised serum paracetamol levels at >48 h 
would suggest a large or staggered overdose both 
more at risk of progressing to acute liver failure, the 
value has no prognostic role. Liver biopsy has no real 
role in the diagnosis and management of paracetamol 
induced liver failure, as non-invasive markers are 
more useful and more easily obtained. Histologically, 
paracetamol poisoning results in massive hepatocyte 
necrosis and architectural collapse but if the patient 
recovers the liver is able to completely regenerate 
with no long-term consequences. Although serum 
bilirubin is included in some prognostic indices in 
paracetamol poisoning, it is nowhere near as reliable 
as prothrombin time. Transaminases, y-Glutamyl 
transpeptidase (GGt), albumin and alkaline 
phosphatase are of no benefit. 
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No.: 157 

A middle-aged man presents with weight loss, 
abdominal pain and diarrhoea. He complains of lethargy 
and crampy abdominal bloating. There is no history of 
travel abroad and he is currently taking no medications. 
Examination is unremarkable except for some minor 
buttock and shoulder muscle wasting and several oral 
aphthous ulcers. 
Blood tests reveal the following abnormalities: 



corrected calcium 


2.05 mmol/1 


albumin 


35g/l 


haemoglobin Hb 


9.0 g/dl 


mean corpuscular volume (MCV) 


70 fl 


serum ferritin 


12 (iga 


IgG 


9.0 g/1 


IgA 


0.1 g/1 (low) 


IgM 


1.7 g/1 


antiendomysial antibody 


negative 



What is the most likely diagnosis? 

Whipple's disease 






♦ 



Crohn's disease 
Coeliac disease 
Lymphoma 
Jejunal diverticulosis 



•A 



No.: 157 
Coeliac disease 

The symptomatology, hypocalcaemia and iron- 
deficiency anaemia all point towards a diagnosis of 
coeliac disease, which is often under-diagnosed in 
middle age. It can present with lethargy, non-specific 
gastrointestinal symptoms and anaemia of any type. 
A correct diagnosis with subsequent monitored 
adherence to a gluten free diet is important as 
untreated coeliac disease is associated with an 
increased risk of metabolic bone disease and 
gastrointestinal malignancy. Diagnosis is often made 
by serological testing and this should be a routine test 
in the investigation of all anaemia. 
Virtual absence of serum and secretory IgA and 
occasionally is relatively common, affecting 1 in 600 
people. It may be familial or may be acquired 
following toxoplasmosis, measles or other viral 
infections. The basic defect is a failure of maturation 
of IgA positive B cells. Immature forms are present 
in normal numbers. As a serological diagnosis of 
coeliac disease relies on the detection of IgA 
antibodies to antigens such as endomysial proteins 
and gliadin selective IgA deficiency makes this test 
uninterpretable. Tests for IgM and IgG wheat 
protein antibodies are not widely utilised. A definitive 
diagnosis in such cases should be made by duodenal 
biopsy. 
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No.: 158 

A 6 8 -year-old man presents to the Accident and 
Emergency Department. He is unkempt and an alcoholic. 
He complains of fevers, weight loss and malaise. On 
examination he is febrile at 37.5 °C and has moderate 
ascites. 
Investigations: 



alkaline phosphatase 


220 u/1 


y-G utamyl 
transpe tidase (y-Gt) 


300 U/1 


AST 


60 U/1 


Hb 


11.0 g/1 


MCV 


101 fl 


INR 


1.1 


ascitic tap-total protein 


25 g/1 


Ascitic tap-albumin 


18 g/1 


Serum albumin 


28 g/1 


white cell count 
(peritoneal fluid) 


400/mm 3 (98% 
lymphocytes) 



The investigation most likely to yield a diagnosis is: 

Laparoscopy and peritoneal biopsy 

Liver biopsy 

a-fetoprotein levels 

Abdominal computed tomography (CT) 

Abdominal ultrasound scan (USS) 



No.: 158 

Laparoscopy and peritoneal biopsy 

Abdominal tuberculosis should always be suspected 
in the severely malnourished patient and is difficult 
to diagnose. Constitutional symptoms are common 
including fever anorexia and weight loss. 

The cut off for considering ascitic fluid to be 
exudative would be 30 g/1, but in the setting of 
hypoproteinaemia, this is less relevant. The marked 
increase in white cell count is strongly supportive of a 
diagnosis of infective ascites. 

The diagnostic yield of ascitic culture for 
mycobacteria is very low (<10%) even with closed 
culture systems. Although PCR of ascitic cells/fluid 
has increased non-invasive diagnosis the best yield 
remains from laparoscopy and peritoneal biopsy, 
which in recent series lead to a diagnosis in 95% of 
cases. 
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No.: 159 

A 58-year-old woman presents with a 4-day history of 
shortness of breath and cough. There is a long past 
medical history of indigestion, worse when she lies flat 
in the bed, with occasional acid regurgitation. She may 
even wake at night occasionally with acid in her mouth 
and paroxysms of coughing. On examination her body 
mass index (BMI) is 31, she is pyrexial with a 
temperature of 39°C, there is an area of bronchial 
breathing over the right lung and a suggestion of 
increased shadowing on the chest X-ray. 

Which of the following is the most likely underlying 
cause for this clinical picture? 

Bronchiectasis 

Exacerbation of asthma 

Oesophageal carcinoma 

Benign oesophageal stricture 

Gastro-oesophageal reflux disease (GORD) 



r 



No.: 159 

Gastro-oesophageal reflux disease (GORD) 

This woman has a long history of indigestion, 
particularly worse when lying flat, and acid 
regurgitation, complicated by a chronic nocturnal 
cough. It is likely that an episode of regurgitation has 
led to right-sided lower respiratory tract infection. 
She is obese, which may well contribute to her 
symptoms; other predisposing factors which increase 
the likelihood of GORD include smoking, hiatus 
hernia, medications which relax the lower 
oesophageal sphincter such as calcium channel 
blockers and beta-blockers, pregnancy and foods 
such as chocolate and peppermint. Weight reduction 
would be the mainstay of management in this case, 
with the addition of proton pump inhibitors. 



•A 
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No.: 160 

A 15 -year-old girl presents for review to the endocrine 
clinic because of primary amenorrhoea. She has lost 1.5 
stone in weight over the past year and has occasional 
diarrhoea. Otherwise there is no significant past medical 
history, school development is unremarkable and she is 
studious and attentive. Her mother has type 1 diabetes. 
On examination she is clearly underweight and has a 
body mass index (BMI) of 17.6. 

Bloods results show: 



Oestradiol 



Luteinising 
hormone (LH) 



Follicle- 
stimulating 
hormone 



17-hydroxy 
progesterone 



Thyroid- 
stimulating 
hormone 



Haemoglobin 



Albumin 



70 pmol/1 (130-550) 



3.5 u/l(20-80u/l mid-cycle) 



4.0 u/1 (8-15 u/1 mid-cycle) 



5.2 nmol/1 (1-20 nmol/1) 



2.2 mu/1 



10.1 g/dl (anisocytosis; 
dimorphic picture with 
microcytes and scattered 
macrocytes) 



28g/l 



What diagnosis fits best with this clinical picture? 



• 



♦ 



Anorexia nervosa 
Laxative abuse 
Turner's syndrome 
Coeliac disease 
Irritable bowel syndrome 



No.: 160 
Coeliac disease 

This girl has primary amenorrhoea, almost certainly 
as a result of malabsorption due to coeliac disease. 
The low albumin and mixed picture anaemia (most 
likely a mix of iron and folic acid deficiency) support 
the diagnosis, the family history of autoimmune 
disease is another hint. Diagnosis is via antibody 
studies looking for anti-TTG, anti-gliadin or anti- 
endomyseal antibodies, and small bowel biopsy 
demonstrating villous atrophy. 
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No.: 161 

A 42-year-old publican with a 6 -year history of chronic 
liver disease secondary to alcohol presents with 
increased abdominal pain, swelling and confusion. On 
examination there is jaundice with spider naevi and 
finger clubbing. His temperature is 37.2°C with a blood 
pressure of 1 15/75 mmHg. There is gynaecomastia with 
obvious abdominal distension due to ascites. This was 
surprising as he had therapeutic drainage of his ascites a 
few days earlier. He has been using occasional 'pain- 
killers' for his pain. 



Investigations reveal: 




Haemoglobin (Hb) 


14.4 g/dl 


White cell count (WCC) 


10.2 x 10 9 /1 


Platelets 


124 x 1071 


Na + 


129mmol/l 


K + 


4.2 mmol/1 


Urea 


6.8 mmol/1 


Creatinine 


100 umol/1 


Glucose 


4.9 mmol/1 


Bilirubin 


95 umol/1 


Aspartate transaminase (AST) 


145 IU/1 


Alanine aminotransferase (ALT) 


125 IU/1 


Alkaline phosphatase 


440 IU/1 


Gamma- glutamyl transferase 


490 IU/1 


Amylase 


450 IU/1 



Ascitic tap revealed increased white cells in the ascitic 
fluid 

Which of the following represents the best initial 
management for this patient? 

Intravenous (iv) cefotaxime 

Liver biopsy 

Naloxone 

Thiamine 

Vitamin K 



No.: 161 

Intravenous (iv) cefotaxime 

The diagnosis is spontaneous bacterial peritonitis 
(SBP) which is said to occur in 8% of patient with 
cirrhosis and ascites. Most frequently implicated 
bacteria are E. coli, Klebsiella and enterococci. The 
condition carries a 25% mortality and has a 70% 
recurrence rate within one year. Patients in whom 
SBP occurs should be considered for liver transplant. 
Standard therapy involves iv cephalosporins such as 
cefotaxime. Prophylaxis with oral quinolones should 
be considered in survivors. 



m M 
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No.: 162 

An 1 8-year-old male student presents to his general 
practitioner (GP) with a 6-day history of sore throat, 
fever and flu like symptoms. He has been unable to eat 
for the past few days and is concerned because his 
sclerae have turned yellow. He says that he's been 
yellow on a couple of previous occasions but recovered 
with no particular problems. On examination he is 
jaundiced. Serum billirubin is 62 mmol/1; aspartate 
transaminase (AST) and alkaline phosphatase (ALP) are 
within the normal range, his full blood count is normal. 

Which of the following is the best treatment for this 
patient? 

Hepatitis C antibody testing 

Monospot test 

Reassurance and repeat liver function testing in 2 
weeks 



♦ 



Haemolysis screen 
Hepatitis B antibody testing 



No.: 162 

Reassurance and repeat liver function testing in 2 weeks 

The most likely diagnosis here is Gilbert's syndrome. 
It is due to a deficiency of UDP-glucuronosyl 
transferase that is responsible for the conjugation of 
bilirubin. It affects 2-7% of the population. Jaundice 
is exacerbated by periods of fasting which occur in 
conjunction with illness, it is also exacerbated by 
oestrogens and is improved by low -dose barbiturate 
therapy. In this case the student should be reassured, 
retesting in 2 weeks is likely to show that bilirubin 
has returned to the normal range. 



No.: 163 

An 1 8-year-old man is admitted after celebrating his 
birthday with friends at a night club. He drank a large 
volume of vodka and beer and then proceeded to vomit 
copiously. After vomiting and retching for the third time, 
the vomit was seen to contain bright red blood. 

Endoscopy the following morning was normal. 

Which of the following is the next most appropriate 
management step? 

Angiography of the celiac axis 

Repeat endoscopy in one month 



No.: 163 

Discharge the patient and reassure them 

The history of retching followed by bright red blood 
in the vomitus and the normal findings on endoscopy 
suggests a diagnosis of Mallory-Weiss tear. The 
patient is haemodynamically stable and requires no 
specific intervention save reassurance and advice on 
safe consumption of alcohol. 






• 



Start intravenous proton pump inhibitor therapy 
Start oral proton pump inhibitor therapy 
Discharge the patient and reassure them 
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No.: 164 

A 52-year-old man with a long-standing history of 
ulcerative colitis attends the clinic for review. He was 
also diagnosed with primary sclerosing cholangitis 
(PSC) some years earlier and his LFTs have been 
monitored. Recently he has become severely jaundiced 
and requested an urgent hospital appointment. 
Ultrasound demonstrated ductal dilatation with other 
areas of stricturing consistent with the PSC. MRI 
cholangiography demonstrated marked ductal dilatation 
and a hilar lesion consistent with a cholangiocarcinoma. 
There was evidence of local lymphatic invasion with 
enlarged lymph notes around the porta hepatis. 

Which of the following represents the most 
appropriate management of this case? 

Referral for chemotherapy 

Stenting of the lesion 

Consideration for lobectomy 



♦ 



Consideration for liver transplantation 
Whipple's procedure 



No.: 164 

Stenting of the lesion 

There is evidence from the MRI scan that this patient 
has cholangiocarcinoma with local invasion. As such, 
attempted surgical removal is likely to be 
unsuccessful. For this reason the treatment of choice 
is stenting via ERCP. The procedure is successful at 
relieving symptoms of jaundice and may also relieve 
associated lethargy and fatigue. Most patients with 
severe PSC are surveyed for the possible 
development of cholangiocarcinoma and are 
recommended for liver transplantation before this 
occurs. Stent replacement may be required every 3-6 
months, and adjuvant radiotherapy post stent 
placement may prolong survival for as long as 17 
months. Resectable lesions are associated with a 5 
year survival as high as 40%. 



No.: 165 

You are asked to review a 26 -year-old woman who 
suffers from severe Crohn's disease. She has numerous 
previous admissions to the hospital and two previous 
ileal resections. On this occasion there is a history of 
abdominal pain and diarrhoea with intermittent fevers. 
CRP is raised at 75 U/l. She is currently managed on 
maximal mesalazine therapy and a maintenance dose of 
lOmg prednisolone per day. Her BMI is 16. 

Concerning dietary therapy for this patient, which of 
the following best describes any likely benefit? 

Short term use of total parenteral nutrition (TPN) 
maybe of benefit 

Enteral nutrition with elemental diet has shown 
definitive benefit in a number of studies 

Low fat, medium chain triglyceride diet is likely to 
be of no benefit in this patient 

{• 

A dairy free diet is unlikely to reduce her diarrhoea 

♦ 

A wheat free diet is likely to reduce her diarrhoea 



No.: 165 

Short term use of total parenteral nutrition (TPN) may be 
of benefit 

This patient is severely debilitated by her Crohn's 
disease, and short term TPN to allow recovery of 
calorie intake and improve her weight and 
nutritional status may be indicated. Enteral nutrition 
has shown mixed results in RCTs, some studies 
showing improved recovery and decreased steroid 
use, others showing little significant benefit. Low fat 
medium chain triglyceride diet may be of benefit in 
patients like this with significant ileal resection. A 
significant portion of Crohn's patients are lactose 
intolerant, hence a dairy free diet may reduce the 
frequency of her diarrhoea. A wheat free diet would 
reduce diarrhoea in coeliac disease. 
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No.: 166 

A 62-year-old woman is reviewed in the psychiatric 
clinic for monitoring of her response to lithium therapy. 
She has recently begun ramipril therapy for hypertension 
which was diagnosed by her general practitioner. You 
are concerned about the possibility of this leading to 
hepatic dysfunction. 

Which of the following tests is the most appropriate 
for determining if her liver is affected? 






AST 

ALT 

Alkaline phosphatase 

Bilirubin 

Gamma GT 



No.: 166 
Gamma GT 

The answer is gamma GT. ACE inhibitor therapy 
may lead to an increase in serum lithium levels and 
gamma GT is a more sensitive measure of the effects 
of lithium on the liver than AST or ALT. Other 
drugs which may lead to increased lithium levels 
include metronidazole, non-steroidal anti- 
inflammatory agents, thiazide diuretics and 
angiotensin receptor blockers. Ataxia, nystagmus, 
nausea and vertigo may be neurological signs of 
lithium intoxication, cardiac dysrhythmias may also 
occur as may thyroid dysfunction and nephrogenic 
diabetes insipidus. Monitoring of serum lithium 
levels in patients on stable lithium therapy is 
recommended at least 2 monthly. Where possible new 
drug interactions exist then the monitoring frequency 
should be increased. 



No.: 167 

A 38-year-old man is sent to the clinic for review. He is 
obese with a BMI of 33. His GP has noticed that he has 
an elevated ALT of 102 U/l (5-35); a similar rise in AST 
is also seen. He admits to drinking 4 pints of beer at 
weekends although he avoids alcohol during the week 
because of his job as a taxi driver. Blood glucose levels 
are in the normal range. Hepatic ultrasound reveals a 
hyper echogenic liver image. Liver biopsy reveals 
steatosis and evidence of inflammatory infiltrates. 

Which of the following is the most likely diagnosis in 
this case? 



No.: 167 



Non-alcoholic steatohepatitis (NASH) 






Fatty liver 

Non-alcoholic steatohepatitis (NASH) 

Alcoholic steatohepatitis 

Cirrhosis 

Autoimmune hepatitis 



NASH occurs due to the accumulation of 
triglycerides and other fats in liver cells, 
accompanied by inflammation. It is strongly 
associated with features of the metabolic syndrome 
such as obesity and Type 2 diabetes. A rise in 
aminotransferases is seen, with similar rises in both 
ALT and AST being indicative of NASH, rather than 
alcoholic fatty liver disease. Hyperlipidaemia may be 
present, hyperechogenicity or a a€oebright livera€ is 
seen on ultrasound and biopsy is used to confirm the 
diagnosis. Treatment involves aggressive weight loss, 
a number of drugs including pioglitazone are 
currently undergoing trials for the treatment of 
NASH. 10% of patients with a diagnosis of 
steatohepatitis will progress to cirrhosis and 
associated complications. 
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No.: 168 

A 48-year-old woman presents for review. Over the past 
few weeks she has noticed a progressive increase in 
itching and now notices that her sclerae and skin are 
yellowed. There is no history of abdominal pain. Past 
medical history of note includes obesity and Type 2 
diabetes for which she takes metformin. 

Blood tests reveal:- 



Bilirubin 


230 lumol/1 


Alkaline phosphatase 


430 U/l 


ALT 


110 U/l 


Gamma GT 


245 U/l 



Which of the following next investigations would be 
most appropriate in contributing to the diagnosis in 
this woman? 



Abdominal Ultrasound scan 
Abdominal CT 



Endoscopic retrograde cholangiopancreatography 
(ERCP) 

Magnetic resonance cholangiopancreatography 
(MRCP) 

Percutaneous cholangiogram 



No.: 168 

Magnetic resonance cholangiopancreatography (MRCP) 

This lady has painless jaundice, with an obstructive 
blood picture on liver function testing, which puts 
common bile duct stricture high on the list of possible 
causes. She is obese, which makes the ability of 
ultrasound scanning even less likely to provide a firm 
diagnosis. MRCP is now a particularly effective 
technique at detemiining the level and cause of 
biliary tract obstruction. The alternative would be 
ERCP, however this technique would not be without 
morbidity in this woman, hence MRCP would be the 
preferred option. The differentiation between MRCP 
and ERCP is here with respect to clinical 
appropriateness, weighing up the possibility of ERCP 
related complications, versus the advantage of 
slightly better imaging. 
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No.: 169 

A 3 8 -year-old man with a 10 year history of coeliac 
disease presents for review. He is worried because 
despite claiming that he conforms to a recommended diet 
he has suffered weight loss of 5kg over the past 6 
months. This weight loss is accompanied by night 
sweats, although diarrhoea hasn't increased markedly. 
On examination he looks thin and his BMI is only 17. 

Bloods; 



Hb 


10.0 g/dl 


WCC 


4.0 xl07l 


PLT 


205 xl0 9 /l 


PT 


23 s 


Vise 


2.3 mPa/s 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


125 umol/1 


Ca ++ 


2.05 mmol/1 



Which of the following is the most likely diagnosis? 

New onset lactose intolerance 
Non-compliance with coeliac diet 






Adenocarcinoma of the oesophagus 
Enteropathy associated T-cell lymphoma 
B-cell non-Hodgkin's lymphoma 



No.: 169 

Enteropathy associated T-cell lymphoma 

The raised viscosity, weight loss and night sweats 
raise the possibility of an underlying malignancy 
here. Symptoms of upper GI obstruction would be 
expected if he had oesophageal carcinoma, making 
this option less likely. Whilst Both T and B cell 
lymphomas occur with increased frequency in 
association with coeliac, but the strongest assocation 
is with enteropathy associated T cell lymphoma. Poor 
compliance to coeliac diet may increase the 
propensity for malignancy. 
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No.: 170 

A 6 8 -year-old man presents to the clinic complaining of 
further tiredness and lethargy. He had been previously 
diagnosed by his GP with iron deficiency anaemia and 
started on iron replacement. As his Hb had fallen to 
8.8g/dl he received a 2 unit blood transfusion. He has no 
other symptoms and notably his appetite is good and 
there is no weight loss. You review him in the clinic 
some 3 weeks later and his results are summarised 
below. 

Investigations; 



Hb 


8.6 g/dl 


WCC 


4.5 xlO y /l 


PLT 


390x1071 


Na + 


139mmol/l 


r 


5.3 mmol/1 


Creatinine 


123 umol/1 


Upper GI 
endoscopy 


normal 


Colonoscopy 


no abnormality visualised, 
although difficult right sided 
views 


Faecal occult 
blood sample 


+ve 



Which of the following is the investigation most likely 
to contribute to the diagnosis? 






Radionucleotide scanning 
Selective mesenteric angiography 
Repeat colonoscopy 
Repeat upper GI endoscopy 
Capsule endoscopy 



No.: 170 
Capsule endoscopy 

It is clear from the investigations shown that this 
patient is experiencing continued bleeding from the 
GI tract. We are also told that the right side of the 
colon has not been adequately visualised. Hence it is 
possible that angiodysplasia affecting the right side of 
the colon has been missed. Evidence suggests that 
capsule endoscopy is better than abdominal CT or 
selective mesenteric angiography with respect to 
detection of obscure bleeding sites. After 
diverticulosis, angiodysplasia is the second leading 
cause of lower GI bleeding in patients older than 60 
years and the ascending colon and caecum are the 
most commonly affected sites. Radionucleotide 
scanning is only really effective as a diagnostic tool 
when frank GI bleeding is taking place. Treatment of 
angiodysplasia involves endoscopic therapy such as 
cautery or sclerotherapy, or selective surgical 
resection as an alternative. 
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No.: 171 

A 42-year-old woman is referred to the hepatology clinic 
with liver failure. She has no history of alcohol abuse but 
over the past few months has suffered from increasing 
tiredness, upper abdominal discomfort, nausea, anorexia 
and itching. Most recently she has noticed markedly 
increased bruising if she takes a knock on something. On 
examination her blood pressure is 105/70 mmHg. You 
notice signs of chronic liver disease including scratch 
marks on her skin, spider naevi and evidence of mild 
jaundice. She also has extensive bruising on her limbs. 
Hepatomegaly is also present. 
Investigations; 



Hb 


10.5 g/dl | 


WCC 


5.5xl0 9 /l 


PLT 


110x1071 


PT 


27.3 s 


Na + 


134mmol/l 


K + 


4.2 mmol/1 


Creatinine 


90 umol/1 


Albumin 


22g/l 


ALT 


765 U/l 


Bilirubin 


100 umol/1 


Anti- soluble liver-kidney antigen antibody 

+ 


Anti-cytokeratin 8 and 1 8 antibody + 


Gamma- globulins increased 


Liver biopsy - hepatic cirrhosis 



Which of the following is the most likely diagnosis? 






♦ 



Wilson's disease 
Haemochromatosis 
Autoimmune hepatitis Type 1 
Primary biliary cirrhosis 
Autoimmune hepatitis Type 3 



No.: 171 

Autoimmune hepatitis Type 3 

This patient has an autoantibody pattern consistent 
with autoimmune hepatitis Type 3, and features of 
cirrhosis which is said to occur in around 75% of 
patients with the condition. It is commonest in those 
of the 30-50 year group, the vast majority being 
women. The prolonged PT is likely to be as the result 
of severe hepatic dysfunction. Corticosteroids achieve 
remission in around 2/3 rds of patients, although the 
relapse rate is as high as 80% after steroid 
withdrawal. Azathioprine is the main steroid sparing 
agent used in the treatment of the condition. 
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No.: 172 

A 63 -year-old man with a history of COPD and severe 
arthritis presents to the Emergency department of the 
University Hospital with haematemesis. You get his old 
notes and find that his lung function is quite poor. He is 
managed with both salmeterol/fluticasone high dose 
inhaler and tiotropium. Medication for his arthritis 
includes diclofenac. On examination he is very unwell, 
with a pulse of 105/min and BP of 85/50 mmHg. You 
resuscitate him with fluids and 2 units of blood and 
arrange an endoscopy; the endoscopist visualises a large 
bleeding duodenal ulcer, but he is unable to reach it 
properly to control the bleeding via the scope. He has a 
further large haematemesis. 

Investigations; 



Hb 


8.9 g/dl 


WCC 


5.4x1071 


PLT 


130 xl0 9 /l 


Na + 


138 mmol/1 


r 


5.1 mmol/1 


Creatinine 


189umol/l 


ECG 


Lateral ST depression 



Which of the following represents the most 
appropriate management in this case? 

Give more fluid resuscitation and attempt a further 
endoscopy 

Progress to surgery 



♦ 
• 



♦ 



Continue fluid resuscitation and observe 

Refer for angiography and selective embolisation 

Consider using IV omeprazole 



No.: 172 

Refer for angiography and selective embolisation 

This patient would be a very poor surgical candidate, 
as we know he has severe COPD and that his ECG 
shows signs of ischaemia, probably as a result of 
hypovolemia due to blood loss. As he is continuing 
to bleed, whilst IV omeprazole has been shown to be 
useful (albeit in non-randomised controlled studies), 
it is not likely to be effective enough here as an 
isolated treatment. On the other hand, a number of 
case series have demonstrated that selective arterial 
embolisation is an effective way to control bleeding 
from a duodenal ulcer, in situations like this where 
massive blood loss is continuing. 
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No.: 173 

A 52-year-old man with chronic renal impairment and 
previous splenectomy for hereditary spherocytosis 
presents to the Emergency department with fever and 
rigors. He has been complaining of right upper quadrant 
pain over the past few days. His wife tells you that he 
has been avoiding fatty foods recently as he feels 
nauseous and sometimes vomits after eating them. On 
examination he is pyrexial 39.2°C with BP 105/70 
mmHg, pulse 102/min. There is obvious right upper 
quadrant tenderness. 



Investigations 


Hb 


11.9 g/dl 


WCC 


13.2xl0 9 /l 


PLT 


193 xlO y /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


134 umol/1 



Which of the following would be the most suitable 
antibiotic choice for a course of therapy? 






Gentamicin 

Ciprofloxacin 

Erythromycin 

Vancomycin 

Amoxycillin 



•A 



No.: 173 

Ciprofloxacin 

This man has gallstone disease with ascending 
cholangitis. He is at increased risk of gallstones due 
to haemolysis related to his hereditary spherocytosis. 
It is likely that the presence of stones within the bile 
duct has led to ascending infection. Given that he has 
chronic renal impairment, use of gentamicin is likely 
to prove more problematic than alternative choices, 
although an initial stat dose of gentamicin may be 
given. Ciprofloxacin has a broad spectrum of activity 
including against streptococcus, pseudomonas, 
staphylococcus epidermidis and gram negative 
organisms. Antibiotic treatment is usually followed 
by ERCP and sphincterotomy to allow any stones or 
sludge to pass. 
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No.: 174 

A 20 -year-old man presents to the gastroenterology 
clinic complaining of vague abdominal pain, he tells you 
that he has also occasional bouts of diarrhoea. He has no 
previous medical history of note and takes no 
medication. Apparently his cousin has been treated for 
depression and symptoms consistent with Parkinson's 
disease from the age of 28 years. On examination you 
notice a mild tremor and early problems with co- 
ordination consistent with Parkinson's. 



Investigations 


Hb 


10.2 g/dl 


MCV 


106 fl 


WCC 


5.6x1071 


PLT 


200 xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.9 mmol/1 


ALT 


235 U/l 


Bili 


67 umol/1 


Alb 


32g/l 



Given the probable diagnosis, which treatment is he 
likely to require? 

L-dopa 

Prednisolone 

Zinc acetate 

Penicillamine 



• 



Cyclosporin 



No.: 174 

Penicillamine 

This patient has evidence of early signs of 
Parkinson's, a macrocytic anaemia which may be 
haemolytic, and a raised ALT. We are also told that 
his cousin developed symptoms of depression and 
Parkinson's, which may be a pointer to an inherited 
condition. Putting these symptoms together, the 
suggestion is that he may have Wilson's disease. 
Laboratory tests to further suggest the diagnosis 
would include low serum copper and caeruloplasmin, 
and increased urinary copper excretion 
Penicillamine leads to copper chelation and is the 
default treatment for Wilson's; zinc-acetate is used in 
some patients, particularly where symptoms are yet 
to develop. 
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No.: 175 

A 29-year-old woman with a history of Crohn's disease 
presents to the clinic with worsening abdominal pain and 
diarrhoea. She has undergone multiple surgical 
procedures over the years and now takes 15mg of 
prednisolone daily for her Crohn's. On examination she 
looks tired and in pain. Her abdomen has multiple scars 
from previous surgical procedures and she although it is 
soft, she complains of some tenderness. 

Investigations 



Hb 


10.0 g/dl (MCV 
106) 


WCC 


8.9xlO y /l 


PLT 


156x1071 


Na + 


139mmol/l 


K + 


4.0 mmol/1 


Creatinine 


100 umol/1 


ESR 


56 mm/hr 


Thiopurine methyl -transferase 
(TPMT) 


activity low 



Which of the following represents the most 
appropriate option for her? 






Further surgery 
Elemental diet 
Methotrexate 
Azathioprine 
Anti-TNF therapy 



•A 



No.: 175 
Anti-TNF therapy 

Low thiopurine methyl-transferase (TPMT) activity 
is a relative contra-indication to azathioprine 
treatment. TPMT is responsible for the metabolism 
of azathioprine, and hence low activity blocks the 
metabolism of the drug. Significant anaemia is a 
contra-indication to methotrexate therapy, and 
further loss of the small bowel due to surgery may 
actually worsen her symptoms of diarrhoea, and her 
anaemia. Whilst elemental diet has shown to be 
effective in some studies, the most appropriate option 
here appears to be anti-TNF therapy. Anti-TNF 
therapies bind to TNF-alpha, blocking its specific 
inflammatory action leading to a reduction in 
inflammation at the level of GI mucosa. 
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No.: 176 

A 45 -year-old African theology student is admitted to 
the Emergency room with upper gastrointestinal 
haemorrhage. Past history of note includes hepatitis C 
infection. On examination he shows signs of chronic 
liver disease with lower limb oedema, ascites, spider 
naevi and scratch marks. 

Investigations 



Hb 


9.8 g/dl 


WCC 


6.7 xl0 9 /l (slightly elevated 
eosinophils) 


PLT 


130xl0 9 /l 


Na+ 


139mmol/l 


K+ 


5.4mmol/l 


Creatinine 


165 umol/1 


Up erGI 
endoscopy 


varices 


Hepatic USS 


Peri-portal fibrosis 


Abdominal CT 


Capsules and septa visualised 
within the liver 



Which of the following represents the most likely 
diagnosis? 



. 



• 



Cirrhosis due to chronic hepatitis C infection 
Portal hypertension due to S mansoni infection 



Portal hypertension due to S haematobium and 
hepatitis C infection 

Portal hypertension due to S mansoni and hepatitis 
C infection 

Portal hypertension due to S mekongi and hepatitis 
C infection 



No.: 176 

Portal hypertension due to S mansoni and hepatitis C 
infection 

S mansoni rarely leads to chronic liver failure unless 
there is superimposed hepatitis B or C infection. In 
the early stages, indigestion, flatulence, and left 
hypochondrial pain are present due to splenic 
enlargement. Anaemia or cor pulmonale may cause 
generalized pain, weakness, and shortness of breath. 
In the later stages, abdominal distention, lower limb 
oedema, haematemesis, and melaena can occur. In 
the case of S mansoni, periportal fibrosis is thought 
to contribute to portal hypertension, as seen here. 
Management involves worm clearance with an 
appropriate therapy such as praziquantel, and 
treatment of the portal hypertension. 
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No.: 177 

A 42-year-old woman comes to the clinic complaining of 
chronic diarrhoea. She underwent an extensive small 
bowel resection for Crohn's disease 2 years early and 
hasnt been well since. On examination she has a BMI of 
17, with multiple scars on the abdomen. Additionally she 
is suffering from dermatitis, glossitis and angular 
stomatitis. 

Investigations 



Hb 


10.4 g/dl (MCV 106 ft) 


WCC 


5.6x1071 


PLT 


232 xl0 9 /l 


ESR 


12 mm/hr 


Na + 


139mmol/l 


r 


3.9mmol/l 


Creatinine 


100 umol/1 


Albumin 


29g/l 


A T 


52U/1 



Which of the following is the most likely diagnosis? 

Reactivated Crohn's disease 

(S 

Coeliac disease 






Short bowel syndrome 
Bacterial overgrowth 
Cryptosporidium infection 



•A 



No.: 177 

Short bowel syndrome 

We are given the history that this woman has 
undergone an extensive bowel resection, and since 
then has suffered from chronic diarrhoea. We can see 
from her blood indices that she has a macrocytic 
anaemia, but her E SR is low, making active 
inflammation unlikely. Her low albumin of 29 also 
suggests significant malabsorption. Dermatitis is a 
feature of failure to absorb essential fatty acids 
(linoleic acid and linolenic acid). In some patients 
adequate oral intake may be impossible; parenteral 
nutrition may be the only option, but is associated 
with significant long-term morbidity and mortality. 



,,j 



ib 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 178 

A 34-year-old man who has undergone right hemi- 
colectomy for Crohn's disease 6 months ago comes to 
the clinic for review. He is generally happy with the 
result, but is a bit upset that he still has problems with 
diarrhoea. Medications include budesonide and 
mesalazine, B12 replacement and occasional codeine to 
help suppress the diarrhoea. He tells you the stools have 
a high volume and are difficult to flush away. On 
examination his abdomen is soft and non-tender, and he 
has a scar from his previous surgery. 
Investigations 



Hb 


11.9 g/dl 


WCC 


5.5 xl0 9 /l | 


PLT 


192x1071 


Na 


139 mmol/1 


K 


4.0 mmol/1 


Cr 


95 umol/1 


Alb 


39g/l | 


ESR 


14mm/hr 



14 C glycolate test abnormal 
Upper GI endoscopy unremarkable 
Colonoscopy unremarkable 

Which of the following is the most likely diagnosis? 

Bacterial overgrowth syndrome 






♦ 



Tropical sprue 
Bile acid malabsorption 
Short bowel syndrome 
Terminal ileal Crohn's disease 



No.: 178 

Bile acid malabsorption 

The ileum plays an important role in the 
reabsorption of bile salts, and it is likely that a 
portion was resected during this man's right 
hemicolectomy. Bile acid malabsorption leads to 
chronic diarrhoea, as seen here. The 14C glycolate 
test has existed since the 1970s as a way to estimate 
bile acid malabsorption and represents the best test 
for making the diagnosis. 
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No.: 179 

A 59-year-old woman who is awaiting surgical 
outpatients with a history of right upper quadrant pain 
and nausea after fatty meals, presents to the Emergency 
room with severe epigastric pain radiating to her back, 
nausea, vomiting and fever. On examination she looks 
unwell, temperature 38.2°C, and a BP of 100/65 mmHg, 
pulse 105/min. There is severe epigastric tenderness. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


12.4x1071 


PLT 


301 xl07l 


Na + 


139mmol/l 


K + 


4.0 mmol/1 


Creatinine 


100 umol/1 


Albumin 


28g/l 


Amylase 


789 U/l 


Ca ++ 


2.08 mmol/1 



Which of the following is the most important first 
step? 

Supportive care with oxygen, analgesia, IV fluids, 
antibiotics 



♦ 



♦ 



Surgery for partial pancreatectomy 

ERCP 

MRCP 

Abdominal ultrasound scan 



•A 



No.: 179 

Supportive care with oxygen, analgesia, IV fluids, 
antibiotics 

This patient clearly has acute pancreatitis, which 
may have been precipitated by gallstone disease. That 
being said, she is shocked and in pain, and supportive 
care with oxygen, IV fluid replacement, analgesia 
and antibiotics is crucial. ERCP may be a crucial step 
with sphincterotomy and stone extraction, but this 
would ordinarily only be considered when the patient 
is more stable, after an abdominal ultrasound scan to 
aid assessment. Patients with severe pancreatitis 
should be managed on an intensive care unit rather 
than on the general surgical ward. 
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No.: 180 

A 3 8 -year-old woman with previously stable Crohn's 
disease presents complaining of worsening diarrhoea. 
She is managed on a small dose of budesonide and 
mesalazine, and has had no symptoms up until 6 months 
ago. Most recently she has been taking a course of 
sertraline for depression. Currently she opens her bowels 
many times per day with voluminous non-bloody 
diarrhoea. 



Investigations 




Hb 


12.9 g/dl 


WCC 


5.0xl0 y /l 


PLT 


203 xl07l 


Na + 


139mmol/l 


K + 


3.9mmol/l 


Cr 


100 umol/1 


Colonic biopsies 


lymphocytic infiltrate 



Which of the following is the most likely diagnosis? 

Coeliac disease 
Tropical sprue 
Lymphocytic colitis 
Ulcerative colitis 
Crohn's reactivation 




No.: 180 
Lymphocytic colitis 

Lymphocytic colitis may occur in patients with other 
forms of GI pathology, including Crohn's and 
Coeliac. Sertraline also appears to be associated with 
the development of lymphocytic colitis. Loperamide 
is often used as a first line therapy, with 
cholestyramine an alternative if there is bile salt 
malabsorption. Other alternatives include immune 
modulating agents such as azathioprine, although a 
response to therapy may take many months to 
appear. Approximately 20% of patients have a 
spontaneous remission without specific intervention. 
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No.: 181 

A 32-year-old woman comes to the clinic with chronic 
diarrhoea, which she finds hard to flush away. She has 
visited the GP three times in the past year and has been 
told that she has irritable bowel syndrome, but she is 
increasingly tired and lethargic. 
Investigations 



Hb 


10.6 g/dl 


MCV 


106 fl 


WCC 


5.0x1071 


PLT 


203 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Cr 


100 umol/1 


Alb 


29g/l 


Anti -endomys eal antib ody 


+ 



Which of the following is the most likely diagnosis? 



♦ 
♦ 



Crohn's disease 
Pancreatic insufficiency 
Coeliac disease 
Lactose intolerance 
Irritable bowel syndrome 



No.: 181 
Coeliac disease 

The presence of positive anti-endomyseal antibodies, 
probable B12/folate deficiency and difficult to flush 
away diarrhoea, raises the possibility of 
malabsorption due to coeliac disease. Diagnosis is 
confirmed with small bowel biopsy which is likely to 
reveal villous atrophy. Treatment is with gluten 
exclusion. Long term risks associated with coeliac 
disease include oesophageal carcinoma and small 
bowel lymphoma, particularly in patients who fail to 
follow the gluten free regime. 
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No.: 182 

A 21 -year-old woman returns from a gap year trip to 
Thailand where she was working at a village school. She 
is worried as she has begun losing weight, is feeling tired 
all the time and has chronic diarrhoea which she says is 
voluminous and difficult to flush away. On examination 
she looks very thin with a BMI of 17. She is also pale 
and has bilateral ankle swelling. 

Investigations 



Hb 


10.4 g/dl 


MCV 


106 fl 


WCC 


5.3xl0 9 /l 


PLT 


220 xl07l 


Na + 


139mmol/l 


r 


4.0 mmol/1 


Cr 


100 umol/1 


Alb 


24g/l 



Jejunal biopsy - mild villous atrophy, increased crypts 
and mononuclear cell infiltrates, lipid accumulation 
below the basement membrane. Coliform bacteria 
isolated 

Which of the following is the most likely underlying 
diagnosis? 



♦ 



• 



Crohn's disease 
Coeliac disease 
Whipple's disease 
Tropical sprue 
Cryptosporidium 



•A 



No.: 182 
Tropical sprue 

Tropical sprue occurs in tropical regions, 
predominantly central America and South-E astern 
Asia. It is thought that an initial GI infection results 
in small bowel stasis, opportunistic colonisation by 
organisms such as coliforms, and then a degree of 
villous atrophy leading to malabsorption and B12, 
folate deficiency. Treatment with vitamin 
replacement and a prolonged course of tetracycline 
for 3-6 months is recommended, although she should 
be warned not to get pregnant while taking the 
antibiotics. It is the clinical features of this condition, 
including the history prior to presentation which 
drives us to a diagnosis of tropical sprue rather than 
Crohn's disease. 
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No.: 183 

A 45 -year-old man with a history of Barrett's 
oesophagus treated with 40mg omeprazole presents for 
review. He is concerned as he has continued indigestion. 



Investigations 




Hb 


12.0 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


231 xl07l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Cr 


100 umol/1 



Histology 4/8 biopsies from Barrett's area show high 
grade dysplasia 

Which of the following is the most appropriate 

management plan for this patient, he wants to avoid 

surgery if at all possible? 
*-» 

Repeat endoscopy with biopsies in 6/12 
Add anti-acids to the regime 
Refer for oesophagectomy anyway 
Cryotherapy 
Laser therapy 



No.: 183 
Cryotherapy 

Of all the common methods of ablation 
(photodynamic therapy, laser therapy, cryotherapy), 
it appears that cryotherapy offers the most promising 
results so far, one case series suggesting complete 
reversal of Barrett's in 78% of patients 6 months 
after treatment. Laser therapy has been less 
impressive, with stricture and bleeding as reported 
side-effects. At 45-y ears-old, it would seem prudent 
to attempt ablation therapy prior to proceeding to 
oesophagectomy, although surgery would be the next 
logical step if the response to attempted ablation was 
poor. 
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No.: 184 

A 67-year-old woman with rheumatoid arthritis comes to 
the clinic for review complaining of tiredness. She takes 
NSAIDs, low dose prednisolone and methotrexate for 
her rheumatoid, and additionally has hypertension for 
which she takes amlodipine 5mg daily. 

Investigations; 



Hb 


ll.Og/dl 


MCV 


86 fl 


Ferritin 


400 umol/1 


Iron 


9 umol/1 (low) 



You are keen to differentiate definitively between iron 
deficiency anaemia and anaemia of chronic disease. 
Which of the following is the most likely investigation 
to enable you to do that? 






Erythropoietin levels 

Upper GI endoscopy 

Small bowel follow through 

Colonoscopy 

Bone marrow biopsy 



No.: 184 

Bone marrow biopsy 

Despite the fact that upper GI endoscopy, small 
bowel follow through and colonoscopy may all have a 
role to play in detecting possible causes of iron 
deficiency anaemia, they don't rule out the problem 
if they are normal. EPO levels may be reduced in 
anaemia of chronic disease, but again an abnormal 
result doesn't rule out additional iron deficiency. 
Estimation of iron content in a bone marrow biopsy 
does however rule out iron deficiency anaemia if it is 
normal. In reality however, transferrin estimation 
has largely replaced bone marrow biopsy. 
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No.: 185 

A 22-year-old woman presents with a severe headache, 
peripheral oedema and indigestion. She is 32 weeks 
pregnant with her first child. On examination her BP is 
140/90 mmHg and she looks tired, her ankles are 
swollen. 

Investigations; 



Hb 


9.0 g/dl 


WCC 


7.1x1071 


PLT 


68 xl0 9 /l 


Na + 


139 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


185 umol/l 


AST 


205 U/l 


ALT 


150 U/l 


ALP 


301 U/l 


Bilirubin 


80 umol/l 


INR 


1.0 


Urine 


protein ++ 



Which of the following is the most likely diagnosis? 



• 



Acute fatty liver of pregnancy 

Cholestasis of pregnancy 

Pre- eclampsia 

Eclampsia 

TTP 



•A 



No.: 185 
Pre-eclampsia 

The combination of severe headache, peripheral 
oedema, indigestion and proteinuria is very classical 
for pre-eclampsia. Eclampsia is defined as seizures 
occurring in a patient with pre-eclampsia. 
Microangiopathic haemolytic anaemia, which 
accounts for the blood picture seen here is typical of 
the situation. Of paramount importance is control of 
blood pressure and rapid assessment of the 
pregnancy by the obstetric team. The only way to 
resolve pre-eclampsia is delivery of the child. 
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No.: 186 

A 62-year-old man presents to the Emergency room with 
deep jaundice, drowsiness and confusion. He has been 
increasingly unwell for the past 3 months, and an 
ultrasound of his abdomen from 2 weeks earlier 
demonstrated a mass in the head of the pancreas, a 
degree of biliary obstruction, and probable metastases 
within the liver substance itself. On examination he is 
drowsy and confused, his temperature is 37.8°C, his BP 
is 100/60 mmHg with a pulse of 85/min, there are a 
number of scratch marks on his skin and he is deeply 
jaundiced. He is tender in the epigastrium and you can 
feel a liver edge. 

Investigations; 



Hb 


10.1 g/dl 


WCC 


8.2x1071 


PLT 


102x1071 


Na + 


137mmol/l 


K + 


4.0 mmol/1 


Creatinine 


130 umol/1 


ALT 


105 U/l 


Bilirubin 


280 umol/1 


AlkP 


485 U/l 



Which of the following is the most appropriate 
intervention? 



♦ 



Oral ciprofloxacin 
PTC tube 

Choledochoj ejunostomy 
Whipple's procedure 
ERCP with stenting 



No.: 186 

ERCP with stenting 

This patient has hepatic obstruction as evidenced by 
his deep jaundice and obstructive picture on liver 
function testing. Given the advanced nature of his 
disease, and the high rates of operative mortality 
associated with Whipple's procedure, surgical 
resection is not an option here. A PTC tube is 
reserved for those patients where the distal 
obstruction cannot be relieved, as such ERCP with 
stenting is the preferred option here. Antibiotic 
therapy would not be used in isolation in this case, 
although with his mild pyrexia it is likely to be used 
in conjunction with the ERCP for presumed 
ascending cholangitis as a result of biliary stasis. 
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No.: 187 

A 29-year-old woman comes to the clinic. She is 30 
weeks pregnant and has a previous history of Crohn's 
disease but this was quiescent prior to becoming 
pregnant and she discontinued her treatment 1 8 months 
ago. She was previously managed with sulphasalazine. 
She now complains of severe diarrhoea and abdominal 
pain. Abdominal examination is consistent with a 30 
week pregnancy and it is difficult to assess specific 
tenderness, which may be related to active Crohn's. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


11.1 xl0 9 /l 


PLT 


190 xl07l 


ESR 


47mm/hr 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


100 lumol/1 



Which of the following would be the most 
appropriate initial treatment for her? 

Sulphasalazine 






Methotrexate 
Metronidazole 
Infliximab 
Prednisolone 



•A 



No.: 187 

Prednisolone 

Methotrexate is absolutely contraindicated in 
pregnancy, and sulphasalazine may in rare cases be 
associated with haemolysis. Whilst case reports exist 
with respect to positive data around the use of 
infliximab in pregnancy it is not generally 
recommended. First line treatment from those given 
therefore would be corticosteroids. Elemental diet 
has also been shown to be of value in the 
management of pregnant patients with active 
Crohn's disease, but is generally less effective than 
using corticosteroids. Indications for surgery are the 
same as in patients who are not pregnant and urgent 
surgery should only be postponed where medical 
therapy has reasonable hopes of improving the 
situation. 
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No.: 188 

A woman who is 30 weeks pregnant presents to her GP 
complaining of itching, more intense over her palms and 
soles of her feet and worse at night. On examination she 
looks tired and has yellow sclerae. Her BP is 105/60 
mmHg and she is apyrexial. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


6.7x1071 


PLT 


167x1071 


Na + 


138 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


80 lumol/1 


Bilirubin 


182lumol/l 


ALT 


670 U/l 


AlkP 


730 U/l 


GammaGT 


210 U/l (4-35) 



Which of the following is the most likely diagnosis? 



• 
♦ 



HELLP 
Cholestasis of pregnancy 
Acute fatty liver of pregnancy 
Budd Chiari syndrome 
Viral hepatitis 



•A 



No.: 188 

Cholestasis of pregnancy 

The condition is seen across maternal ages and in 
both nulliparous and primiparous women. It is more 
common in women with a history of cholestasis 
associated with oral contraceptive use and those who 
have a family history of cholestasis in pregnancy. 
Itching is the commonest symptom of cholestasis of 
pregnancy, severe jaundice is uncommon, but both 
ALT and Alk P are moderately increased. Long-term 
maternal outcome is good, although the risk of 
gallstones is increased. The condition rapidly resolves 
after delivery of the child. Prior to delivery, 
antihistamines, benzodiazepines and ursodeoxycholic 
acid may all have a role to play in symptom relief. 
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No.: 189 

A 26 -year-old woman who is 17 weeks pregnant with 
her 3rd child comes to the clinic complaining of right 
upper quadrant pain, worsening nausea and jaundice. 
Apart from nausea at the beginning of her pregnancy, 
things have followed a relatively uneventful course and 
the family has most recently returned from a trip to 
Tunisia. On examination she has jaundiced sclerae and 
looks tired. Her BP is 1 10/60 mmHg, and she is tender 
over the right upper quadrant, she is pyrexial at 37.8°C. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


1 1.2 xl0 9 /l (mild 
lymphocytosis) 


PLT 


200 xl09/l 


Na + 


140 mmol/1 


K + 


4.8 mmol/1 


Creatinine 


100 umol/1 


ALT 


1200 U/l 


AlkP 


420 U/l 


Bilirubin 


230 umol/1 



Which of the following is the most likely diagnosis? 

i 

Fatty liver of pregnancy 






Cholestasis of pregnancy 
Hepatitis A 
Budd Chiari syndrome 
HELLP syndrome 



No.: 189 
Hepatitis A 

The nausea, jaundice, right upper quadrant pain and 
mild pyrexia, coupled with a large rise in her ALT fit 
well with hepatitis A. Her white count is also slightly 
elevated, with an increase in lymphocytes, which 
again fits with the diagnosis. The disease follows a 
relatively benign clinical course, anti-hepatitis A IgM 
being the standard investigation to confirm the 
diagnosis. Foetal loss is thankfully very rare in 
association with Hepatitis A infection. It is most 
likely she became infected as a result of her trip to 
Tunisia. Pregnant women may be safely given 
hepatitis A vaccine prior to travelling to a high risk 
area. 
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No.: 190 

A 70 -year-old man presents to the Emergency room 
complaining of left iliac fossa tenderness, fevers and 
intermittent diarrhea over the course of the past week. 
On further questioning he admits to having suffered from 
vague abdominal pains and bloating over the past few 
months. He has seen the dietician at his GP surgery for 
obesity management and also has a history of 
hypertension for which he is taking ramipril. On 
examination his BP is 141/78 mmHg, he is pyrexial 
37.8°C and is diffusely tender in the left iliac fossa. 



Investigations; 


Hb 


12.1 g/dl 


WCC 


13.1 xl0 9 /l (neutrophilia) 


PLT 


190 xlO y /l 


Na + 


140 mmol/1 


K + 


4.7 mmol/1 


Creatinine 


120 umol/1 


Urine 


red cells+, white cells+ 



Which of the following is the most appropriate 
investigation? 






♦ 



IVU 

Plain abdominal x-ray 
Urine culture 
Abdominal CT 
USS urinary tract 



•A 



No.: 190 
Abdominal CT 

The obesity, previous symptoms suggestive of 
irritable bowel and recent onset diarrhoea are 
suggestive of diverticulitis. The neutrophilia and left 
sided abdominal tenderness also support the 
diagnosis. Red and white cells in the MSU are the 
result of periureteric inflammation. CT scanning 
helps with assessment of severity of diverticular 
disease, degree of local inflammation, evidence of 
local perforation and possible abscess formation. 
Management depends on disease severity: less 
complicated cases may be managed with IV 
antibiotics only, but GI surgical opinion as to the 
necessity for operative intervention is crucial 
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No.: 191 

A 67-year-old man who uses continuous ambulatory 
peritoneal dialysis (CAPD) for chronic renal failure 
comes to see you because he has severe abdominal pain 
and nausea lasting for the past 36hrs, and his peritoneal 
dialysis bags have become cloudy. On examination he is 
pyrexial 37.8°C and has a BP of 125/75 mmHg, with a 
resting pulse of 90/min. His abdomen is generally tender 
and you cant hear any bowel sounds. 

Investigations; 



Hb 


10.4 g/dl 


WCC 


13.2 xlO y /l (Neutrophilia) 


PLT 


245 xlO y /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


245 umol/1 


Dialysis fluid 


>100 white cells/ml, gram 
positive cocci 


Erect 
abdominal film 


free gas under the 
diagphragm 



How would you manage this patient? 

Iv cefuroxime and metronidazole and stop dialysis 

Intraperitoneal gentamicin and vancomycin via the 
dialysis catheter 



Laparotomy and washout 



• 



Switch to haemodialysis and give antibiotics 
through the line 

Arrange abdominal CT 



No.: 191 

Intraperitoneal gentamicin and vancomycin via the 
dialysis catheter 

Case series report between 11 and 34% of patients 
with CAPD peritonitis having pneumoperitoneum, 
the majority of which can be managed 
conservatively. In this case it would seem prudent to 
begin with intraperitoneal gentamicin and 
vancomycin but to keep him under regular 
observation in case his clinical condition deteriorates, 
as in rare cases there may of course be a perforated 
abdominal viscus. Analysis of the CAPD fluid for the 
presence of faeces or bile may be helpful, to guide 
whether conservative management is indeed the best 
option 
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No.: 192 

A 3 5 -year-old woman comes to the Emergency room 
complaining of severe epigastric pain, nausea and 
vomiting. You understand that she was recently started 
on medication for epilepsy. On examination her BP is 
100/65 mmHg, her pulse 105/min regular. She is mildly 
pyrexial at 37.8°C. Her epigastrium is very tender and 
she complains of severe pain on relatively minimal 
palpation. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


13.1x1071 


PLT 


130x1071 


Na + 


138mmol/l 


r 


4.5 mmol/1 


Creatinine 


142 umol/1 


Ca ++ 


2.14 mmol/1 


Amylase 


1020 W 



Which of the following medications is most likely to 
be responsible? 



<? 



♦ 



Gabapentin 

Phenytoin 

Vigabatrin 

Valproate 

Lamotrigine 



•A 



No.: 192 
Valproate 

This woman has acute pancreatitis, and the most 
likely cause is her medication for epilepsy. Other 
drugs strongly associated with acute pancreatitis 
include azathioprine, sulfonamides, sulindac, 
tetracycline, didanosine, methyldopa, estrogens, 
furosemide, 6-mercaptopurine, pentamidine, 5- 
aminosalicylic acid compounds, corticosteroids, and 
octreotide. A number of other drugs such as 
metronidazole, hydrochlorthiazide and cimetidine 
may also be implicated in the development of the 
condition. 
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No.: 193 

You are asked by the Emergency department team to 
review a 32-year-old man who has received 35% burns 
in a house fire. You understand that he has suffered a 
significant degree of inhalation injury and when you 
review him he is intubated and ventilated. You question 
his relatives and find out that he likes to drink up to 7 
pints of beer per night. On examination his BP is 1 10/60 
mmHg, his pulse is 85/min and regular. He is 105kg. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


9.2 xl07l 


PLT 


178x1071 


Na + 


139mmol/l 


K + 


4.4 mmol/1 


Creatinine 


156 umol/1 


ALT 


145 U/l 


AlkP 


320 U/l 


Amylase 


1200 U/l 


CK 


430 U/l 



Which of the following is the most likely cause of his 
pancreatitis? 

#-» / ^J\ / vvfl 

Cholecystis 

Chronic pancreatitis related to alcohol consumption 






Post-burn pancreatitis 

Trauma 

Rhabdomyolysis 



No.: 193 

Post-burn pancreatitis 

Post burn pancreatitis is said to occur in patients who 
have a high degree of full thickness burn injury, have 
significant inhalation injury and a high percentage of 
overall skin damage. Management is supportive, with 
appropriate fluid resuscitation and management of 
associated hypoxia and hypocalcaemia. Given that he 
is already intubated and ventilated due to possible 
inhalational injury, management on the ITU is 
entirely appropriate 
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No.: 194 

A 30-year-old woman with a history of Crohn's disease 
returns to the clinic for review after formation of an 
ileostomy. She is worried as she has some ulcerated 
areas which have begun to form on the skin around the 
stoma. On examination she is apyrexial and her abdomen 
is soft and non-tender. There are three deep ulcerated 
areas with a violaceous border around the edge of the 
stoma overlying where the colostomy bags stick on to 
the surrounding skin. She tells you the bags don't stick 
well and it hurts to attach them. 



Investigations; 




Hb 


10.9 g/dl 


WCC 


5.0xl0 y /l 


PLT 


182x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


ESR 


13 mm/hr 



What is the most appropriate way to manage these? 



• 



Topical terbinafine 
IV flucl oxacillin 
Oral sulphasalazine 
Oral prednisolone 
Surgical debridement 



•A 



No.: 194 

Oral prednisolone 

This patient has classical pyoderma gangrenosum, 
which occurs in patients with a history of 
inflammatory bowel disease, and may be found 
around the stoma in patients with Crohn's who have 
recently undergone stoma formation. Biopsy of 
pyoderma gangrenosum lesions shows neutrophil 
infiltration, haemorrhage and epidermal necrosis. 
Topical or systemic corticosteroids are the treatment 
of choice for pyoderma gangrenosum; typical steroid 
sparing agents and anti-TNF antibodies have also 
shown clinical effectiveness in resolving the 
condition. Unfortunately repeated local trauma from 
applying and removing stoma bags may increase the 
chance of a recurrence. 
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No.: 195 

A 74-year-old patient has been thrombolysed for an 
anterior myocardial infarction. You are asked to see him 
3 days later as he has suddenly become unwell. Past 
medical history includes hypertension and omeprazole 
recently prescribed by his GP for indigestion. On 
examination his BP is 100/50 mmHg, pulse is 100/min 
regular and he looks unwell. He is not in left ventricular 
failure on clinical findings, and his abdomen is very 
firm, with exquisite tenderness in the epigastrium. His 
lower limb pulses are intact. 
Investigations; 



Hb 


9.5 g/dl (12.5 on admission) 


WCC 


11.2xlO y /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


r 


4.5 mmol/1 


Creatinine 


145 umol/1 


Amylase 


290 U/l 


ALT 


190 U/l 


Bilirubin 


45 umol/1 


ECG 


sinus rhythm 100, anterolateral ST 
depression 



Which of the following is the most likely diagnosis? 

Acute cholecystitis 
Acute pancreatitis 






• 



Aortic dissection 

VSD 

Perforated gastric ulcer 



No.: 195 

Perforated gastric ulcer 

The history of previous indigestion, and the fact that 
his Hb has dropped by 3 g is highly suggestive of an 
acute GI bleed. Amylase may be slightly elevated 
with a perforated abdominal viscus and a level of 
290U/1 fits with this. The fact that his lower limb 
pulses are intact and there are no neurological 
sequelae makes an aortic dissection unlikely. The 
elevation in ALT is non-specific and is unlikely to 
related to cholecystitis. Oearly so soon after a 
myocardial infarction, the risks of surgical 
intervention are very high. 
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No.: 196 

A 40 -year-old man has returned from a secondment in 
Southern China. He complains of passing copious 
amounts of watery foul smelling diarrhoea which is 
difficult to flush away. He received treatment at the time 
for traveller's diarrhoea but this has persisted since 
return. He also complains of anorexia, lethargy and 
fatigue and joint pains. On examination his BMI is 17.5. 
His BP is 125/77 mmHg. His abdomen is distended with 
mild tenderness and he also has atrophic glossitis and 
stomatitis. There is bilateral ankle swelling. 

Investigations; 



Hb 



WCC 



PLT 



Na + 



K7 



Creatinine 



Albumin 



Duodenal 
biopsy 



10.1 g/dl 



9.9 xl0 9 /l 
176x1071 



141 mmol/1 



4.2 mmol/1 



125 lumol/1 



24g/l 



reveals partial villous 
atrophy with PAS 
positive macrophages 



Which of the following is the most likely diagnosis? 

n 

Bacterial overgrowth syndrome 
Coeliac disease 
Tropical sprue 
Whipple's disease 
Giardiasis 






No.: 196 

Whipple's disease 

The presence of malabsorption with PAS positive 
macrophages identified on biopsy is typical for 
Whipple's. The causative organism is T whippelii. 
PCR for T whippelii DNA is only sparsely available, 
and a large number of control patients show IgG for 
T whippelii. As such the diagnosis is a clinical one 
supported by small bowel biopsy results. Long term 
antibiotic therapy with a tetracycline or 
cotrimoxazole is the treatment of choice. 
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No.: 197 

A 42-year-old businessman who travels twice per month 
to Africa, the Indian subcontinent and Eastern Europe is 
requesting some medication to reduce the duration and 
severity of travellers diarrhoea which he seems to suffer 
from nearly every time he goes abroad. He says this is 
crampy in nature and accompanied by multiple episodes 
of non-bloody diarrhoea. He is otherwise completely 
well. 

Which of the following agents is proven to reduce the 
severity of symptoms? 

Ciprofloxacin and loperamide taken at the onset of 

symptoms 
^-» 

Metronidazole if symptoms continue for longer than 

24hrs 






Co-amoxyclav taken daily during the trip 
Loperamide taken at the onset of symptoms 
Oral rehydration solution 



No.: 197 

Ciprofloxacin and loperamide taken at the onset of 
symptoms 

Whilst loperamide may reduce diarrhoea, patients 
often suffer bloating and slightly worse abdominal 
cramps. The addition of ciprofloxacin has been 
shown to reduce the total number of loose motions, 
although the total duration of illness was similar in 
reported trials in those patients who received 
ciprofloxacin and loperamide versus those who didnt. 
Oral rehydration solution is useful for replenishing 
water and salts lost due to diarrhoea, but does not 
impact on symptoms. 



No.: 198 

A 29-year-old woman who has previously stable Crohn's 
disese presents with bloody diarrhoea. She is currently 
1 1 weeks pregnant with her first child. She is opening 
her bowels some 10 times per day and is extremely 
troubled by her symptoms. On examination she is tender 
to PR. C__ 



Investigations; 




Hb 


10.9 g/dl 


WCC 


9.8 xl0 9 /l 


PLT 


203 xl07l 


Na + 


140 mmol/1 


K + 


3.9mmol/l 


Creatinine 


llOlumol/1 


Faecal occult blood test 


+ to blood 



No.: 198 

Flexible sigmoidoscopy 

The presence of bloody diarrhoea fits best with 
predominantly distal disease. Whilst no link is 
established between colonoscopy and increased risk 
of miscarriage, the bowel preparation is much more 
severe than that for flexible sigmoidoscopy, and the 
procedure itself causes significantly more discomfort. 
If distal disease is identified then rectal 
corticosteroids would be the treatment of choice. 



Which of the following investigations is most 
appropriate? 

♦ 



• 



Barium enema 
Barium follow through 
Flexible sigmoidoscopy 
Colonoscopy 
Upper GI endoscopy 
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No.: 199 

A 40 -year-old female patient with a history of chronic 
alcoholism presents to the clinic with increased 
abdominal swelling. She has noticed increasing 
abdominal girth over the past 4-6 months. On 
examination there are signs of chronic liver disease 
including spider naevi and ascites and she also has 
jaundiced sclerae. Her BP is 100/65 mmHg. 

Investigations; 



Hb 


10.5 g/dl 


MCV 


107 fL 


WCC 


5.6xl0 9 /l j 


PLT 


202x1071 1 


Na + 


136mmol/l 


r 


3.9mmol/l 


Creatinine 


85 umol/1 


CA-125 


65 U/ml (<35) 



What is the most likely cause for the increased CA- 
125? 



♦ 
• 



Ascites 

Ovarian carcinoma 

Colonic carcinoma 

Hepatocellular carcinoma 

Cirrhosis 
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Cirrhosis 

A number of conditions, including cirrhosis may 
result in falsely elevated levels of CA-125. Studies 
have estimated the false positive rate with CA-125 
with respect to ovarian carcinoma may be as high as 
80%, or 30 screening tests to detect one carcinoma. 
For this reason CA-125 is done in conjunction with 
abdominal ultrasound. In women where there is a 
family history of ovarian carcinoma, genetic 
screening for BRCA1 or 2 is recommended as the 
preferred method for assessing future ovarian 
carcinoma risk. 
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No.: 200 

A Norwegian woman who is living in England is 
reviewed in the gastroenterology clinic. She is 31 weeks 
pregnant with her first child and has severe and 
uncontrollable itching. On examination she looks 
relatively well, her BP is 105/60 mmHg, pulse 75/min, 
and her abdomen is consistent with a 3 1 week 
pregnancy. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


5.4x1071 


PLT 


195 xl0 9 /l 


Na + 


139 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


90 umol/1 


ALT 


320 U/l 


Alk Phos 


420 U/l 


Bilirubin 


67 umol/1 



Which of the following is the most appropriate way to 
manage her? 



• 



♦ 



Ursodeoxycholic acid 
Urgent delivery of the fetus 
Anti -coagulation 
Oral corticosteroids 
Observe 



•A 
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Ursodeoxycholic acid 

The raised ALT and Alkaline phosphatase seen here, 
with itching the predominant feature and only a very 
small rise in bilirubin is highly suggestive of 
cholestasis of pregnancy. Long-term maternal 
outcome is relatively good compared to other liver 
conditions associated with pregnancy, and if itching 
and nausea can be controlled, the pregnancy may 
continue. That being said, the risk of prematurity is 
increased, as is the risk of post-partum haemorrhage. 
The condition is increased in patients of 
Scandinavian descent. 
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No.: 201 

A 32-year-old woman has been referred to the clinic by 
her GP who suspects she may have irritable bowel 
syndrome. She suffers intermittent bouts of diarrhoea, 
problems with bloating, and flatulence. On further 
questioning it transpires that she has been feeling a little 
tired over the past few months. On examination her BP is 
125/72 mmHg, pulse is 72/min and regular. She looks a 
little pale, her BMI is 22. Abdominal examination is 
unremarkable. 

Investigations; 



Hb 


10.5 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


201x1071 


Na + 


139mmol/l 


r 


4.1 mmol/1 


Creatinine 


110umol/l 


Small bowel 
biopsy 


mild villous atrophy, increased 
epithelial lymphocytes 



Which of the following represents the most 
appropriate intervention? 

(• 






* 



(^ 



Metronidazole 
Lactose free diet 
Gluten free diet 
Doxycycline 
Prednisolone 



•A 



No.: 201 

Gluten free diet 

This patient has symptoms consistent with celiac 
disease, and a small bowel biopsy which is suggestive 
of the condition. As such the most appropriate 
therapy is a trial of gluten free diet. Lactose 
avoidance may be of value in patients with symptoms 
of irritable bowel, particularly those of an ethnic 
origin where congenital lactase deficiency is 
increased, although it is of no value here. 
Corticosteroids may be of value in Crohn's, but are 
not used in the management of coeliac. An infectious 
cause for her symptoms is also not under suspicion 
here. 
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No.: 202 

A 42-year-old woman presents to the clinic with 
symptoms of indigestion and heart burn that have 
worsened over the past 18 months. She is most 
concerned as her uncle died of oesophageal carcinoma. 
You arrange an upper GI endoscopy on the routine list. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


5.3xl0 9 /l 


PLT 


175 xl07l 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


100 lumol/1 


Endoscopy 


Helicobacter gastritis 



She is treated with eradication therapy which is 
thought to be successful. How would you advise her 
with respect to the future risk of cancers / re- 
treatment of her helicobacter? 

Her future risk of oesophageal carcinoma is likely to 
be increased 

She can be reassured that she no longer has a 
clinically significant increased risk of GI cancer 

She is at increased risk of gastric lymphoma 

She should be re-treated with eradication therapy 
every 3 years 

Consumption of 10 units of alcohol per week will 
increase her risk of stomach cancer 



No.: 202 

She can be reassured that she no longer has a clinically 
significant increased risk of GI cancer 

Helicobacter eradication is associated with a 
reduction in the risk of gastric maltoma and gastric 
carcinoma. Additionally, there is no specific need for 
re-dosing of eradication therapy, and moderate 
consumption of alcohol at the level of 10 units per 
week should not increase her risks. We are not given 
any information about her uncle; cases of 
oesophageal carcinoma are often related to alcohol 
and cigarette use, rather than any genetic 
predisposition to the condition 
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No.: 203 

A 52-year-old man is referred to the gastroenterology 
clinic with symptoms consistent with long-standing 
reflux. His GP has tried lifestyle advice, H2 antagonists 
and proton pump inhibitor therapy but the symptoms 
seem to be getting no better. He has not lost weight and 
if anything is actually a few pounds overweight. He is 
currently taking omeprazole 40 mg per day. On 
examination his BP is 149/89 mmHg. His BMI is 28. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


5.4x1071 


PLT 


205 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.3 mmol/1 


Creatinine 


103 Vmol/1 


ALT 


31U/1 


Albumin 


40g/l 


Upper GI 
endoscopy 


6cm of columnar epithelium, 
consistent with Barrett's, biopsies 
indicate low grade dysplasia 



Which of the following is the most appropriate 
management? 

Refer for consideration of oesophagectomy 

Refer for cryotherapy 

Continue high dose PPI and reassure 

Continuous PPI therapy and yearly surveillance 
endoscopy 

Continuous PPI therapy for 8-12 weeks, repeat 
endoscopy then 6 monthly endoscopy if no sinister 
features 



No.: 203 

Continuous PPI therapy for 8-12 weeks, repeat 
endoscopy then 6 monthly endoscopy if no sinister 
features 

The answer is review in 8-12 weeks. The British 
society of Gastroenterology (BSG) recommends 8-12 
weeks of continuous high dose PPI and then re- 
endoscopy in low grade dysplasia. If some 
improvement is seen then 6 monthly review is 
suggested until stable / improved disease has been 
identified on at least 2 successive endoscopies. Once 
this milestone has occurred, surveillance can be 
reduced to 2 yearly. 
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No.: 204 

A patient presents with easy fatigability, lethargy and 
intermittent diarrhoea. He is 28 years old and works as a 
solicitor. He has an uncle with Type 1 diabetes and his 
mother has autoimmune hypothyroidism. On 
examination he looks pale and tired. His BMI is 20 and 
he has an itchy rash on his arms and trunk. There is mild 
pitting oedema of both lower limbs. 

Investigations; 



Hb 


10.0 g/dl 


MCV 


118 fl 


WCC 


7.6 xl07l 


PLT 


190x1071 


Na + 


139mmol/l 


K + 


4. 1 mmol/1 


Creatinine 


120 umol/1 


Albumin 


28g/l 


ALT 


56U/1 


Glucose 


4.8 mmol/1 



Which of the following is the most likely diagnosis? 






Coeliac disease 
Crohn's disease 
Hypothyroidism 
Pernicious anaemia 
Blind loop syndrome 



•A 



No.: 204 

Coeliac disease 

We have a history in the family of two T-cell 
mediated autoimmune disorders, Type 1 diabetes and 
Hashimoto's disease. As such that increases our index 
of suspicion towards either coeliac disease or 
pernicious anaemia, given the macrocytic anaemia, 
but pernicious anaemia isnt usually associated with 
intermittent diarrhoea. The history of diarrhoea 
points us more towards coeliac or Crohn's disease, 
with the itchy rash (likely to be dermatitis 
herpetiformis) leading us to a diagnosis of coeliac. 
Anti-TTG antibodies would be an appropriate next 
investigation, with small bowel biopsy likely to 
demonstrate partial villous atrophy. 
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No.: 205 

A 6 5 -year-old man presents with unexplained iron 
deficiency anaemia in association with 3kg weight loss. 
There is no history of change in bowel habit. He has a 
history of hypertension for which he takes ramipril, but 
is on no regular medication apart from this. On 
examination his BP is 142/82 mmHg. His BMI is 19, 
abdominal examination and PR is unremarkable. 
Investigations; 



Hb 


9.9 g/dl 


MCV 


78 fl 


WCC 


5.4xl0 9 /l 


PLT 


180 x 1071 


ESR 


49mm/hr 


Na + 


140 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


100 umol/1 


Flexible 
sigmoidoscopy 


mi d diverticular 
disease 


U per GI endoscopy 


unremarkable 



Which of the following is the most likely cause of his 
blood loss? 






Meckel's diverticulum 

Diverticulosis 

Angiodysplasia 

Right sided colonic carcinoma 

Crohn's disease 



•A 
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Right sided colonic carcinoma 

Of concern here is the fact that this man is losing 
weight, with a BMI of only 19, iron deficiency and a 
raised ESR. These symptoms clearly point towards 
occult malignancy. Whilst the flexible sigmoidoscopy 
does reveal mild diverticular disease, this is unlikely 
to be enough to explain the degree of anemia seen. 
The upper GI endoscopy effectively rules out 
significant upper GI pathology. Taken together, this 
evidence points us towards the possibility of right 
sided colonic disease, the best way to image this being 
with a flexible colonoscopy. 
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No.: 206 

A 58-year-old man presents with dysphagia to solids and 
liquids and a nocturnal cough. He has had the problem 
for some time and is rather embarrassed about it as he 
has a new partner and has even coughed up food on his 
pillow which he notices first thing in the morning. He 
says the material is undigested and smells disgusting. He 
reports occasional acid in his throat, but doesnt think this 
is the major problem. He smokes 10 cigarettes per day 
and drinks a glass of Scotch each evening. On 
examination his BMI is 27 and his BP is 142/92 mmHg. 
Other physical examination is unremarkable. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


5.9xl0 9 /l 


PLT 


241xlO y /l 


Na + 


141 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


129luniol/l 


Plasma Viscosity 


1.4 mPa/s (1.5-1.72) 



Which of the following is the most appropriate next 
investigation? 

Oesophageal manometry 






♦ 



CT scan abdomen and thorax 
Upper GI endoscopy 
Barium swallow 
Oesophageal pH 



No.: 206 

Barium swallow 

This man has a history which raises the possibility of 
oesophageal diverticulae. The history of nocturnal 
cough accompanied by vomiting of undigested food is 
relatively typical; the near normal viscosity, lack of 
symptoms of reflux, and maintained weight reduce 
the likelihood of other diagnoses such as 
gastroesophageal reflux disease or malignancy. 
Barium investigations are both useful at outlining the 
structure of the oesophagus and any accompanying 
motility disorders. Diverticulae are usually proximal, 
and surgical intervention is the treatment of choice. 
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No.: 207 

A 5 3 -year-old woman presents with jaundice and 
generalised itching. She has been feeling a€cewashed 
outa€ for many months, but has been very busy at home 
and didnt want to bother the doctor. She has a past 
history of hypothyroidism for which she takes thyroxine 
replacement and received a blood transfusion some 12 
years earlier. On examination her BP is mildly elevated 
at 155/94 mmHg and her BMI is 29. She has 
xanthelasma and scratch marks consistent with her 
history of itching. She has jaundiced sclerae. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


9.2 xl07l 


PLT 


201 xl07l 


Na + 


139 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


145 lumol/1 


TSH 


2.1U/1 


IgM 


elevated 


ALT 


135 U/l 


ALkP 


425 U/l 


Bilirubin 


82 lumol/1 


Anti-mitochondrial antibody 


positive 



Which of the following is the most likely diagnosis? 

Primary sclerosing cholangitis 






Primary biliary cirrhosis 
Autoimmune hepatitis 
Chronic hepatitis B infection 
Pancreatic carcinoma 



No.: 207 

Primary biliary cirrhosis 

Anti-mitochondrial antibodies are present in 90-95% 
of patients with primary biliary cirrhosis and are 
said to be 98% specific for the disease. The history of 
chronic fatigue and slowly progressive itching and 
jaundice is typical of the condition. Ursodeoxycholic 
acid is the medical treatment of choice, although any 
evidence of effect on treatment progression is 
somewhat unclear, with no evidence of an effect on 
mortality seen in clinical studies. Evidence of an 
effect of immune modifying agents is also mixed, with 
none showing a definitive effect on disease 
progression. Inevitably, liver transplant is the late 
treatment of choice, with up to 16% of patients 
showing a recurrence of their disease after 5 years. 



-j 






O 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 208 

A 51 -year-old man with a history of ulcerative colitis 
comes to the gastroenterology clinic for review. Over the 
past 6 months since his last appointment he has felt 
increasingly fatigued and off his food because of 
problems with nausea. He has also lost 6kg in weight 
over the past 3 months and noticed his stools have 
become increasingly paler, with dark urine and he has 
problems with generalised itching. On examination his 
BP is 132/72 mmHg, his pulse is 75/min and his BMI is 
19. He looks jaundiced. Abdominal examination reveals 
no palpable masses. 
Investigations; 



Hb 


10.9 g/dl 


WCC 


8.9xl0 9 /l 


PLT 


182xlO y /l 


Na + 


138 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


110lumol/l 


AST 


141 U/l 


Alk Phos 


387 U/l 


Bilirubin 


188 tumol/1 



Which of the following is the most likely diagnosis? 

i 

Carcinoma of the gallbladder 






Pancreatic carcinoma 
Primary biliary cirrhosis 
Cholangiocarcinoma 
Carcinoma of the ampulla 



•A 
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Cholangiocarcinoma 

This patient has a history of ulcerative colitis, which 
raises the possibility of underlying chronic liver 
disease related to primary sclerosing cholangitis. One 
outcome of primary sclerosing cholangitis is the 
development of cholangiocarcinoma, which presents 
with often only vague right upper quadrant pain, 
anorexia, jaundice and weight loss. It accounts in 
total for around 25% of biliary tract cancers. 
Ultrasound and MRCP are the initial non-invasive 
investigations of choice to confirm the diagnosis. 
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No.: 209 

A 74-year-old man who has recently returned from 
Singapore presents to the Emergency room with severe 
pneumonia. He is treated with IV co-amoxiclav and then 
transferred to oral after 4 days, but begins to develop 
severe diarrhoea. This worsens over the next 24hrs until 
he is opening his bowels 8-10 times per day and 
beginning to get dehydrated. On examination his BP is 
120/70 mmHg, his pulse is 92/min, but his BP decreases 
to 95/60 mmHg and his pulse increases to 105/min on 
standing. His temperature is 37.8 °C. His chest signs have 
significantly improved. 
Investigations; 



Hb 


12.9 g/dl 


WCC 


10.1xl0 9 /l 


PLT 


187xlO y /l 


CRP 


44 mg/1 (down from 187) (<10) 


Na + 


143 mmol/1 


K + 


3.9mmol/l 


Creatinine 


147lumol/l 



Which of the following is the most appropriate 
antibiotic choice? 






Metronidazole 

Mebendazole 

Ciprofloxacin 

Clarithromycin 

Cefotaxime 



•A 
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Metronidazole 

This patient in all likelihood has Clostridium difficile 
infection resulting in the development of 
pseudomembranous colitis. Symptoms are typically 
said to occur between 5 and 1 days after 
commencing antibiotic therapy. Sigmoidoscopy is not 
used routinely, but can reveal distal ulceration and a 
possible yellow slough or pseudomembrane in around 
half of patients. Treatment of choice for 
psuedomembranous colitis is oral metronidazole, 
with oral vancomycin as a possible alternative. 
Supportive therapy with appropriate rehydration is 
also essential to avoid pre-renal failure, and already 
debilitated patients have a significant mortality 
which may approach as high as 25%. 
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No.: 210 

A 59-year-old man presents to the Emergency room with 
an acute upper GI bleed. He admits to having had 
symptoms of indigestion for the past 6 months, he 
smokes 20 cigarettes per day and drinks 30 units of 
alcohol per week. Most recently he has been taking 
ibuprofen for a back injury. On examination is BP is 
110/70 mmHg, with a pulse of 90/min, on moving from 
lying to sitting, his systolic falls to 90 mmHg and his 
pulse increases to 105/min. He is acutely tender in the 
epigastrium and vomits up a mix of fresh and altered 
blood after the consultation. 
Investigations; 



Hb 


8.7 g/dl 


WCC 


10.2xl0 9 /l 


PLT 


152xlO y /l 


Na + 


138 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


110lumol/l 


Urea 


18.2 mmol/1 


Albumin 


38g/l 


ALT 


24U/1 


Upper GI 
endoscopy 


Large bleeding DU, injected 
during the procedure 



Which of the following further interventions has been 
shown to positively impact on prognosis? 

Oral propranolol 

Oral lactulose 

IV omeprazole 

Oral omeprazole 

IV terlipressin 
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IV omeprazole 

Terlipressin is an acute treatment which has a role in 
the management of variceal bleeding, and lactulose is 
used to reduce absorption and production of 
ammonia from a blood meal in patients with liver 
failure who have had a significant GI bleed. Oral 
propranolol is used as a chronic treatment in patients 
with proven portal hypertension. IV omeprazole 
however has been proven in a number of meta- 
analyses to impact positively on mortality when used 
in addition to optimal endoscopic therapy. 
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No.: 211 

A 37-year-old lawyer attends out-patient clinic with 
deranged liver function tests noted at an insurance 
medical. She feels well, has no past medical history and 
takes no medications. Her family history includes a 
grandmother with type 2 diabetes. She is a non-smoker 
and drinks one glass of wine every other day. On 
examination she is obese with a body mass index (BMI) 
of 31 kg/m 2 and some mild right upper quadrant (RUQ) 
tenderness is elicited on palpation. 
An ultrasound scan (USS) of the abdomen reveals an 
enlarged homogenous echo-bright liver with normal 
spleen size. 
Some of her investigations are outlined below. 



Alanine aminotransferase 
(ALT) 


102 U/l (5-35) 


Albumin 


40 g/1 (37-49) 


Autoantibodies 


negative 


Bilirubin 


20 lumol/1 (1-22) 


Cholesterol 


7.6mmol/l(<5.2) 


Fasting blood glucose 


11.5mmol/l 


y-Glutamyl transferase 
(GOT) 


80 U/l (4-35) 


Liver transaminase (AST) 


80 U/l (1-31) 


T iglycerides 


2.0 mmol/1 (0.45- 
1.69) 



Which of the following is likely to have the greatest 
impact in improving her liver function tests? 

Rapid weight loss aiming for a minimum of 2.5 
kg/week 






Vitamin E 
Ursodeoxycholic acid 



Supervised exercise program with group weight loss 
counselling 

Insulin 



No.: 211 

Supervised exercise program with group weight loss 
counselling 

Non-alcoholic fatty liver disease (NAFLD) should 
always be considered in obese individuals with 
abnormal liver function tests (LFTs) without 
evidence of alcohol excess. It is often asymptomatic 
but hepatic enlargement due to lipid deposition 
within hepatocytes (making them appear bright in 
ultrasound) can lead to RUQ pain. It is impossible to 
tell from liver function tests alone whether fatty liver 
is associated with inflammation (steatohepatitis) and 
eventually a small percentage of patients will go on to 
develop fibrosis and cirrhosis. As yet there has been 
no strong genetic association found in NAFLD or the 
metabolic syndrome. 

NAFLD is considered to exist as part of a wider 
metabolic syndrome that also includes insulin 
resistance and dyslipidaemia. Patients with NAFLD 
are therefore at high risk of developing 
cardiovascular disease and diabetes. Treatment of 
the other elements of the metabolic syndrome such as 
diabetes and hyperlipidaenria will reduce mortality 
and morbidity. Statins are not contraindicated in 
NAFLD despite the widespread misconception that 
they cause significant derangement of LFTs 
Rapid weight loss has been shown to increase fat 
deposition in the liver and may precipitate NASH. 
Weight loss of 1 kg/week with an initial target loss of 
10% bodyweight has been shown to be effective at 
restoring normal liver function. Exercise programs 
with group weight loss counselling are the most 
effective way to aid weight loss and reduce insulin 
resistance. Surgical aids to weight loss have been 
shown to be effective but are recommended for the 
morbidly obese (BMI > 35 kg/m 2 ) in whom other 
strategies have failed. 

Various pharmacological agents have been used 
experimentally in the treatment of NAFLD but there 
is no data to support their use in a clinical setting. 
Metformin is recommended for the treatment of 
insulin resistance associated with NAFLD and has 
been shown to reduce transaminases and lead to 
histological improvement. 
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No.: 212 

A 5 5 -year-old actor is referred to outpatients after a 
routine medical revealed abnormal liver function tests 
with elevated y-glutamyl transferase (GGT). He feels 
well in himself apart from occasional bouts of 
breathlessness. He has no past medical history. He takes 
occasional non-steroidal anti -inflammatory drugs 
(NSAIDs) for aching joints in his hands; he smokes 20 
cigarettes per day but is teetotal. Examination reveals no 
abnormality except mild ankle oedema. Further blood 
examinations are outlined below. An ultrasound scan of 
the liver reveals no abnormalities. 



Hb 


15.2 g/dl 


Urea 


7.0 mmol/1 


Creatinine 


lOOVmol/1 


Random blood glucose 


4.5 mmol/1 


Bilirubin 


12lumol/l(l- 

22) 


Aspartate transaminase (AST) 


io m (i-3-i) 


Alanine amino transferase 
(ALT) 


14U/l(5-35) 


Alkaline phosphatase 


60 U/l (45-105) 


Albumin 


45 g/1 (37-49) 


Serum ferritin 


900 lug/1 


Transferrin saturation 


90% 


HBSAg 


Negative 


HBeAb 


Positive 


Auto-antibodies 


Negative 


Prothrombin time (PT) 


12 s (11.5-15.5) 



Which one of the following would be the most 
appropriate treatment for him? 






♦ 



Venesection 
Penicillamine treatment 
Desferrioximine treatment 
Ursodeoxycholic acid 
Referral for liver transplantation 



No.: 212 
Venesection 

The high serum ferritin and transferrin saturation in 
the absence of biochemical or ultrasonographic 
evidence of cirrhosis points to a diagnosis of genetic 
haemochromatosis. Haemochromatosis is a recessive 
condition caused by mutations of the HFE gene 
which can be confirmed by genetic screening. Liver 
biopsy is not necessary for -diagnosis and is only 
recommended for those patients who have features 
associated with a high probability of cirrhosis 
(abnormal alanine aminotransferase, ferritin >1000 
^jig/1 and hepatomegaly). Iron overload affects several 
organs in the body including the heart, pancreas and 
pituitary, however only 17% of non-cirrhotic patients 
will have manifest diabetes at diagnosis. Repeated 
venesection until iron indices return to normal is the 
cheapest and most effective treatment; the iron 
chelator desferoxamine is not used for the 
treatment of genetic haemochromatosis except in 
rare situations when venesection is impracticable. 
Liver transplantation is an option for end-stage 
cirrhosis associated with haemochromatosis, but 
outcomes are worse than with other conditions 
probably because of cardiac involvement. 
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No.: 213 

A 3 6 -year-old shop assistant presents with a 3 -month 
history of diarrhoea. Her symptoms include increased 
stool frequency (particularly in the mornings) bloating 
and vague abdominal pains. The stool is soft with no 
blood. On examination her BP is 1 12/72 mniHg, pulse is 
80/min and regular, she is thin with a BMI of 22, but 
apparently her weight is stable. 
Initial blood tests arranged by the general practitioner 
^GP) are outlined below. 



Urea and electrolytes 


Normal 


Hb 


10.0 g/dl 


WCC 


6.0 10 9 /1 


PLT 


350 1071 


MCV 


100 fl 


Bl2 


160ng/l 


Serum folate 


1.5 Wl 


Serum total protein 


63 g/1 


IgG 


12.0 g/1 


IgA 


0.2 g/1 


IgM 


1.5g/l 



Which one of the following would be the most useful 
diagnostic test? 



Anti -tissue transglutaminase IgA antibodies 






Anti-endomysial IgA antibodies 
Colonoscopy 



V 



Upper gastrointestinal tract endoscopy with 
duodenal biopsies 



♦ 



Three-day faecal fat collection 



No.: 213 

Upper gastrointestinal tract endoscopy with duodenal 
biopsies 

Young people with diarrhoea should all be screened 
for coeliac disease which is the commonest cause of 
small bowel disease in the west. The best initial 
screening tests are serological either tissue 
transglutaminase or anti-endomysial antibodies, but 
these tests may be invalid in the presence of selective 
immunoglobulin A (IgA) deficiency, which is much 
commoner in patients with coeliac disease (2.6%). 
More modern tests now incorporate testing for IgG 
anti-TTG antibodies, which is a valid screening test. 
The symptoms in this case are non-specific and in the 
absence of abnormalities in screening blood tests 
would be sufficient to make a diagnosis of functional 
bowel disease without further investigation in 
someone under the age of 45 years. In this case 
however there is evidence of some small bowel 
malabsorption (folate deficiency) which would 
warrant further investigation Small bowel 
examination would include in this case duodenal 
biopsy to exclude coeliac disease, and barium follow- 
through to image the terminal ileum 
Three-day faecal fat determination is unpleasant and 
has a low yield in the investigation of malabsorption 
and is not recommended for routine use. 
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A 29-year-old woman is admitted acutely with severe 
abdominal pain, nausea and vomiting. She has a history 
of poorly controlled epilepsy. On questioning she denies 
any unusual behaviour other than commencing a low- 
carb diet 2 weeks previously. As well as her normal 
gabapentin, she has been taking paracetamol and aspirin 
for her abdominal pain. On examination she has 
peritonism and appears to have some proximal muscle 
weakness. The nurses notice that her urine is dark and 
changes colour on standing. 
Tests reveal: 



Urea 


15.0mmol/l 


Creatinine 


85 lumol/1 


Sodium 


125 mmol/1 


Potassium 


4.0 mmo/1 


Blood glucose 


5.0 mmol/1 


Full blood count (FBC) 


Normal 


Arterial pH 


7.31 


Computed tomography (CT) of 
the abdomen 


Normal 


Urinalysis 


Ketones ++ 


Urinary porphobilinogen 


300 lumol//dl 
(0-18) 



Given the likely diagnosis, which one of the following 
is the most suitable therapeutic option? 

(• 






Oral domperidone 

Discontinuation of paracetamol and aspirin 

Intravenous haem arginate 

IV metoclopramide 

IV diazepam 



No.: 214 

Intravenous haem arginate 

The presentation of severe abdominal pain in young 
people, particularly accompanied by neurological 
symptoms, should alert to the possibility of an acute 
porphyria. This diagnosis is confirmed by the 
increased levels of urinary porphobilinogens 
although the type of porphyria cannot be determined 
by this test alone. Attacks can be precipitated by 
drugs, infections, smoking and crash dieting, 
particularly low carbohydrate intake. Symptoms 
include severe neuropathic abdominal pain (85-95%) 
vomiting (50-90%) paresis (40-70%) and seizures 
(10-20%). Hypertension and hyponatremia are 
often features and should be corrected due to the 
increased risk of seizures. 

Paracetamol and aspirin are safe in porphyria as well 
as gabapentin (used to control seizure activity). Most 
other anti-epileptics (including clonazepam) may 
exacerbate attacks, as does metoclopramide 
(phenothiazines should be used to control nausea). 
The treatment of choice in acute porphyria is 
intravenous haem arginate, although high-glucose 
diets or infusions have been used for mild attacks of 
pain without neurological symptoms 

Ketoacidosis is due to the high-protein low- 
carbohydrate diet, and in the presence of a normal 
blood glucose, does not respond to an insulin 
infusion 
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A 50 -year-old woman is being investigated for 
intermittent dysphagia and has had a normal upper 
gastrointestinal endoscopy. She undergoes oesophageal 
manometry and some of the results are outlined below. 
She has symptoms of Raynaud's, but no other significant 
medical problems. 



Lower oesophageal sphincter 
resting pressure 


8 mmHg 

(17-36) 


Residual lower oesophageal 
sphincter relaxing pressure 


7 mmHg 

(<8) 


Peristalsis: 


Proxi al amplitude 


80 mmHg 


(33-91) 


Distal amplitude 


25 mmHg 


(64-154) 



Which one of the following is the most likely 
diagnoses? 



♦ 






Scleroderma 

Diffuse oesophageal spasm 

Globus 

Achalasia 

Non-specific oesophageal dysmotility 



No.: 215 
Scleroderma 

The finding of a low resting lower oesophageal 
sphincter (LOS) pressure is a requirement for a 
diagnosis of scleroderma-associated dysmotility. It 
may also be found in the hypocontractile oesophagus 
associated with reflux disease. Oesophageal 
dysmotility and oesophageal spasm are disorders of 
peristalsis and the latter two are associated with 
failure of LOS relaxation (i.e. a high residual 
pressure). Achalasia can only be diagnosed after the 
demonstration of absent distal peristalsis which may 
be accompanied by a high resting LOS pressure. 
Globus is a psychological condition and should only 
be diagnosed in the absence of abnormal findings. 



,,j 



ib 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 216 

An 82-year-old woman is admitted to the emergency 
department in the early hours of the morning after 
vomiting blood. Her blood pressure is 125/85 mmHg, 
with a pulse of 89/min, you arrange routine bloods. 
Around 30 minutes after arrival she has a further small 
(100 ml) haematemesis. Her daughter is briefly 
questioned and reports that her mother has been 
previously well apart from mild indigestion and 
occasional angina. She has not been taking any 
medication, has no history of gastrointestinal (GI) or 
liver disease and does not drink alcohol. 
She is taken into the resuscitation room and her initial 
assessment is outlined below. 



Bilirubin 


10 Tumol/l (1- 

22) 


Alanine aminotransferase 
(ALT) 


21 U/l (5-35) 


Albumin 


40 g/1 (37-49) 


Hb 


8.0 g/dl 


WCC 


10 10 y /l 


PLT 


300 10 9 /1 


PT 


12 s (11.5-15.5) 


Pulse 


125 beats/min 


Blood pressure 


80/40mmHg 


Respiratory rate 


38/min 



Which of the following would you instigate 
immediately? 

Triple lumen central line placement 

O negative (uncrossed) transfusion 






2 1 normal saline via peripheral cannula 

High dose intravenous (IV) proton pump inhibitor 

IV Terlipressin 



No.: 216 

2 1 normal saline via peripheral cannula 

British Society of Gastroenterology guidelines on 
upper gastrointestinal (GI) haemorrhage stress the 
importance of excluding variceal haemorrhage 
secondary to liver disease in patients with 
haematemesis, as in this situation the severity of the 
liver disease determines management and outcome. 
In this example the normal liver function tests and 
lack of history provide sufficient evidence to suggest 
that oesophageal varices are unlikely and terlipressin 
is therefore not recommended in this context. 
In the above patient age (>80 years), hypotension 
(<100 mmHg systolic) and associated Ischaemic heart 
disease all point to an increased risk of death from GI 
bleeding and suggest that an urgent GI endoscopy is 
indicated as soon as possible, (versus immediately). 
Guidelines clearly state that this investigation should 
only be performed after adequate resuscitation. 
Surgery should only be considered without 
endoscopy in an unstable patient if urgent endoscopic 
facilities are unavailable. 

The parameters given above are consistent with a 
1500-2000 ml blood loss (30-40% of blood volume), 
and guidelines suggest that this should be replaced 
with crystalloid initially, followed by typed and cross- 
matched blood. Unmatched blood should only be 
used in patients with uncontrolled blood loss who are 
unresponsive to other fluid resuscitation. It should be 
noted with reference to the present case that fluid 
replacement is more difficult in the elderly and those 
with cardiac dysfunction due to the risk of fluid 
overload and cardiac decompensation. 

Conventional triple or quadruple lumen central 
venous catheters are less suitable than wide-bore 
peripheral cannulae for large-volume fluid 
resuscitation. They are only recommended in patients 
with a significant risk of cardiac overload to assess 
optimal fluid management. The placement of a 
urinary catheter is however vital as urine output 
gives a good indication of the adequacy of fluid 
resuscitation. 

High dose proton pump inhibitors have been shown 
to be of benefit in upper GI haemorrhage but only to 
prevent re-bleeding, and do not form an integral part 
of initial resuscitation attempts. 
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A 6 5 -year-old man with a long history of alcohol abuse was 
brought to the emergency department by his son. He had been 
diagnosed with liver cirrhosis several years in the past, but had 
not had any contact with medical services since then. His son 
stated that he had been deteriorating over the last few weeks, 
with confusion, irritability, disturbed sleep and recurrent falls. 
Today he had become drowsier and had been incontinent of 
urine and faeces. He had been consuming even more alcohol 
man usual since the death of his wife 3 months ago. His only 
other past medical history was osteoarthritis, for which he took 
codeine and paracetamol as required. 
On examination he had a Glasgow coma scale of 9 and was 
deeply jaundiced. He was pyrexial, tachycardic and 
hypotensive. There were stigmata of chronic liver disease and 
asterixis was present. He had a large, tense distended tender 
abdomen with scanty bowel sounds. Rectal examination was 
normal. Cardiorespiratory examination was unremarkable. He 
was poorly co-operative with the neurological examination, 
however his pupils were equal and reactive and he had 
increased tone and reflexes throughout all four limbs. 
Investigation results are below: 



Hb 


12.8 g/dl 


WCC 


14.0 10 9 /1 


PLT 


100 1071 


MCV 


108 fl 


Na + 


130 mmol/1 


K + 


3.6 mmol/1 


Urea 


7.6 mmol/1 


Creatinine 


170 lumol/1 


Glucose 


3.4 mmol/1 


Bilirubin 


110 lumol/1 


Ala ine aminotransferase (ALT) 


520 IU/1 


Alkaline phosphatase 


320 IU/1 


Gamma-glutamyl transferase 


6 0IU/1 


Prothrombin time 


22 s 


Chest radiograph 


No focal abnormality 


Urinalysis 


Protein + 



Which investigation may be most helpful in pointing to the 
underlying cause of his deterioration? 






Urgent oesophagogastroduodenoscopy 
Electroencephalogram (EEG) 
Paracetamol levels 
Serum alpha-fetoprotein levels 
Serum ammonia levels 



No.: 217 
Paracetamol levels 

There are numerous possible causes for this man's 
deterioration, the most likely of which are infection 
(spontaneous bacterial peritonitis), drugs (opiates 
and diuretics) or an alcohol binge. The possibility of a 
paracetamol overdose must first be excluded 
however, in view of the recent bereavement and this 
is why paracetamol is listed as the correct answer for 
this question. Computed tomography (CT) of the 
head should also be considered to exclude a subdural 
haematoma due to the recent history of falls and 
depressed conscious level There is no evidence of an 
acute gastrointestinal bleed to justify urgent 
endoscopy, although this may need to be performed 
at a later date to detect varices. Imaging of the 
abdomen is important but will not affect immediate 
management of the patient. The management of 
decompensated ALD includes identifying and 
removing or treating any precipitating causes, 
antibiotics for infection, correction of any 
coagulopathy, purgation of the bowel with laxatives 
and enemas (removes nitrogenous waste products - 
aim for three soft stools per day), and an intravenous 
proton pump inhibitor, to reduce the risk of gastric 
stress ulceration 
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A 47-year-old woman is referred to the gastroenterology clinic 
due to abnormal liver function tests which were a finding on a 
battery of blood tests checked by her GP. She attended the GP 
because of increased fatigue and symptoms of itching. She was 
diagnosed with irritable bowel syndrome several years ago, 
but this has since become quiescent. She has no other 
significant past medical history and except for hormone 
replacement therapy and takes no regular medication. She is a 
non-smoker and drinks 6 units of alcohol per week. She has no 
risk factors for hepatitis. 

On examination she looked well, her BMI is 22. Some 
xanthelasmata were noted, but mere was no jaundice, clubbing 
or lymphadenopathy. Her abdomen was soft and non -tender 
and the liver edge was palpable 1 cm below the costal margin. 
Cardiorespiratory and neurological examination was 
unremarkable. 
Investigation results are below: 



Haemoglobin (Hb) 


1 3 g/dl 


White cell count 


6.0 10V1 


Platelets 


220 10 y /l 


Mean corpuscular volume 
(MCV) 


82 fl 


International normalised 
ratio (INR) 


1.1 


Erythrocyte sedimentation 
rate(ESR) 


4 mm/hr 


Na + 


140mmol/l 


K + 


3.8mmol/l 


Urea 


5.2mmol/l 


Creatinine 


100 lLimol/1 


Fasting glucose 


4.1 mmol/1 


C-reactive protein (CRP) 


<4mg/l 


Cholesterol 


7.8 mmol/1 


Bilirubin 


16 lLimol/1 


Alkaline phosphatase 


850 IU/1 


Gamma-glutamyl 
transferase 


52IU/1 


Alanine aminotransferase 
(ALT) 


48 IU/1 


Albumin 


38 g/dl 


Abdominal ultrasound 


Slight hepatomegaly, no other focal 
abnormality, no biliary obstruction 



Which further investigation would be most helpful in 
making the diagnosis? 

{• 

Magnetic resonance cholangiopancreatography (MRCP) 

Computed tomography (CT) scan of abdomen 
Anti-mitochondrial antibodies 
Hepatitis serology 
Anti-nuclear antibodies 



No.: 218 
Anti-mitochondrial antibodies 

This is primary biliary cirrhosis (PBC), a chronic 
progressive disorder with gradual destruction of the 
intrahepatic bile ducts, leading to fibrosis and 
cholestasis and ultimately hepatic cirrhosis. It usually 
presents between 40-50 years of age and 90% of cases 
are female. It may be associated with other 
autoimmune disorders, such as Sjogren's, CREST 
syndrome (calcinosis, Raynaud's phenomenon, 
disordered oesophageal motility, sclerodactyly and 
telangiectasia) and thyroid disease; 50% of patients 
are asymptomatic at diagnosis and are detected by 
abnormal liver biochemistry, particularly an elevated 
alkaline phosphatase. Early presenting symptoms are 
pruritis and fatigue, followed by the development of 
obstructive jaundice and portal hypertension as the 
disease progresses. Diagnosis is made by a 
combination of immunology, histology and imaging. 
Anti-mitochondrial antibody is positive in over 95% 
of cases of PBC. Histology is obtained by liver biopsy 
and will allow staging of the disease. Treatment 
options include cholestyramine for itch, 
ursodeoxycholic acid and ultimately liver 
transplantation. In jaundiced, symptomatic patients 
median survival is approximately 5 years without 
transplantation. 
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A 28-year-old woman in the third trimester of her first 
pregnancy presents with persistent generalised itching 
which has been getting progressively worse over the last 
2 weeks. She also felt generally unwell with anorexia 
and malaise but there were no other specific symptoms. 
She had no significant past medical or family history and 
was on no medications. She was a non-smoker and drank 
approximately 10 units of alcohol per week prior to her 
pregnancy and nothing during the pregnancy itself. 
On examination she looked well. She was normotensive 
and haemodynamically stable. She had icteric sclerae, 
but was not deeply jaundiced and there were no skin 
rashes visible. Her abdomen was distended consistent 
with pregnancy and non tender. Cardiorespiratory and 
neurological examinations were unremarkable. Urine 
dipstick analysis was normal. 
Blood results are below: 



Haemoglobin (Hb) 


lOg/dl 


White cell count 


9.0 1071 


Platelets 


400 1071 


Mean corpuscular volume (MCV) 


96 fl 


Na + 


133 mmol/1 


K + 


3.5 mmol/1 


Urea 


3.2 mmol/1 


Creatinine 


68 lumol/1 


Bilirubin 


72 lumol/1 


Alkaline phosphatase 


820 IU/1 


Aspartate transaminas (AST) 


220 IU/1 


Gamma- glutamyl transf rase 


320 IU/1 


Prothrombin time 


21 s 



What is the most likely diagnosis? 

Primary biliary cirrhosis 
Acute fatty liver of pregnancy 



• 



Gilbert's syndrome 



HELLP (haemolysis, elevated liver enzymes and 
low platelets) syndrome 

Intrahepatic cholestasis of pregnancy 



No.: 219 

Intrahepatic cholestasis of pregnancy 

Jaundice occurs in 1 in 1500 pregnancies, and 40% of 
cases are due to viral hepatitis. Viral hepatitis isnt 
listed as an option however, so out of those listed, 
intrahepatic cholestasis of pregnancy, a rare disorder 
and may be due to inherited susceptibility of liver 
cells to high oestrogen levels (a similar condition is 
seen in association with oral contraceptive use), fits 
best. It usually presents with pruritis in the third 
trimester. Mild jaundice is seen in 50% of patients, 
and there may also be epigastric pain, anorexia, 
malaise and a bleeding tendency. Liver function tests 
will show a cholestatic picture, with high alkaline 
phosphatase (>4normal) with more modest elevations 
in aspartate transaminase (<300 IU/1) and bilirubin 
(<100 ^umol/1). There may be a prolonged 
prothrombin time. There is an increased risk of 
foetal distress, preterm labour and perinatal death, 
therefore careful foetal monitoring is essential 
Management includes cholestyramine for itch, 
ursodeoxycholic acid and sometimes vitamin K if 
there is deranged clotting. Prognosis is excellent for 
the mother, with symptoms resolving within 2-4 
weeks of delivery. It will recur in 40% cases. Acute 
fatty liver of pregnancy and HELLP syndrome 
(haemolysis, elevated liver enzymes and low platelets) 
can present similarly with jaundice, abdominal pain, 
nausea and vomiting, headache and 

thrombocytopenia. In severe cases there is fulminant 
hepatic failure and disseminated intravascular 
coagulation. In both cases, management is supportive 
until the baby can be delivered. 
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A 62-year-old man presents with a 3-week history of watery 
diarrhoea and abdominal pain. Prior to mis, he had been 
feeling generally unwell for a few months with malaise, 
anorexia, weight loss and increasing exertional dyspnoea. His 
only past medical history was hypertension which had been 
well controlled for many years on a beta-blocker. He did not 
smoke and rarely drank alcohol. On examination he was thin 
and wasted. He had marked facial telangiectasia, a raised 
jugular venous pressure and a palpable right ventricular heave. 
There was an ejection systolic murmur at the upper left sternal 
edge. On chest auscultation, he had scattered expiratory 
wheeze. His abdomen was soft and not distended, with tender 
hepatomegaly but no palpable spleen. He had pitting ankle 
oedema bilaterally. Neurological examination did not reveal 
any abnormalities. 
Investigation results are below: 



Haemoglobin (Hb) 


11.2 g/dl 


White cell count 


7.0 1071 


Platelets 


300 1071 


Mean corpuscular volume 
(MCV) 


86 fl 


Na + 


135 mmol/1 


K + 


3.8mmol/l 


Urea 


5.2 mmol/1 


Ca z+ 


2.34 mmol/1 


Creatinine 


110lumol/l 


Bilirubin 


20 lumol/1 


Alkaline phosphatase 


160 IU/1 


Aspartate transaminase 
(AST) 


42 IU/1 


Alb min 


34g/l 


Gamma-glutamyl 
transferase 


72 IU/1 


Chest radiograph 


Prominent pulmonary 
artery, clear lung fields 


Electrocardiogram (ECG) 


Sinus rhythm, right 
ventricular hypertrophy 



Which investigation would be most useful in making the 

diagnosis? 

> 

24 h urine collection for vanillylmandelic acid (VMA) 

Stool microscopy and culture 

24 h urine collection for 5-hydroxyindoleacetic acid (5- 

HIAA) 

.v 

Colonoscopy 

♦ 

Serum gastrin levels 



No.: 220 

24 h urine collection for 5-hydroxyindoleacetic acid (5- 
HIAA) 

The clinical picture of carcinoid syndrome, the most 
likely diagnosis here, is caused by tumours 
originating from enterochromaflin cells which 
secrete 5-HT (serotonin) as well as other hormones, 
such as kin ins and histamine. The most common sites 
for the primary tumour are the appendix (25%), 
rectum and terminal ileum; they can occur less 
commonly in the bronchus, ovary and testis; 80% of 
tumours greater than 2 cm in diameter will 
metastasise. The carcinoid syndrome only arises 
when hepatic metastases are present and the tumour 
products avoid being metabolised by the liver by 
draining directly into the hepatic vein. It presents 
with paroxysmal facial flushing, wheeze, abdominal 
pain, watery diarrhoea and weight loss. Right-sided 
heart valve lesions are found in 50% of patients and 
can lead to congestive cardiac failure. Diagnosis is 
made by an elevated 24 h urinary excretion of 5- 
hydroxyindoleactic acid (5-HIAA) in combination 
with ultrasonography to visualise the liver 
metastases. Management of the carcinoid syndrome 
is largely palliative and involves reducing the tumour 
mass by a combination of surgical resection, hepatic 
artery emboli sation and, rarely, cytotoxic 
chemotherapy. The effects of the tumour products 
can be inhibited with drugs such as octreotide or 
cyproheptadine. Average survival is 5 to 10 years 
from diagnosis. 
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A 5 6 -year-old male alcoholic is admitted with a massive 
fresh haematemesis and melaena. He has known liver 
cirrhosis with portal hypertension and bled from 
oesophageal varices 6 months ago, for which he 
underwent sclerotherapy and banding and made a good 
recovery. He also has ischaemic heart disease, with a 
previous inferior myocardial infarction (MI) and 
occasional angina. 

On examination he was shocked and semi-conscious 
with a pulse of 130/min and a blood pressure of 80/40 
mmHg. 
Urgent investigation results are below: 



Haemoglobin (Hb) 


7.0 g/dl 


White cell count 


11.6 1071 


Platelets 


90 1071 


Mean corpuscular volume 
(MCV) 


104 fl 


International normalised 
ratio (INR) 


1.9 


Na + 


136 mmol/1 


r 


3 .6 mmol/1 


Urea 


12.2 mmol/1 


Creatinine 


120 lumol/1 


Bilirubin 


42 lumol/1 


Alkalin phosphatase 


180IU/1 


Aspartate transa inase 

(AST) 


200 IU/1 


Gamma-glutamyl 
transferase 


35 IU/1 


Albumin 


30g/l 


Electrocardiogram (ECG) 


Widespread ST 
depression 



The on- call endoscopist is contacted but it will take 30 

min for him to get to the hospital. The patient is given 

FFP. 

Which other immediate step is most important in 

controlling the bleeding until endoscopy? 






Platelet transfusion 
Intravenous tranexamic acid 
Blood transfusion 
Intravenous octreotide 
Intravenous terlipressin 



No.: 221 
Intravenous octreotide 

Variceal bleeding is a serious event with each episode 
having mortality in the region of 20-35%. Octreotide 
is a somatostatin analogue that can help to control 
variceal bleeding by causing splanchnic 
vasoconstriction and reducing the portal pressure. 
Data have shown that terlipressin is more effective 
than octreotide, but it is contraindicated in ischaemic 
heart disease. Fresh-frozen plasma is most important 
for coagulopathy, which could be made worse by 
repeated blood transfusions. Vitamin K should also 
be given, but does not work immediately. Tamponade 
of the varices with a Sengstaken-Blakemore tube is 
an effective holding measure in exsanguinating 
haemorrhage, until endoscopy can be performed, and 
can stop bleeding for several hours in 90% of 
patients. It has two balloons, the gastric one is 
inflated first, at the level of the gastro-oesophageal 
junction, and if this does not control the bleeding, the 
oesophageal balloon is inflated. However, this 
technique needs a skilled operator, is unpleasant for 
the patient and has serious side -effects including 
oesophageal rupture, ulceration and aspiration 
pneumonia. After endoscopic therapy, 50% of 
patients will re-bleed within 10 days and up to 80% 
re-bleed over a 2 -year period. Trans jugular 
intrahepatic portosystemic shunt (TIPPS) can be 
used in cases where haemorrhage cannot be stopped 
with two sessions of endoscopic therapy over 5 days. 
Surgery is occasionally performed, and usually 
involves oesophageal transection with ligation of the 
bleeding vessels. Porto-systemic shunt surgery is now 
rarely performed. 
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A patient with known ulcerative colitis presents with an 
exacerbation. He has eight bloody motions per day. He 
has had weight loss of 3 kg in one week. He has had a 
temperature of 38°C, pulse rate 100 bpm and blood 
pressure 100 mmHg systolic for three consecutive days. 
His abdomen is soft and he has active bowel sounds, and 
there is significant tenderness, particularly on the left 
hand side. 
His blood tests show the following: 



pH 


7.31 


Hb 


lOg/dL 


Albumin 


33 g/dl 


Potassium 


3.0 mmol/1 



Which of these clinical findings below would classify 
this as a severe exacerbation, as defined by the 
guidelines of the European Society of 
Gastroenterology? 






<? 



Albumin 

Number of bloody stools in one day 

Blood pressure 

Potassium 

Weight loss 



: 



No.: 222 

Number of bloody stools in one day 

The criteria devised by Truelove to determine disease 
severity include: stool frequency (greater than six) 
with macroscopic blood; erythrocyte sedimentation 
rate (ESR) (greater than 30 mm/hr); pulse rate 
(greater than 90 bpm); temperature (greater than 
37.8°C in 2 out of 4 days); anaemia (Hb <75% 
predicted). In severe ulcerative colitis, patients 
should be treated with a range of therapies including 
steroids, fluids, subcutaneous heparin and elemental 
diet. Joint management with the surgical team is also 
crucial when considering if progression to colectomy 
is required. With regard to need for colectomy, 
ciclosporin may be considered as late stage salvage 
therapy in addition to corticosteroids to avoid 
progression to surgery if possible. Infliximab is also 
of value in patients who fail to respond to 
conventional second line agents. 
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A 43 -year-old actress presents to her GP with worsening 
pruritus, which she finds embarrassing at work. She has 
a past medical history of hyperthyroidism and mild 
rheumatoid arthritis. She is on levothyroxine only. She 
drinks on average one glass of wine a night. On 
examination she has mildly jaundiced sclera, 
xanthelasma, clubbing and hepatomegaly on 
examination. Her BP is 142/82 mmHg, pulse is 75/min 
and regular and her BMI is 25. 
Given the likely clinical diagnosis, which of the 
following tests is most likely to be elevated 
/abnormal? 



♦ 
♦ 
♦ 
♦ 



Serum IgG 

Anti -mitochondrial antibodies 

HDL cholesterol 

Vitamin A 

Haemoglobin 



•A 



No.: 223 
Anti-mitochondrial antibodies 

This patient has a typical presentation of primary 
biliary cirrhosis. About 90% of patients are female 
and usually present aged 40-60 years. Lethargy and 
pruritus are the usual first symptoms before jaundice 
may occur. Lethargy is the most common about 70% 
followed by pruritus. Once jaundice develops 
survival is less than 2 years and criteria for 
transplantation is bilirubin greater than 100 lumol/1. 
Intractable pruritus is also a criterion. The liver 
biopsy will show granulomas in early disease and 
cirrhosis as it progresses. Splenomegaly will occur 
with portal hypertension secondary to the liver 
disease. Blood tests will show a raised alkaline 
phosphatase, GGT and mildly elevated 
transaminases. Ootting abnormalities may also occur 
and thrombocytopenia especially where there is co- 
existent splenomegaly. Albumin will be low and 
prothrombin time high if liver synthetic function is 
affected. Malabsorption of fat -soluble vitamins can 
occur leading to osteomalacia and coagulopathy. 
Antimitochondrial antibodies are raised in about 
98% of cases and IgM is raised. Cholesterol is 
elevated, as may be triglycerides, and thyroid 
function should be tested as there is an association 
with other autoimmune disorders such as rheumatoid 
arthritis. Other disease associations include systemic 
sclerosis, Sjogren's syndrome, keratoconjunctivitis 
sicca, membranous glomerulonephritis and renal 
tubular acidosis. The median survival overall is 7 to 
10 years, but reduced to less than 2 years in the 
presence of jaundice. The 5 -year survival post- 
transplant is about 70-80%. 
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No.: 224 

A 25 -year-old male patient presents with non-bloody 
diarrhoea with mucus and one stone weight loss over six 
weeks. He has had no recent travel except to France for a 
holiday one year ago. All his family and friends are well 
but his uncle has diarrhoea for which he has to take 
tablets. On examination he looks unwell, his BMI is 21, 
BP is 1 10/70 mmHg, pulse is 75/min and regular. His 
abdomen is soft but there is mild tenderness. You 
suspect inflammatory bowel disease and perform a 
sigmoidoscopy and biopsy. 

Which one of the following clinical findings would 
most favour a diagnosis of ulcerative colitis over 
Crohn's disease? 

Crypt abscesses 

Ileitis 






Skip lesions 

Non-caseating granulomas 
Large joint arthritis 



No.: 224 
Crypt abscesses 

Ulcerative colitis is inflammation confined to the 
mucosa and lamina propria with crypt abscesses. It is 
diffuse in its involvement of the bowel although it 
always involves the rectum; ileal involvement is not 
common but can be involved from adjacent inflamed 
colon, i.e. backwash ileitis. The clinical signs can 
include aphthous ulcers, clubbing, erythema 
nodosum (also seen in Crohn's disease), pyoderma 
gangrenosum (also seen in Crohn's disease), 
conjunctivitis and episcleritis (also seen in Crohn's), 
iritis, large joint arthritis, sacroilitis, ankylosing 
spondylitis (all three also seen in Crohn's), fatty liver 
and primary sclerosing cholangitis. 
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No.: 225 

A 45 -year-old man is seen in clinic with pain in his 
wrists and knees. He has recently found it difficult 
walking because of pain mainly in his right knee. He also 
tells you that he has been feeling more tired recently, is 
feeling thirsty all the time and has abdominal pain which 
is mainly in the RUQ and worst in the evenings. He 
smokes 20 cigarettes/day, drinks half a bottle of wine 
with his evening meal and has recently returned from a 
safari in Mozambique. He took precautions by only 
drinking boiled water and took anti-malarial medication. 
He looks tanned but tired. His wrist joints and knees are 
tender and his right knee is swollen. His examination is 
otherwise unremarkable. You aspirate his right knee and 
the report is of crystals, which exhibit positive 
birefringence. 
Bloods: 



Na + 


134mmol/l 


K + 


5 . 1 mmol/1 


Urea 


6.5 mmol/1 


Creatinine 


95 lumol/1 


TSH 


0.68m U/l (0.4-5) 


Free thyroxine 
(fT4) * 


8.5 pmol/1 (10- 

22) 


Glucose 


13.1 mmol/1 


ALT 


216 U/l 


ALP 


123 U/l 


Bilirubin 


16lumol/l 



Which initial investigation is most useful in making 
the diagnosis in this patient? 

Magnetic resonance imaging (MRI) pituitary 

Liver biopsy 

Alpha-fetoprotein 

Rheumatoid factor 

Genetic screening 
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Genetic screening 

This patient has hereditary haemochromatosis 
(HHC), which usually presents in the fourth or fifth 
decades. It manifests earlier in men because women 
have regular iron loss through their periods. The 
C282 Y mutation of the haemochromatosis, HFE gene 
on chromosome 6p is homozygous in 1/300 of the UK 
population but iron overload manifests in only a few. 
Blood loss, iron intake and alcohol have a role to 
play. Iron is deposited in the anterior pituitary (loss 
of libido, tiredness), skin (pigmentation), heart 
(cardiac failure/dysrhythmia), joints (mainly 
metacarpal (MCP)/wrist/knee-with chondrocalcinosis 
and pseudogout), maturity-onset diabetes mellitus 
and liver failure. 

Cirrhosis develops and the patient may present with 
hepatocellular carcinoma, which is often metastatic 
before symptoms develop. Genetic testing is widely 
available and liver biopsy is helpful Serum ferritin is 
pathologically elevated in these patients; however it 
can be acutely elevated in acute inflammatory states. 
HHC should be diagnosed before organ damage, as 
the prognosis is poor once the patient has cirrhosis. 
Treatment is regular phlebotomy. Cardiac and liver 
damage may improve with treatment but joint pain 
and diabetes often remain. Screening first-degree 
relatives is crucial. 
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A 27-year-old man travelling in Bolivia wakes up with 
watery diarrhoea and stomach cramps. He continues to 
have diarrhoea and cramps for the next couple of days. 
He is also very weak and tired but is managing to drink 
good volumes of boiled water. He phones you, his 
physician, in London for advice and whether he should 
take antibiotics. He tells you that he has had his blood 
pressure checked at the local pharmacy and it is 100/60 
mmHg, his pulse was 85/min when he checked it 
himself. 

Which of the following is an indication for antibiotic 
therapy? 

He should have started antibiotics on Day 1 of the 
illness 

He should start antibiotics if his condition persists 
for >3 days 

He should only start antibiotics if he has more than 

ten episodes of diarrhoea per day 

♦ 

He should start antibiotics if he has swallowed water 

from the local river 

He should start antibiotics if there is fresh blood 
when he wipes himself clean 
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He should start antibiotics if his condition persists for >3 
days 

Traveller's diarrhoea is usually caused by either 
enterotoxigenic Escherichia coli or rotavirus. 
Enterotoxigenic Escherichia coli usually produces 
copious diarrhoea with minimal fever. It is not 
helpful to send a stool culture to a local clinic and the 
main management is to drink large amounts of oral 
fluids. Antibiotics are used for the above indications 
and the drug of choice is ciprofloxacin 500 mg bid for 
1-3 days. Given he is able to maintain his oral fluid 
intake and was able to get to the local pharmacy to 
get his blood pressure checked, antibiotics are not 
currently indicated. 
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No.: 227 

A 41 -year-old lady is referred with fatigue and general 
body itching. She has a history of hypothyroidism and is 
on thyroxine as replacement therapy. Her clinical 
examination is normal. She drinks approximately 10 
units of alcohol per week and is a non-smoker. On 
examination her BP is 142/85 mmHg, pulse is 75/min 
and regular. Cardiovascular and respiratory examination 
is unremarkable. There are scratch marks on examination 
of her upper body, and spider naevi consistent with 
chronic liver disease. 
Bloods: 



Bilirubin 


16 lumol/1 


ALP 


321 U/l 


ALT 


124 U/l 


Albumin 


36g/l 


1T4 


17.5 pmol/1 (10-22) 


TSH 


2.13 mU/1 (0.4-5) 


WCC 


8.2 1071 


Hb 


14.3 g/dl 


PLT 


345 x 1071 


Renal function 


normal 


Serum 
electrophoresis 


increase in the gamma 
band 



Which investigation is most likely to be positive in 

this scenario? 

a 

Myeloma screen 






G 



Smooth muscle autoantibodies 

Anti -mitochondrial antibodies 

Anti-liver kidney microsomes (LKM) antibody 

Bone marrow aspiration 



No.: 227 
Anti-mitochondrial antibodies 

This patient has primary biliary cirrhosis (PBC). The 
clue in the history is the patient's age and her sex. 
PBC is most common in women who are 30-65. 
Pruritus and fatigue are presenting findings in 55% 
of cases and in the early stages the examination is 
normal. The past history of hypothyroidism indicates 
the potential for other autoimmune conditions that 
are found with PBC. These include: autoimmune 
thyroiditis; keratoconjunctivitis sicca; scleroderma; 
calcinosis cutis, Raynaud's phenomenon, oesophageal 
motility disorder, sclerodactyly and telangiectasia 
(CREST) syndrome. 

Investigations that are most helpful include the 
finding of antimitochondrial antibodies in the serum. 
These are found in 90-95% of patients. Abdominal 
ultrasound or CT is needed to exclude obstructed 
biliary tracts as a cause of the alkaline phosphatase 
(ALP) elevation and definitive diagnosis is usually 
made with percutaneous liver biopsy. 
Treatment aims to slow disease progression and 
curtail the symptoms. Ursodeoxycholic acid is the 
main therapy used to slow progression 
Corticosteroids, methotrexate and other 

immunosuppressants have been used with varying 
success. 
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A 31-year-old lady who is known hepatitis C positive 
comes to your clinic. She is 28 weeks pregnant and her 
obstetrician wants you to assess her and provide medical 
advice for mother and child with respect to the remaining 
portion of her pregnancy, the delivery and breast 
feeding. 

Which of the following statements is true with respect 
to the advice you need to give her? 

Mother to baby transmission of hepatitis C is 15% 
*»» 

Breast-feeding does not increase the risk of 

transmission 

Elective Caesarean section reduces the risk of 
transmission 

Children born to women with hepatitis C should 
routinely be tested at birth for disease 

ffi 1 

Ribavirin is a cornerstone of hepatitis C treatment in 
pregnancy 






No.: 228 

Breast-feeding does not increase the risk of transmission 

About 5 out of every 100 infants born to HCV 
infected women become infected. This occurs at the 
time of birth and currently there is no way of 
preventing this. Viral load should be monitored as a 
higher viral load and co-infection with HIV increase 
the risk of transmission. There is no evidence that 
breast-feeding increases the risk of transmission, but 
mothers with cracked or bleeding nipples are advised 
to formula-feed until they are better. In total rates of 
transmission are around 5-6% in HIV negative 
individuals, but may be as high as 12% in those who 
are HIV positive. 

Ribavirin is teratogenic and there is little clinical 
data about how well this or interferon is tolerated in 
pregnancy. There is no vaccine for hepatitis C. 
Children under 1 year can be tested for hepatitis C, 
but as there is transmission of the antibodies from 
the mother they may test positive with respect to 
serology in the first year. 



V VT 
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A 72-year-old female is admitted with a 2-month history 
of diarrhoea. She has loose motions with no blood four 
times per day. Her stool cultures are negative and her 
examination is normal. She has a background of 
rheumatoid arthritis for which she is in remission, 
hypertension, chronic renal impairment with a creatinine 
of 151 umol/1 and depression. Colonoscopy 
demonstrates mild diverticular disease. Her daughter 
finds a list of her medications that she is taking and 
shows them to you. 

Which one of the following medicationsis most likely 
to be causing her diarrhoea? 
(? 






Ramipril 

Amlodipine 

Diltiazem 

Lansoprazole 

Spironolactone 
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Lansoprazole 

Many drugs contribute to causing diarrhoea and it is 
very important to get a good drug history when 
evaluating a patient with chronic diarrhoea. The list 
is endless and one must use the BNF to check 
whenever one is not sure. Drugs causing diarrhoea 
include broad-spectrum antibiotics, 

antihypertensives such as diuretics, digoxin, some 
cholesterol lowering drugs, sodium valproate, 
thyroxine, levodopa, antacids, theophylline, 
colchicines, non-steroidals and oral hypoglycaemic 
drugs. Mechanisms leading to diarrhoea are diverse, 
including effects on transit time, alterations in bowel 
flora, and impact on colonic inflammation, such as 
the development of lymphocytic colitis seen with non- 
steroidals. With respect to lansoprazole it appears to 
result in the development of microscopic colitis. 
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A 45 -year-old man is referred by his general practitioner 
(GP) for an upper gastrointestinal (GI) endoscopy. He 
describes a 3-month history of worsening epigastric pain 
and anorexia. He suffers from chronic back pain 
following a road traffic accident 5 years ago. He smokes 
ten cigarettes per day and drinks 30 units of alcohol per 
week. Examination is unremarkable and all his blood 
tests are normal. You perform a gastroscopy, and there is 
no blood in the stomach. 

The oesophagus and duodenum look normal, but the 
appearance below is seen in the antral region of the 
stomach (Figure 2). 




Figure 2: Endoscopic appearance of the stomach. 
Which of the following is the most appropriate 
management step? 

Refer back to GP to advise on lifestyle changes 



• 



Eradicate helicobacter pylori if present 



Discuss with surgical colleagues for potential 
surgery 






Repeat endoscopy in 2 weeks 



Inject base of lesion with adrenaline to achieve 
haemostasis 
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Eradicate helicobacter pylori if present 

The endoscopic appearance is that of a large gastric 
ulcer with a white sloughy base. H. pylori, aspirin, 
corticosteroids, non-steroidal anti-inflammatory 
drugs (NSAIDs) and smoking are aetiological factors 
for gastric ulcer. Other less common causes include 
Crohn's disease, tuberculosis or vasculitides. 

Biopsy for histological analysis is important from the 
ulcer edge to exclude malignancy. The association of 
h. pylori with gastric ulceration is weaker (60-70%) 
than with duodenal ulceration (90%), but eradication 
therapy may prevent recurrence. It has become 
standard practice to repeat the endoscopy 4-6 weeks 
after acid suppression to ensure healing, because 
sometimes neoplastic lesions can be missed. The 
patient should be advised to stop smoking and avoid 
NSAIDs if possible. There is no evidence of bleeding 
to indicate therapeutic interventions and surgery is 
considered only for resistant ulcers. 
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No.: 231 

A woman who is 34 weeks pregnant is admitted with 
anorexia, nausea and vomiting. She is started on 
intravenous fluids and ranitidine. Six hours later, her 
vomiting persists and she becomes confused. She is a 
non-smoker and does not drink any alcohol. On 
examination, she is afebrile. Her blood pressure is 
170/100 mmHg and she is tachycardic. Cardiovascular 
and chest examinations are normal. Her abdomen is 
tender in the right upper quadrant but there is no rebound 
or rigidity. There are no focal neurological signs. 
Below are the results of investigations performed: 



Hb 


12.0 g/dl 


WBC 


20.0 x 10 9 /1 (75% neutrophils) 


PLT 


160 x 1071 


MCV 


82 fl 


INR 


1.6 


Na + 


133 mmol/1 


K + 


4.5 mmol/1 


Urea 


13.0 mmol/1 


Creatinine 


124iumol/l 


Bilirubin 


40 lumol/1 


ALP 


201 U/l (30-150) 


ALT 


520 U/l (5-35) 


GGT 


101 U/l (4.35) 


Albumin 


32g/l 


Blood glucose 


3.9 mmol/1 


Blood film 


schistocytes seen 


Urinalysis 


2+ protein 



Ultrasound scan of the abdomen shows fatty changes in 
the liver. She is given FFP and intravenous dextrose. 
Which of the following is the most appropriate next 
management step? 



♦ 



Administer broad spectrum antibiotics 

Carry out urgent liver biopsy with blood products 



Carry out urgent computed tomography (CT) scan 
of abdomen 



♦ 



Carry out upper GI endoscopy 

Carry out a prompt delivery by caesarean section 
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Carry out a prompt delivery by caesarean section 

This patient has acute fatty liver disease of pregnancy 
(AFLP) and disseminated intravascular coagulation. 
It is a condition of the third trimester and is common 
in first pregnancies and multiple pregnancies. The 
diagnosis is a clinical one and there is 
characteristically an elevated white blood cell (WBC) 
count, low glucose, low albumin and evidence of 
disseminated intravascular coagulation. The 
management involves aggressive correction of 
hypoglycaemia and coagulopathy followed by 
expeditious delivery which results in the dramatic 
recovery of the mother. The development of hepatic 
failure requires the patient to be transferred to a 
liver unit for assessment for transplantation. The 
haemolysis, elevated liver enzymes and low platelet 
count syndrome (HELLP) is associated with pre- 
eclampsia and there is a degree of overlap with 
haemolytic uraenric syndrome and thrombotic 
thrombocytopenic purpura. 
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A 24-year-old woman with constipation is referred to 
you by her GP. She describes opening her bowels once 
every 2 weeks and the stools are usually very hard. She 
has to strain on each occasion and has resolved to anal 
digitations. She has tried dietary fibre and many different 
types of laxatives which are no longer effective. She now 
complains of headache, malaise and poor concentration. 
She was adopted and does not know of any family 
history. Examination of the abdomen is normal. Blood 
tests are normal, including thyroid function test and 
serum calcium level. Rigid sigmoidoscopy shows 
changes consistent with melanosis coli. 
Which of the following is the most appropriate 
management step? 

a 



♦ 



♦ 



Carry out a whole gut transit study 

Refer to a dietician for advice on a high-fibre diet 



Admit to hospital for colonoscopy with double 
preparation 



Consider low-dose amitriptyline 
Consider anorectal myectomy 



•A 
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Carry out a whole gut transit study 

Patients referred to hospital with constipation tend to 
be those with more severe impairment of quality of 
life and who have failed trials of dietary fibre 
supplementation or laxatives. Reintroducing fibre is 
usually not helpful and may exacerbate bloating. Up 
to 50% of women who present with constipation are 
victims of sexual or physical abuse, therefore it is 
important to take a good social history. Abdominal 
radiography is important to exclude a dilated colon 
caused by megacolon or Hirschsprung's disease. A 
radio-opaque marker study of whole gut transit not 
only measures generalised intestinal motor function, 
but is also non-invasive and easy to interpret. 

There are common drugs that induce constipation 
that should be considered, such as tricyclic 
antidepressants, antipsychotics, opiates, calcium 
channel blockers and iron. Colonoscopy or barium 
enema is helpful only in excluding primary colonic 
cause for constipation and is not always necessary in 
the young. There are many a€oecombination 
compoundsa€ available that include bulking agents, 
stimulant laxatives, faecal softeners and osmotic 
laxatives. If the above fails, biofeedback has been 
shown to be useful in certain groups of patients. 
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A 21 -year-old woman presents to your clinic with worsening 
diarrhoea and intermittent rectal bleeding. She was diagnosed 
with left- sided ulcerative colitis 2 years ago. She currently 
takes mesalazine tablets. She has had three episodes of 
exacerbation of her colitis in the past year, and was put on 
steroids for each occasion. She now opens her bowels 15 times 
a day and has lost 5 kg in weight. She smokes ten cigarettes 
per day. On examination, she is thin and has a red tender 
purple rash on both her shins. The rest of the physical 
examination is normal. 
Blood tests are as below: 



Hb 


9.4 g/dl 


WBC 


12.2xl0 9 /l 


PLT 


420 x 1071 


MCV 


72 fl 


Na + 


134 mmol/1 


K + 


3.2 mmol/l 


Urea 


7.0 mmol/l 


Creatinine 


100 lumol/1 


Albumin 


35g/l 


C-reactive protein 


37mg/l 


Liver function t sts 


normal 


Flexible sigmoidoscopy shov 

3). 


/s the appearance 




Figure 3: Flexible sigmoidoscopy. 

Colonic biopsies show acute active inflammation and samples 

are sent for stool culture 

What is most important disease management step? 



* 



♦ 



Treat acute flare of colitis with systemic corticosteroids 

Carry out urgent colonoscopy and multiple biopsies 

Surgical referral 

Advise her to stop smoking 

Refer to a dermatologist for a skin biopsy of rash 
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Treat acute flare of colitis with systemic corticosteroids 

The drug treatment for ulcerative colitis comprises of 
local or systemic steroids to induce remission and 
generally a 5 amino-salicylic acid (5-ASA) compound 
to help maintain remission However, there is a 
subgroup of patients who suffer repeated relapses 
despite maintenance treatment like the patient above, 
who requires frequent courses of steroids. In these 
circumstances, steroid-sparing drugs like 

azathioprine or 6-mercaptopurine should be 
considered. It is important to get on top of the flare 
with steroids, as immunomodulators take 2-3 months 
before they exert an effect. 

Anti-TNFs may be of value where patients have 
failed a traditional second line agent such as 
azathioprine. 

Colectomy offers the possibility of a cure for 
ulcerative colitis but should only be actively 
considered when patients have failed all medical 
therapy, including immunomodulators. Smoking 
exacerbates Crohn's disease but is protective for 
ulcerative colitis. The skin rash is likely to be 
erythema nodosum, which is associated with 
inflammatory bowel disease and resolves when the 
disease is under control A flexible sigmoidoscopy 
should be sufficient to assess the disease severity and 
a colonoscopy is not always necessary unless there is 
any suspicion of dysplasia. 
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A 31-year-old woman presents with a 9-month history of 
intermittent dysphagia to solids and liquids which 
appears to have worsened over the last two months. She 
is hungry but finds it difficult to keep the food down. 
She regurgitates her food and describes frank vomiting 
recently. She thinks she has lost some weight. 
Examination of all systems is normal, and her blood test 
shows mild dehydration. 

Her GP referred her for a barium swallow, which is 
shown as below (Figure 4). 




Figure 4: Barium swallow. 

An endoscopy is arranged. 

What further investigation will you consider before 

proceeding to treatment? 






CT scan of the thorax 
CT scan of the abdomen 
Oesophageal manometry study 
Endoluminal ultrasound 
Gastric transit study 
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Oesophageal manometry study 

The barium swallow shows characteristic sharp 
narrowing of the lower oesophagus exhibiting a 
typical rat tail appearance, with hold up of barium 
This is consistent with achalasia but doesn't totally 
rule out a carcinoma. It is characterised by 
aperistalsis of the body of the oesophagus and 
impaired relaxation of the lower oesophageal 
sphincter. The aetiology remains unclear. The 
greatest incidence is between 30-50 years of age. 
Chest radiograph can be non-specific, but may show 
a mediastinal shadow caused by the dilated 
oesophagus with an air/fluid level Barium swallow is 
the mainstay of radiological diagnosis. Endoscopy is 
necessary in any patient to exclude a more sinister 
cause, because rarely a stenosing adenocarcinoma 
can present in a manner similar to achalasia (the so- 
called pseudoachalasia). Manometry is the gold 
standard, which shows a high resting lower 
oesophageal sphincter pressure and non-propagated 
lower oesophageal body contractions. 
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A 45 -year-old previous intravenous drug user is referred 
with a positive hepatitis C antibody test. He drinks two 
cans of beer per day. He lives with his wife and has been 
married for 15 years. On examination, there are no 
stigmata of chronic liver disease. Abdominal 
examination is normal. A liver function test shows a 
raised alanine aminotransferase (ALT). His liver 
synthetic function is normal. Ultrasound scan of the liver 
is normal. He is keen on treatment to get rid of the virus. 
A biopsy is arranged. 

What is the most important step before deciding on 
an antiviral regime? 
(? 






♦ 



Check hepatitis C genotype 
Send an autoimmune liver screen 
Assess a depression score 



Advise him that he has a low chance of viral 
clearance 



<? 



Advise him he must stop drinking alcohol 



•A 
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Check hepatitis C genotype 

The hepatitis C genotype will give guidance to the 
length of treatment and response rate. Those with 
genotype 2 or 3 can achieve a sustained response 
after 24 weeks. In genotype 1 and 4, antiviral is 
continued for 48 weeks due to lower response rates. A 
liver biopsy provides histological activity indices to 
help quantify the degree of inflammation and fibrosis 
and is generally only indicated in those with genotype 
1 and 4, as treatment is longer. The likelihood of 
sexual transmission of hepatitis C is very low, with a 
seroprevalence rate of about 5% in long-term 
partners of hepatitis C patients although barrier 
contraception advice should still be given. Current 
guidelines advocate using combination therapy with 
peginterferon alfa and ribavirin is recommended 
within its licensed indications for the treatment of 
people aged 18 years and over with moderate to 
severe chronic hepatitis C (CHC), defined as 
histological evidence of significant scarring (fibrosis) 
and/or significant necrotic inflammation It is very 
important that the patient stop drinking alcohol, as 
drinking may increase the risk of liver damage, but it 
doesnt influence the anti-viral regimen. 
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A 62-year-old man with a long history of diabetes and 
previous cerebrovascular accident is admitted with early 
satiety, postprandial vomiting and abdominal distension. 
There is no history of haematemesis or abdominal pain. 
He opens his bowels regularly. He is on insulin therapy, 
digoxin and aspirin. On examination he is overweight 
and he is in atrial fibrillation. His abdomen is distended 
and tympanic, but is otherwise soft and non -tender with 
active bowel sounds. Rectal examination reveals soft 
brown stool. Neurology examination reveals a residual 
right sided paralysis. 
Blood results show: 



Hb 


13.4 g/dl 


WBC 


12.7x1071 


PLT 


319x1071 


MCV 


81 fl 


INR 


1.2 


Na + 


133 mmol/1 


K + 


3 . 1 mmol/1 


Urea 


10.4 mmol/1 


Creatinine 


117lumol/l 


Albumin 


36g/l 


Ca 2+ 


2.06 mmol/1 


Glucose 


1 1 .2 mmol/1 


Chest radiography 


normal 


Abdominal 
radiography 


shows a dilated 
stomach 


Upper GI endoscopy 


normal 



Which of the following is the most appropriate initial 
therapy? 

Recommend larger and less frequent meals 

Recommend a high-fibre diet 






Consider treatment with nifedipine 
Insert electric pacing wires 
Start a trial with metoclopramide 
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Start a trial with metoclopramide 

Gastric motility is frequently affected in diabetes 
mellitus, with a reported prevalence of gastroparesis 
of 10%, although in reality this is probably 
significantly higher. Patients should initially be 
investigated with an endoscopy to exclude anatomical 
lesions such as pyloric stenosis. Gastric emptying 
scans using solid-phase meals are usually necessary. 
Treatment is often difficult and improving diabetic 
control can be beneficial, but a prokinetic drug has 
added effects of increasing locally released 
acetylcholine at the myenteric plexus (domperidone, 
metoclopramide). The macrolide antibiotic, 
erythromycin, also has agonist effects at motilin 
receptors. Patients should be managed with small 
frequent meals, and a low-fat and low-fibre diet to 
minimise bezoar formation. There are promising 
results with the possibility of implanting a gastric 
pacemaker to stimulate motility. There are currently 
no good studies for surgical outcomes. 
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A 23 -year-old woman from Vietnam presents with fever, 
abdominal pain and weight loss. There is no diarrhoea or 
rectal bleeding. Her mother has liver cirrhosis secondary 
to hepatitis C. She has no past medical problems. On 
examination, she is pyrexial, there is no 
lymphadenopathy, her abdomen is soft and there is a 2 
cm tender hepatomegaly. 
Liver function tests are as below: 



Bilirubin 


33 Vmol/1 


ALT 


89U/l(5-35) 


ALP 


190 U/l (30-150) 


GGT 


105 U/l 


Anti -Entamoeba 
histolytica antibodies 


positive 


Ultrasound scan of liver 


4 cm x 3 cm abscess in 
left lobe of liver 



An aspiration is planned. 

Which option is considered the most appropriate 

antibiotic therapy for her liver abscess? 

10-day course of metronidazole 

10 day course of ciprofloxacin 



♦ 



14 day course of co-amoxiclav 
2- week course of albendazole 
2- week course of doxycycline 



: 
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10-day course of metronidazole 

For larger liver abscesses aspiration is the 
intervention of choice, combined with antibiotic 
therapy. Liver abscesses due to amoeba mainly occur 
in endemic tropical countries. Clinical presentation 
can be indistinguishable from pyogenic abscesses. 
The collection is commonly single and confined to the 
right lobe but multiple left sided abscesses may also 
occur. Specific anti-E. histolytica antibodies can be 
found in the sera of over 90% of patients with 
amoebic liver abscess. Management involves 
treatment with a 10-day course of metronidazole. 
Albendazole is effective therapy for echinococcal 
cysts/hydatid cysts whereas in this case as stated 
metronidazole is the drug of choice. 
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No.: 238 

A 43 -year-old woman had an orthoptic liver transplant 
for decompensated alcoholic cirrhosis. Sixteen days 
post-transplant, she is found to have abnormal liver 
function tests. On examination, she is deeply jaundiced 
but is alert. She is afebrile. There is a new 
maculopapular rash on her palms and soles. Respiratory 
and cardiovascular examinations are normal, the 
abdomen is soft and non-tender with no palpable masses, 
and there is no hepatic bruit, a finger prick glucose is 
normal. She has not been started on any new antibiotics 
and is currently taking tacrolimus. 
Her blood tests are as below: 



Hb 


13.5 g/dl 


WCC 


12.7 x 10 9 /1 


PLT 


54 x 10 y /l 


MCV 


81 fl 


INR 


1.6 


Na + 


137 mmol/1 


K + 


3.6 mmol/1 


Urea 


7.4 mmol/1 


Creatinine 


76 lumol/1 


Albumin 


36g/l 


Calcium 


2.46 mmol/1 


Bilirubin 


87 lumol/1 


ALP 


301 U/l (30-150) 


ALT 


76 U/l (5-35) 


GGT 


105 



Which of the following is an important next 
management step? 



• 



Check venous blood glucose 

Send off autoimmune hepatitis screen 

Start antibiotics 



Carry out an urgent liver ultrasound scan with 
Doppler studies 



• 



Start mycophenolate mofetil and corticosteroids 



No.: 238 

Carry out an urgent liver ultrasound scan with Doppler 
studies 

The liver is the second most commonly involved 
organ in acute graft-versus host-disease (GVHD). It 
develops from 15 days after transplantation, as 
marrow engulfinent appears. Presentation is with 
jaundice, hepatomegaly and abnormal liver function 
tests, with the earliest and most common finding 
being a rise in the serum levels of conjugated 
bilirubin and alkaline phosphatase. This reflects 
damage to the bile canaliculi, leading to cholestasis. 
Hepatic ultrasound and Doppler flow are likely to be 
abnormal. Other disorders need to be excluded, such 
as hepatic veno-occlusive disease, hepatic infections 
(primarily viral hepatitis) and drug toxicity. A biopsy 
gives definite histological diagnosis but it may not be 
feasible because of the possibility of acute bleeding 
due to severe thrombocytopenia. A transjugular 
hepatic biopsy may be preferred if an adequate 
amount of tissue can be obtained. 

The primary histologic finding is extensive bile duct 
damage (with bile duct atypia and degeneration, 
epithelial cell dropout and lymphocytic infiltration of 
small bile ducts), leading to occasionally severe 
cholestasis. If the patient develops acute GVHD, the 
first and most effective treatment option is the use of 
corticosteroids. The most commonly used 
corticosteroid is methylprednisolone. If higher doses 
of steroids are not successful in controlling GVHD by 
3 to 5 days, second-line treatments are less successful 
These include cyclosporine, tacrolimus, 

antithymocyte globulin, and mycophenolate mofetiL 
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No.: 239 

A 21 -year-old woman presents with intermittent 
abdominal discomfort, bloating and weight loss over the 
last 18 months. She has had two episodes of self- limiting 
diarrhoea with mucus, each lasting 5 days, but no rectal 
bleeding. She avoids vegetables and fruits as they make 
her bloating worse. She describes herself as a skinny 
child but finds that her weight has fluctuated over the 
last few years. Apart from asthma, she has no other 
medical problems. She works as a cashier and smokes 
five cigarettes a day. She drinks socially. She has also 
noticed an itchy blistering rash on her elbows which she 
puts down to an insect bite after her weekend visit to the 
New Forest. This similar rash is now affecting her 
buttocks. 
On examination: 



Height 


166 cm 


Weight 


44 kg 


Cardiovascular, respiratory, 
abdominal and neurological 
examinations 


findings for 
these are 
normal 


Rectal examination 


normal 


Rigid sigmoidoscopy 


normal 


Below are her b 


ood results: 








Hb 


9.0 g/dl 






WCC 


4.2 1071 




PLT 


105 10 9 /1 




MCV 


70 fl 




Na + 


132 mmol/1 




K + 


4.4 mmol/1 




Urea 


2.5 mmol/1 


"^ 


Creatinine 


60 lumol/1 




ALP 


205 U/l (30-150) 




ALT 


25U/l(5-35) 




Albumin 


32g/l 




Bn 


200 ng/1 (160-900) 




Folate 


4 lug/1 (3-20) 




Ferritin 


2 lug/1 (4-120) 





What further investigation is most likely to 
contribute towards making the diagnosis? 

C-reactive protein 

Immunoglobulin levels 

Tissue transglutaminase antibody 

Skin scrapings 

Ultrasound scan of the abdomen 






No.: 239 

Tissue transglutaminase antibody 

The most likely diagnosis is coeliac disease, especially 
with the picture of iron and folate deficiency and a 
normal B12. She has hyposplenism and Howell- Jolly 
bodies may be seen on blood film. There is a history 
of weight loss and her body mass index is 16, 
confirming that she is underweight. Ulcerative colitis 
is less likely with a normal sigmoidoscopy. Crohn's 
disease is a possibility but the rash of dermatitis 
herpetiformis is associated with a gluten-sensitive 
enteropathy. It is a blistering, subepidermal eruption 
of the skin seen on extensors and pressure areas, 
which improve on a gluten-free diet. Vitamin D 
malabsorption results in osteomalacia (raised 
alkaline phosphatase) and secondary or tertiary 
hyperparathyroidism. Serological tests for coeliac 
disease have become more widely available. Anti- 
gliadin, anti-endomysial and anti-tissue 

transglutaminase antibody tests are available, with 
the latter having sensitivity and specificity up to 
100%. It can be used as a method of monitoring 
response to gluten-free diets. Small bowel biopsy 
remains the gold standard and may show total or 
subtotal villous atrophy with increased intra- 
epithelial lymphocytes. 
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No.: 240 

A 29-year old social worker is brought to the emergency 
department after having taken 40 paracetamol tablets 
with half a bottle of vodka five hours prior to admission, 
following an argument with her boyfriend. She feels 
nauseous and complains of abdominal pain. There is no 
past medical history of note and she takes occasional 
codeine tablets. She drinks about 15 units of alcohol per 
week. Physical examination is normal. 
Investigations are shown: 



Na + 


139 mmol/1 


K + 


3.7 mmol/1 


Urea 


5.0 mmol/1 


Creatinine 


60 lumol/1 


Bicarbonate 


19 lumol/1 


INR 


1.1 


Serum paracetamol level 


200 mg/1 (100-200) 



Which of the following is the most useful prognostic 
indicator when tested the following day? 



♦ 



♦ 



Serum bilirubin 
Paracetamol 
Prothrombin time 
Plasma glucose 
Serum albumin 
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No.: 240 
Prothrombin time 

Paracetamol toxicity is likely to occur with single 
ingestions greater than 250 mg/kg or those greater 
than 12 g over a 24-h period. The patient has taken 
20 g of paracetamol Virtually all patients who ingest 
doses in excess of 350 mg/kg develop severe liver 
toxicity. Appropriate paracetamol doses produce a 
small amount of N-acetyl-benzoquinoneimine 
(NAPQI), which is rapidly conjugated with hepatic 
glutathione, forming non-toxic cysteine and 
mercaptate compounds that are excreted in the urine. 
In paracetamol overdose, the glucuronidation 
pathways are saturated, and more paracetamol is 
metabolised to NAPQI via the cytochrome P450 
enzymes. The liver is unable to deactivated NAPQI, 
which is responsible for massive hepatic necrosis and 
hepatic failure. Patients may have nausea, anorexia 
or vomiting on the first day. After 72 h, features of 
liver and renal failure may become apparent. In 
paracetamol-induced fulminant liver failure, there 
are two broad criteria for referral for orthotopic 
liver transplantation: an arterial pH of less than 7.3, 
irrespective of grade of encephalopathy; or a 
prothrombin time (PT) greater than 100 s and a 
serum creatinine concentration greater than 300 
lumol/1 in patients who have grade III or IV 
encephalopathy. A rise in serum creatinine is a bad 
prognostic marker and is associated with 70% 
mortality. A pH below 7.3 is associated with only 
15% chance of survival due to failure of clearance of 
lactate by the liver. 
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No.: 241 

A 46 -year-old man is referred to the dermatologist for a 
two-year history of skin discolouration which has been 
increasing over the last three months. He also complains 
of general fatigue and arthralgia. He works as a building 
site worker and puts his tanned skin down to the high sun 
exposure. Unfortunately the patient's notes are not 
available, as he was recently seen in the psychotherapy 
department for treatment of impotence. He started taking 
gliclazide for diabetes mellitus one year ago. He smokes 
ten cigarettes a day and drinks five cans of lager per day 
but admits to drinking excessively several years ago 
following his divorce. Cardiovascular, respiratory and 
abdominal examinations are unremarkable except for a 
non-tender palpable liver edge. 
Liver functions tests are as below: 



Bilirubin 


22 Vmol/1 


ALT 


88U/l(5-35) 


ALP 


450 U/l (30-150) 


GGT 


101 U/l (5-30) 


Albumin 


33 g/1 



Which is the next most useful test to help confirm the 
diagnosis? 






Serum ferritin 
Caeruloplasmin 
Urinary copper 
Transferrin saturation index 
Alpha fetoprotein 



•A 



No.: 241 

Transferrin saturation index 

Patients with haemochromatosis typically present 
with weakness or fatigue, abnormal liver function 
tests, arthralgia/arthritis, impotence, diabetes of late 
onset, cirrhosis or bronze pigmentation It is most 
commonly due to C282Y mutation on the 
haemochromatosis (HFE) gene. A fasting transferrin 
saturation of >55% indicates iron accumulation and 
in most cases genotyping will confirm 95% of the 
population Liver biopsy may show the presence of 
cirrhosis and histological grading of iron 
concentration can be carried out. Serum ferritin is 
not as useful in this case as it may be raised in 
alcoholic liver disease. Indeed ferritin is less sensitive 
and less specific for haemochromatosis than 
transferrin saturation in general. Treatment of all 
patients with haemochromatosis includes weekly 
venesections until transferrin saturation is <16%. 
The serum ferritin should be kept below 50 fyig/L 
Copper testing and caeruloplasmin are investigations 
associated with Wilson's disease. 
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No.: 242 

You are asked to review a 65 -year-old retired politician in the 
coronary care unit who was admitted 6 days ago with a non ST 
elevation myocardial infarction (NSTEMT). On admission, he was 
haemodynamically stable and apyrexial. He developed atrial 
fibrillation 24 h after admission and was commenced on intravenous 
digoxin. 

On questioning, he complains of severe abdominal pain, which is 
initially dull in nature but has now become sharp and radiates to his 
back. This pain is precipitated by meals and he finds it worse after 
food. He has never had similar symptoms previously and denies any 
chest pain His drug chart shows that he is currently on aspirin, 
digoxin, low molecular weight heparin, atorvastatin, omeprazole and 
regular salbutamol inhalers. 

He was diagnosed with non- insulin-dependent diabetes 6 years ago, 
and had an inferior myocardial infarction 2 years after that. There is a 
strong family history of ischaemic heart disease. He is also 
hypertensive and has mild chronic obstructive airway disease. He 
smokes 20 cigarettes per day and drinks a glass of brandy in the 
evening. 

On examination, he looks pale and unwell. He has xanthelasma. His 
heart rate is 120 beats/min and regular and blood pressure 100/60 
mmHg. His temperature is 37.5 l°C and saturation is 98% on 2 1 
oxygen. The jugular venous pressure is not visible and there is a soft 
systolic murmur at the apex. He has a left carotid bruit. There are 
sparse bibasal crackles on chest examination. His abdomen is tender 
in the epigastric and umbilical area. There is no palpable aortic 
aneurysm or ascites. Scanty bowel sounds are audible. 
Investigations are as below: 



Hb 


1 1 .0 g/dl 


WCC 


14.2 1071 


Platelets 


220 1071 


MCV 


93 fl 


INR 


1.3 


Na + 


141 mmol/1 


K + 


5.3 mmol/1 


Urea 


14.0 mmol/1 


Creatinine 


147 l^mol/1 


Bicarbonate 


15 mmol/1 


C-reactive protein 


34mg/l(0-l) 


Liver function tests 


Normal 


Amylase 


380 IU 


Electro cardiogram 


Sinus tachycardia and Q waves on 
inferior leads 


Chest and abdominal 
radiographs 


Normal 



Which of the following is likely to be the most useful next 
investigation? 






Blood cultures 



Urgent digoxin level 

Creatine kinase 

Re-check troponin 

CT scan of the abdomen with angiography 



No.: 242 

CT scan of the abdomen with angiography 

The combination of acute abdominal pain 15-30 min 
post-meal, relative hypotension (note normal 
hypertensive) and acidosis all point towards acute 
mesenteric ischaemia. The condition is often 
associated with modest elevations in amylase. He is 
diabetic a long-term smoker and has had a cardiac 
event in the past. All these favour atherosclerosis, 
making the diagnosis of intestinal ischaemia more 
likely in this situation, although other differential 
diagnosis includes acute or chronic pancreatitis. 
Carcinoma of the pancreas normally has a more 
insidious onset. Increased intestinal motility after a 
meal exacerbates ischaemia, causing pain. Mesenteric 
ischaemia is essentially a diagnosis of exclusion. In 
this situation a computed tomography (CT) scan will 
help exclude necrosis of the pancreas, and mesenteric 
angiography would help validate the clinical 
suspicion of mesenteric ischaemia. The patient will 
probably need a laparotomy, which will be high risk 
in view of recent coronary event, but mortality is 
extremely high without surgery. An arterial blood 
gas will no doubt show a metabolic acidosis, and 
amylase can be normal in chronic pancreatitis. 
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No.: 243 

A 27-year-old lawyer is referred to the gastroenterology 
clinic in view of a strong family history of bowel cancer. 
He is otherwise asymptomatic. His general practitioner 
comments on a normal colonoscopy, which he had 
privately one week ago. He reports that his grandmother 
died of bowel cancer aged 68 years. His mother was 
diagnosed with bowel cancer aged 45 years and is 
currently receiving chemotherapy for endometrial 
cancer. His uncle had bowel surgery for cancer at the age 
of 49 years. He is still very concerned and would like 
some advice about whether he needs any further 
investigations. 

Which one of the following is the most appropriate 
management? 

Arrange double contrast barium enema to re-assess 
bowel 



♦ 



Arrange flexible sigmoidoscopy in 3 months 
Repeat colonoscopy in 2 years 
Repeat colonoscopy in 5 years 



Computed tomography of the abdomen with 
contrast 



•A 



No.: 243 

Repeat colonoscopy in 2 years 

This gentleman is clearly at risk of hereditary non- 
polyposis colorectal cancer syndrome (HNPCC) in 
view of the strong family history. It is an autosomal 
dominant syndrome characterised by early-onset 
colorectal cancer. It may account for 1-2% of all 
cases of colorectal cancer (CRC). In 55-60% of cases, 
cancers are right sided and affected individuals are 
also at increased risk of cancer of the endometrium, 
stomach, small bowel and genitourinary tract. 
Mutations responsible for HNPCC are found in DNA 
repair genes. 

The diagnostic criteria for HNPCC families are: 

(a) Histologically verified CRC or HNPCC-related 
cancers in three or more relatives, one of whom is a 
first-degree relative of the other two; 

(b) CRC affecting at least two generations; 

(c) one or more cases of cancer diagnosed before the 
age of 50 years. 

Individuals at risk should be offered colonoscopic 
screening at 2-year intervals from the age 20-25 
years, which should be continued up to the age of 40 
years, when screening should be increased to an 
annual basis. The optimal interval between 
colonoscopic examinations is not known There is 
some evidence that progression from adenoma to 
carcinoma is accelerated in this syndrome, thus 
colonoscopic intervals of 1-3 years are recommended. 
The above are based on retrospective observational 
studies and panel expert consensus. 
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A 64-year-old man presents to accident and emergency 
complaining of a 4-day history of upper abdominal pain 
which radiates to his back, along with nausea and 
diarrhoea. He has been admitted to hospital twice in the 
past 8 months with similar symptoms and has lost 
approximately 5 kg in weight over this time. His past 
medical history includes hypertension, gastric ulceration 
and a partial gastrectomy 12 years ago. His current 
medication includes atenolol 50 mg once daily and 
omeprazole 20 mg once daily. 
The following blood results were obtained: 



wcc 


12.6xlO y /l 


Hb 


124 g/1 


MCV 


112 fl 


PLT 


110xl0 9 /l 


Na + 


135 mmol/1 


K + 


3.2mmol/l 


Urea 


2.4 mmol/1 


Creatinine 


64 mmol/1 


Calcium 


2.24 mmol/1 


ALT 


64U/1 


ALP 


250 U/l 


Bilirubin 


26 umol/l 


Albumin 


30 g/1 


R ndom glucose 


18 mmol/1 



3 day faecal fat excretion 21 g/day = 63 g total (normal < 

30g/3days) 

Which of the following is the most likely cause of his 

symptoms? 






Alcohol abuse 
Haemochromatosis 
Sclerosing cholangitis 
Gastric carcinoma 
Coeliac disease 



No.: 244 
Alcohol abuse 

In view of this man's history, the most likely 
diagnosis is recurrent pancreatitis secondary to 
alcohol abuse or gallstones. Alcohol is a cause of 
chronic pancreatitis, whereas gallstones may be 
associated with recurrent acute pancreatitis. Other 
causes of chronic pancreatitis include cystic fibrosis, 
haemochromatosis and sclerosing cholangitis. 
Chronic pancreatitis is an inflammatory condition 
which is characterised by irreversible damage to both 
the exocrine and endocrine pancreas. This patient's 
faecal fat excretion is high (> 30 g/3 days) indicating 
pancreatic enzyme insufficiency. This is further 
supported by an elevated random glucose consistent 
with a diagnosis of Type II diabetes mellitus. Initial 
further investigations in this patient should include 
abdominal ultrasound and, if indicated, endoscopic 
retrograde cholangiopancreatography. Chronic 
pancreatitis is treated with pancreatic enzyme 
supplementation and complete abstention from 
alcohol. Approximately 60% of patients survive 2 
years. 
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No.: 245 

A 74-year-old woman presents with a 4-month history of 
colicky abdominal pain after eating, and diarrhoea. Over 
the past few days this pain has got much worse and she 
has a dull ache across her abdomen most of the time 
now. She has lost 6 kg in weight over the last few 
months. A recent gastroscopy and colonoscopy were 
normal. Her past medical history includes angina and a 
right carotid endarterectomy at the age of 62 years. Her 
current medication includes aspirin, atenolol, simvastatin 
and losartan. 
Blood tests revealed: 



Hb 


118 g/1 


MCV 


80 fl 


WCC 


12.3 x 1071 


Platelets 


210xl0 9 /l 


Na + 


133 mmol/1 


K + 


5.2mmol/l 


Urea 


8.1 mmol/1 


Creatinine 


134 mmol/1 



Which of the following investigations is most likely to 
point towards the underlying diagnosis? 

Gastroscopy 

Contrast-enhanced computed tomography of the 
abdomen with angiography 

Mesenteric Doppler ultrasound 






Colonoscopy 
Barium enema 



No.: 245 

Contrast-enhanced computed 
abdomen with angiography 



tomography of the 



The diagnosis here is ischaemic colitis, which is 
mainly seen in the older age group and is caused by 
atheroma of the mesenteric vessels. It typically affects 
the watershed areas of the bowel at the splenic 
flexure and rectosigmoid junction. The radiological 
features of ischaemic colitis are non-specific. Plain X- 
ray is often normal, although mucosal oedema and 
thumb printing may be evident, making it a useful 
investigation for differentiating from other causes of 
an acute abdomen. This would be done prior to 
progression to CT. Computed tomography (CT) is a 
valuable non-invasive tool for the diagnosis of 
intestinal ischaemia providing information about 
both the bowel wall and mesenteric blood supply. 
One caveat here would be the use of contrast media 
in view of the patient's mildly elevated creatinine; 
weighing the pros and cons of the procedure should 
be carried out in collaboration with radiology 
colleagues with discussion as to whether protective 
measures such as pre-hydration are necessary. In her 
case the diagnostic advantages of the procedure 
would be likely to outweigh the risk (See guidelines, 
European Society of Urogenital Radiology for further 
information). Other investigations that may be useful 
include mesenteric Doppler ultrasound and barium 
enema. ECG would of course be part of the pre- 
operative assessment as she has significant pre- 
existing vascular pathology. 
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A 72-year-old man presents with a 4-day history of 
vomiting, headache, jaundice, fever and generalised 
upper abdominal tenderness. His past medical history 
includes a laparoscopic cholecystectomy 10 years ago 
and he takes regular aspirin and amlodipine for 
hypertension. 
Blood tests show: 



Hb 


13.1 g/dl 


MCV 


84 fl 


WCC 


16.4xl0 9 /l 


Platelets 


314x1071 


Bilirubin 


217 umol/1 


ALT 


340 U/l 


ALP 


565 U/l 



Assuming that you have already taken blood cultures, 
checked an arterial blood gas and started antibiotics, 
which is the next most appropriate investigation? 

Erect chest X-ray 



Abdominal ultrasound 

Urgent computed tomography (CT) of the abdomen 



ERCP (Urgent endoscopic retrograde 
cholangiopancreatography) 

MRCP (Magnetic resonance 
cholangiopancreatography) 



No.: 246 

Erect chest X-ray 

The story is highly suggestive of ascending 
cholangitis. In the acute setting the most important 
first steps in management are to exclude bowel 
perforation (erect chest) and to evaluate the degree of 
metabolic compromise due to sepsis/shock (arterial 
blood gas, ABG) to determine the need for high- 
dependency care. Subsequent acute management 
would include an abdominal ultrasound looking 
specifically for any biliary dilatation, which may be a 
precursor to urgent imaging of the biliary tree, via 
endoscopic retrograde cholangiopancreatography 
(ERCP) or magnetic resonance 

cholangiopancreatography (MRCP). Blood cultures 
should also be taken prior to commencing antibiotics, 
but should not delay their administration. 
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No.: 247 

A 24-year-old man was diagnosed with Crohn's disease 
at the age of 17 years. He has been admitted to hospital 
on a yearly basis since his diagnosis with acute flare-ups 
requiring courses of systemic corticosteroids. He has no 
extra-enteric manifestations of Crohn's disease but has 
had a problematic perianal fistula requiring frequent 
courses of antibiotics. 

Which of the following steps is recommended next to 
maintain remission in this patient? 






6-Mercaptopurine 
Polymeric diet 
Budesonide 
Ciclosporin 
Sulphasalazine 



No.: 247 
6-Mercaptopurine 

Thiopurines (azathioprine and 6-mercaptopurine) 
are the most effective agents in maintaining 
remission in Crohn's disease long term. If not 
tolerated, methotrexate could be used as an 
alternative. 5-ASA (5-Aminosalycilic acid) 
compounds such as balsalazide and sulphasalazine 
have a role in maintaining remission and are 
generally well tolerated but are not as effective as 
thiopurines. There is no role for steroids in 
maintaining remission - only in the treatment of 
acute flares as is the case with dietary modification. 
Ciclosporin is only of value in acute severe ulcerative 
colitis. Infliximab is of value in long-term remission 
in fistulating Crohn's (and possibly in non-fistulating 
disease) but is generally used alongside a thiopurine). 
Over the long term it may prove a superior option to 
methotrexate, but currently it is still considered only 
after a traditional second line therapy has failed to 
gain control. 
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No.: 248 

An 80-year-old man presents with a 4- week history of 
increasing confusion and diarrhoea. He has lost weight 
over the last 2-3 months although he is unable to say 
how much. He has noticed that his clothes are much 
looser. His son tells you that he has long-standing ankle 
oedema and had noticed a mauve discoloration of his 
face approximately 12 months ago. His only past 
medical history is an appendicectomy 8 years ago. He 
had always appeared well and was living independently. 
On physical examination he appears frail and cachectic. 
He has a pansystolic murmur, which is augmented by 
inspiration, and hepatomegaly 2 cm below the right 
costal margin. 

What one of the following is the most appropriate 
investigation in this case? 






Colonoscopy 

Gastroscopy and biopsy 

Urine collection for 5-hydroxyindoleacetic acid 

Small bowel follow through 

Abdominal x-ray 



•A 
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Urine collection for 5-hydroxyindoleacetic acid 
(5-HIAA) 

This patient has carcinoid syndrome secondary to a 
metastatic carcinoid tumour. Carcinoid tumours are 
neuroendocrine tumours, which originate from the 
enterochromanin cells of the intestine. They are 
indolent tumours secreting more than 20 different 
hormones. They are most commonly found in the 
appendix and terminal ileum. Carcinoid syndrome 
only occurs once the tumour has metastasised to the 
liver. The triad of mauve-coloured facial flushing, 
diarrhoea and cardiac involvement represents more 
than 85% of the symptoms of carcinoid syndrome. 
Approximately 50% of those patients who develop 
carcinoid syndrome have cardiac involvement, 
classically right heart valvular stenosis. The two most 
appropriate investigations to obtain a diagnosis are 
chest and abdominal computed tomography (CT) 
and a 24-h urine collection for 5-hydroxyindoleacetic 
acid (5-HIAA), a metabolite of serotonin secreted by 
the tumour. Where available (though not given as an 
option here), pentreotide imaging has been shown to 
have a sensitivity of 80%+ for detection of carcinoid. 



No.: 249 

A 63 -year-old man with a 15 -year history of recurrent 
peptic ulceration presents with a further relapse. 
The results of investigations reveal: 



Fasting serum gastrin 



Serum gastrin following 
injection of secretin (2 U/kg) 



480 pmol/1 
(normal <5 5 
pmol/1) 



500 pmol/1 



What diagnosis would you consider in his case? 

Chronic pancreatitis 



• 



Zollinger-Ellison syndrome 
Gastric lymphoma 
Carcinoid tumour 



Gastric carcinoma 



No.: 249 
Zollinger-Ellison syndrome 

Zollinger-Ellison syndrome is a rare condition in 
which a gastrin-secreting adenoma results in severe 
and recurrent gastric and duodenal ulceration. The 
condition may be diagnosed by detecting a raised 
serum gastrin level, or if there is doubt as to the 
diagnosis with only a mild elevation in gastrin, the 
secretin test leads to a marked elevation in gastrin 
levels. The level of gastrin seen here is markedly 
elevated. Treatment is with high-dose proton pump 
inhibitors and, if possible, surgical resection of the 
adenoma. Approximately 50% of adenomas are 
malignant with a 5-year survival rate of 80% for a 
single tumour. Other causes of an elevated serum 
gastrin level include atrophic gastritis and proton 
pump inhibitor therapy. 
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No.: 250 

You review a 4 8 -year-old publican who is awaiting 
discharge from the gastroenterology ward after an 
episode of haematemesis related to oesophageal varices. 
He received injection sclerotherapy at the time. You 
review his investigations and decide on medication to 
reduce further bleeding. He is already on spironolactone. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


6.1x1071 


PLT 


230 x 1071 


Na + 


137 mmol/1 


K + 


3.9mmol/l 


Creatinine 


90 umol/1 


Hepatic ultrasound scan 


small shrunken liver 


Liver biopsy 


advanced cirrhosis 



Which one of the following would be most 
appropriate strategy to reduce portal blood pressure 
in this man? 



• 



Atenolol 

Isosorbide dinitrate 
Propranolol 
Furosemide 
Lactulose 



•A 



No.: 250 
Propranolol 

Lactulose and neomycin are usually used to prevent 
encephalopathy after a large GI bleed. Propranolol is 
a non-selective beta-blocker with high hepatic first 
pass metabolism and in clinical trials has been shown 
to be the most effective oral agent in long-term 
therapy for portal hypertension. Out of endoscopic 
techniques, band ligation is thought to be more 
effective for prophylaxis than injection sclerotherapy. 
Porto-systemic shunting is usually reserved for 
patients who re-bleed and have symptoms of 
worsening portal hypertension 



,,j 
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No.: 251 

A 54-year-old female accountant presents to her general 
practitioner (GP) with fatigue. She has also noticed 
troublesome itching over the past few months, which is 
worse at night and in hot weather. She is teetotal. 
Examination reveals jaundice, evidence of excoriation, 
telangiectasia and mild ascites. Alkaline phosphatase is 
elevated. 

Which of the following autoantibodies is most likely 
to be positive in this case? 






♦ 



Anti -thyroid antibody 
Anti-endomyseal antibody 
Anti -smooth muscle antibody 
Antimitochondrial antibody 
Antinuclear antibody 



No.: 251 
Antimitochondrial antibody 

Given this clinical picture the most likely diagnosis is 
primary biliary cirrhosis, and AMAs are found in 
95% of patients with the condition. Onset typically 
occurs between the ages of 30 and 65 years, the 
condition is much commoner in women, and it may 
be asymptomatic or present most commonly with 
tiredness and itching. Ursodeoxycholic acid improves 
bilirubin and symptoms of jaundice, but may mask 
the need for transplantation. A limited number of 
studies have shown positive effects on survival 
although there is still some debate in this area. Liver 
transplantation is the definitive treatment and there 
is 85-90% post-transplant survival at 1 year. Overall, 
survival from time of diagnosis with primary biliary 
cirrhosis is put at between 7 and 16 years. 



No.: 252 

A 72-year-old heavy smoker presents with indigestion, 
which is now complicated by progressive dysphagia first 
to solids such as toast and now to liquids as well. Bloods 
taken by his general practitioner (GP) suggest iron 
deficiency anaemia and his viscosity is elevated. On 
examination he has palpable lymph nodes in the left 
supraclavicular fossa, and wheeze throughout both lung 
fields. 

Which of the following would be the investigation of 
choice in this patient? 






♦ 



Upper gastrointestinal endoscopy 

Barium swallow 

Chest X-ray 

Bronchoscopy 

Computed tomography scan of the thorax 



No.: 252 

Upper gastrointestinal endoscopy 

The presence of dysphagia and the enlarged left 
supraclavicular nodes raises the possibility of upper 
GI carcinoma, most likely oesophageal. As such, the 
investigation of choice would be upper GI endoscopy 
with biopsy. Carcinomas of the oesophagus may be 
squamous or adenocarcinomas; there is an 
association with smoking, alcohol consumption, 
ingestion of nitrate-containing foods, Plummer- 
Vinson syndrome, and chronic gastro-oesophageal 
reflux disease. Taking into account there is already 
lymph node enlargement, this patient is highly 
unlikely to be a candidate for ©esophagectomy. 
Squamous cell carcinoma is more responsive than 
adenocarcinoma to radiotherapy, so this is at least an 
option for some patients. Unfortunately 5 year 
survival for oesophageal carcinoma is very poor. 
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No.: 253 

A 3 6 -year-old woman is admitted to the emergency 
department complaining of worsening nausea and 
vomiting, general malaise and anorexia. She is 36 weeks 
pregnant with her first child. On examination there is 
pain in the epigastrium and right upper quadrant of the 
abdomen on palpation. 
Investigations reveal: 



ALT 


420 U/l 


Bilirubin 


85 umol/1 


Albumin 


27g/l 


Prothrombin time and activated 
partial thromboplastin time 


Prolonged 


Hb 


10.1 g/dl 


WCC 


13.2 10 y /l 


Platelets 


75 1071 



Which of the following diagnoses fits best with this 
clinical picture? 






Hepatitis A 

Cholecystitis 

Intrahepatic cholestasis of pregnancy 

Fatty liver of pregnancy 

Hyper ernes is gravidarum 



No.: 253 

Fatty liver of pregnancy 

This condition presents with nausea and vomiting 
and pain in the epigastrium or right upper quadrant 
of the abdomen. Mean gestational age at presentation 
is 37 weeks, although it may occur in the 28-42 week 
range. Abnormal investigations include 

hypoglycaemia, raised ammonia levels, elevated 
aminotransferase levels, elevated white cell count, 
low albumin and disseminated intravascular 
coagulation in up to 75%. Ultrasound is the best 
imaging modality and allows other conditions such as 
cholecystitis to be excluded. Spontaneous resolution 
of the condition usually follows delivery. Stabilisation 
on the intensive therapy unit (ITU) may be required 
first and this may involve the use of intravenous (iv) 
fluids and glucose, correction of coagulopathy with 
fresh-frozen plasma, and reduction of exogenous 
ammonia intake through protein restriction or 
dietary laxatives to speed evacuation of nitrogenous 
wastes. 
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No.: 254 

A 31-year-old adopted man presents to his general 
practitioner with rectal bleeding and a change in bowel 
habit. Previous history of note includes osteomas of both 
tibia and skull osteomas. His brother is noted to suffer 
from ulcerative colitis and his uncle died at the age of 44 
from colon cancer. On examination his BP is 132/72 
mmHg, pulse is 72/min and regular. His BMI is 22 and 
his abdomen is soft and non-tender. He is anaemic with 
anHbofll.2g/dl. 

Which of the following is the most appropriate 
investigation in this case? 

♦ 



♦ 



Rigid sigmoidoscopy 
Flexible sigmoidoscopy 
Colonoscopy 
Barium enema 
Barium follow through 



No.: 254 
Colonoscopy 

This patient has altered bowel habit with rectal 
bleeding, coupled with the history of osteomas; it is 
therefore important to rule out colonic carcinoma as 
an underlying cause. The suspicion is that he has 
Gardener's syndrome, which is an autosomal 
dominant condition characterised by multiple 
adenomatous intestinal polyposis, osteomas and soft 
tissue tumours (epidermoid cysts, fibromas and 
lipomas). Individuals with the syndrome develop a 
multitude of colonic polyps. Colonic carcinoma 
develops in 7% of individuals by age 21 years, 50% 
by age 39 years and 90% by age 45 years. Colectomy 
is recommended once polyps appear. 



No.: 255 

You are asked to review a 5 6 -year-old man who works 
in a smoked meats and fish factory. He receives free 
food from the factory every month. He complains of 
increasing indigestion and has lost a stone in weight over 
the past 2 months. He drinks 10 units per week. On 
examination he has a mass in the epigastrium and a hard 
palpable liver. Investigations reveal a microcytic 
anaemia; alanine aminotransferase and alkaline 
phosphatase are also both raised. 
Which of the following is the most likely underlying 
aetiological factor in his condition? 



No.: 255 



Smoked foods 






Smoked foods 

Alcohol consumption 

Genetics 

Chronic H. pylori infection 

Pernicious anaemia 



This clinical picture is suggestive of gastric cancer. 
The patient has iron deficiency anaemia and a mass 
in the epigastrium. Aetiological risk factors include 
chronic H. pylori infection, tobacco abuse, alcohol 
consumption, food additives (nitrosamines), smoked 
foods, occupational exposure to heavy metals, rubber 
and asbestos. Other associations include atrophic 
gastritis with intestinal metaplasia, hypertrophic 
gastritis and pernicious anaemia. Unfortunately few 
patients present early enough to be suitable for 
surgery, whilst chemotherapy has not been proven to 
prolong survival, it may provide some degree of 
palliation. With the presence of metastases, 
gastrectomy is only considered in rare cases to 
prolong duration and quality of life. Five-year 
survival of gastric carcinoma is 12% overall, 
although survival for early carcinomas where 
resection is possible is much higher (>35%). Imatinib 
mesilate (Glivec) is an effective treatment for gastric 
lymphoma but isnt useful in the management of 
gastric adenocarcinoma. 
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No.: 256 

A 19-year-old student presents to the university health 
service complaining of flu-like symptoms, lethargy and 
jaundiced sclerae and an inability to eat due to a sore 
throat. He remembered that his father may have suffered 
from a liver condition. On examination he is pyrexial 
38.2° C, BP is 110/70 mmHg, pulse is 82/min and 
regular. He has signs of pharyngitis on examination of 
his throat. 
Investigations reveal: 



ALT 


23U/1 


AST 


28U/1 


Bilirubin 


78 umol/1 


Albumin 


41g/l 



Which of the following is the most appropriate next 
intervention in this case given the most likely 
diagnosis? 



* 



Phenobarbitone 

Diazepam 

Observation 

Hepatic ultrasound scan 

Hepatitis screen 



•A 



No.: 256 
Observation 

The clinical picture is highly suggestive of Gilbert's 
syndrome, and as such observation and supportive 
therapy for the acute flu-like illness is the 
management of choice. When jaundice is severe (as 
occurs only rarely in Gilbert's), phenobarbitone can 
rapidly decrease unconjugated serum bilirubin levels. 
This condition is autosomal recessive and is 
characterised by unconjugated hyperbilirubinaemia 
caused by impaired glucuronyl transf erase activity. 
Jaundice may be precipitated by fasting, excessive 
alcohol consumption or acute illness. Other liver 
function tests apart from bilirubin level are generally 
normal. It is likely that a viral illness has led to a 
period of fasting and the symptoms seen here. 



,,j 
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No.: 257 

A 32-year-old bar owner returns from Spain and requires 
emergency consultation in the clinic. He feels lethargic 
and has not been able to maintain an adequate erection 
during intercourse or masturbation during the past few 
months. This is causing some marital difficulties. He 
also complains of swelling of his ankles and swelling 
around the abdomen. On examination he appears tanned, 
there is a paucity of underarm and genital hair and he has 
evidence of chronic liver disease and testicular atrophy. 
Past history of note includes arthritis and joint pain. He 
admits to drinking 12 units/standard drinks of alcohol 
per week (glass of wine or half pint of beer). 
Investigations reveal: 



Glucose (fasting) 


8.2mmol/l 


ALT 


183 U/l 


Bilirubin 


125 umol/1 



Which of the following represents the most likely 
diagnosis in this case? 






Wilson's disease 
Haemochromatosis 
Alcoholic cirrhosis 
Infective hepatitis 
Drug-induced hepatitis 



•A 



No.: 257 
Haemochromatosis 

Symptoms of haemochromatosis usually begin in 
males aged between 30 and 50 years and include 
increased skin pigmentation (due to iron deposition 
and melanin), cirrhosis, diabetes mellitus, 
arthropathy, impotence in males and heart failure. 
Previously, liver biopsy with total hepatic iron 
estimation was considered the gold standard test for 
haemochromatosis. Now however, genetic screening 
for the two identified mutations is seen as the initial 
investigation of choice. Around 10% of the Northern 
European population are heterozygous for either 
mutation, and this may account for accelerated 
deterioration of liver function in patients with 
moderate alcohol intake corresponding to 15-30 
standard drinks (units) per week 
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No.: 258 

A 5 3 -year-old woman is referred to the clinic by her 
general practitioner for fatigue, lethargy, mild itching, 
muscle and joint pains. On examination there is jaundice, 
with mild hepatomegaly and more than five spider naevi 
on the upper body. 
Investigations reveal: 



Bilirubin 


125 umol/1 


ALT 


230 U/l 


ALP 


185 U/l 


Albumin 


28g/l 


Hypergammaglobulinemia 


polyclonal 


Anti-smooth muscle antibodies 


positive 


Anti -nuc lear antib ody 


positive 



Which of the following diagnoses fits best with this 

clinical picture? 
^» 

Primary sclerosing cholangitis 






Primary biliary cirrhosis 
Type 1 autoimmune hepatitis 
Type 2 autoimmune hepatitis 
Type 3 autoimmune hepatitis 



•A 



No.: 258 

Type 1 autoimmune hepatitis 

Autoantibodies associated with type 1 autoimmune 
hepatitis include anti-smooth muscle antibodies, 
antinuclear antibodies and anti-actin antibodies. 
Type 2 autoimmune hepatitis occurs predominantly 
in children and is associated with anti-liver kidney 
microsomal antibodies; whereas type 3 autoimmune 
hepatitis is associated with soluble liver kidney 
antigen. Autoimmune hepatitis is very much more 
common in women. Diagnosis and prognostic 
assessment is best informed via liver biopsy. After an 
initial period of high-dose prednisolone, azathioprine 
is often added as a steroid-sparing agent. A number 
of physicians employ a maintenance regime of 
prednisolone 10 mg and azathioprine 50 mg per day 
as maintenance therapy. Initial remission is possible 
in around 80% of patients, though relapse often 
occurs if therapy is withdrawn. Liver transplant is 
successful in patients who fail medical therapy. 
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No.: 259 

A 34-year-old woman with no previous significant 
medical history presents for review. Medication history 
includes the oral contraceptive pill and she smokes 1 5 
cigarettes per day and drinks 1 5 units per week. She 
complains of vague upper abdominal pain, worse on the 
right-hand side. On examination there is a palpable non- 
tender mass in the right hypochondrium. Investigations 
reveal mild elevations in aspartate aminotransferase 
(AST) and alanine aminotransferase (ALT); alpha- 
fetoprotein is within the normal range. Hepatic 
ultrasound scan reveals a solitary mass in the left lobe of 
the liver. 

Which of the following diagnoses fits best with this 
clinical picture? 
G 



♦ 



♦ 



• 



♦ 



Hepatic adenoma 
Hepatocellular carcinoma 
Liver metastasis 
Hydatid cyst 
Focal nodular hyperplasia 



No.: 259 
Hepatic adenoma 

This woman has a history of use of the oral 
contraceptive pill, with an asymptomatic liver mass. 
It is hypoechoic and subcapsular, appearing uniform 
in texture. The presence of a normal alpha- 
fetoprotein makes hepatocellular carcinoma unlikely; 
therefore the most likely diagnosis is hepatic 
adenoma. Stopping the oral contraceptive pill often 
causes tumour regression, although complete 
regression is very atypical. Any tumour regression 
reduces risks associated with elective surgical 
resection; although mortality associated with 
resection is very rare, surgery results in significant 
morbidity in around 13% of patients. In patients who 
experience some regression after stopping the pill, 
there is still a risk of malignant transformation, and 
such patients should be monitored with alpha- 
fetoprotein measurement if they are unwilling or 
unable to undergo elective tumour resection. 
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No.: 260 

A 62-year-old woman is referred to the clinic with 
worsening diarrhoea, intermittent wheeze and facial 
flushing. There is a past medical history of hypertension 
for which she takes ramipril, but nil else of note. On 
examination her BP 149/88 mmHg, pulse is 88/min, her 
BMI is 21 . Her abdomen is soft and only mildly tender 
with active bowel sounds. There is facial telangiectasia 
and evidence of tricuspid regurgitation. 
Routine bloods undertaken by her general practitioner 
reveal: 



Hb 


10.8 g/dl 


Na + 


135 mmol/1 


r 


3.2mmol/l 


ALT 


215 U/l 



Which of the following diagnoses fits best with this 
clinical picture? 



* 



Phaeochromocytoma 
Thyrotoxicosis 
Carcinoid syndrome 
Cushing's disease 
Iron deficiency anaemia 



•A 



No.: 260 
Carcinoid syndrome 

Carcinoid syndrome presents with facial flushing (75- 
90%), diarrhoea (>70%) and intermittent 
bronchospasm in 25% of patients. Associated clinical 
findings include facial telangiectasia and tricuspid 
regurgitation. It is caused by the action of serotonin, 
bradykinin and histamine produced by tumours 
arising from neuroendocrine cells. Diagnosis is by 
measuring an increase in urinary 5- 
hydroxyindoleacetic acid, a metabolite of 5-HT 
(serotonin). It is likely that this patient's abnormal 
alanine aminotransferase is due to the presence of 
liver metastases. Pellagra is nicotinic acid deficiency 
which can occur as a result of increased requirements 
for nicotinamide as a result of the carcinoid tumour. 
It is an important substrate in the metabolic 
formation of 5-HT, deficiency of pellagra can lead to 
dementia in patients with extensive carcinoid 
metastases. 
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No.: 261 

A 45 -year-old man presents with an upper 
gastrointestinal (GI) haemorrhage. He is a non-smoker 
and drinks only occasional wine. On further questioning 
he admits to problems with indigestion over the past few 
months, for which he has tried over-the-counter 
ranitidine tablets, and increasing diarrhoea. Upper GI 
endoscopy reveals multiple gastric ulcers and 
helicobacter testing is negative. 
Which of the following is the most appropriate 
investigation in this case? 






Fasting gastrin level 

Fasting gastrin on three different days 

Basal acid output estimation 

Secretin stimulation test 

Protein meal test 



No.: 261 

Fasting gastrin on three different days 

There is a suspicion that this patient may have 
Zollinger-Ellison syndrome as a result of a 
gastrinoma. The best initial screen is a fasting gastrin 
level on three separate days, as the secretion of 
gastrin is pulsatile. Three samples in the normal 
range make a gastrinoma unlikely. This is usually 
followed by basal acid output estimation and a 
secretin stimulation test. After this, patients usually 
move on to imaging studies. In the absence of 
metastases, surgical resection is advised. Octreotide, 
interferon and chemotherapy may be useful in non- 
surgically resectable lesions. 
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No.: 262 

A 19-year-old man presents with multiple episodes of 
unexplained abdominal pain. He also has documented 
positive faecal occult bloods. On examination there is 
peri-oral pigmentation with a number of macular lesions 
which cross the vermillion border. His BP is normal at 
110/70 mmHg, pulse is 68/min and his BMI is 23. His 
abdomen is soft but mildly tender on palpation. He is 
admitted acutely a few days later after an upper 
gastrointestinal (GI) haemorrhage. Upper GI endoscopy 
reveals a number of hamartomatous polyps. 
Which of the following diagnoses fits best with this 
clinical picture? 



♦ 



♦ 



Plummer- Vinson syndrome 
Peutz-Jegher's syndrome 
Gardener's syndrome 
Familial adenomatous polyposis 
Cowden disease 



No.: 262 
Peutz-Jegher's syndrome 

This is an autosomal dominant disorder 
characterised by the presence of multiple 
hamartomatous polyps throughout the 

gastrointestinal tract, and mucocutaneous 
melanocytic macules. The condition has equal sex 
distribution and has been documented in most races. 
The cause is thought to be a mutation of the serine 
threonine kinase 11 gene. There is significant risk of 
eventual malignant transformation. Almost half of all 
Peutz-Jegher patients develop and die from cancer 
by the age of 57 years. The mean age at first 
diagnosis of cancer is 43 years. The cumulative risks 
of cancer development are highest for the stomach, 
colon, pancreas and breast. Regular surveillance 
examinations, endoscopies and ultrasound imaging 
(yearly) are recommended. 



No.: 263 

A 54-year-old man presents to the emergency 

department with a history of recently worsening 

indigestion. He also complains of fatigue, weight loss 

and recent night sweats. Clinical examination shows a 

BP of 147/86 mmHg, pulse of 70/min and regular and a 

BMI of 26. He is mildly tender in the epigastrium. Upper 

gastrointestinal endoscopy reveals a suspicious area of 

mucosa in the stomach with particularly rigid folds. 

Biopsy reveals large numbers of lymphocytes with 

irregular nuclear contours and abundant cytoplasm. 

Which of the following diagnoses fits best with this 

clinical picture? 

■'• 

Gastric carcinoma 



No.: 263 

Gastric MALToma 

Gastric mucosa-associated 
(MALT)oma 



lymphoid tissue 






• 



Gastric adenoma 
Gastric MALToma 
Non-Hodgkin's lymphoma 
Helicobacter infection 



MALT is characterised by large numbers of 
immunocompetent cells in the lamina propria, 
MALTomas are B-cell lymphomas comprising large 
numbers of lymphocytes with irregular nuclear 
contours and abundant cytoplasm. Higher-grade 
lymphomas show clusters or sheets of blast-like cells. 
Up to 75% of small low-grade lymphomas may 
regress completely after antibiotic therapy for 
helicobacter eradication. Where treatment fails, 
surgical therapy or combinations with radio- and 
chemotherapy may be considered. In addition, 
imatinib mesilate (Glivec) has recently shown a good 
deal of success in achieving remission in this 
condition. 
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No.: 264 

A 38-year-old woman is referred to the clinic for 
abnormal liver function tests. She denies illicit drug or 
excess alcohol use. Her general practitioner is concerned 
as her alanine aminotransferase is twice the normal limit 
and alkaline phosphatase is also slightly elevated. On 
examination she is grossly obese with a body mass index 
(BMI) of 36; her BP is also elevated at 155/82 mmHg. 
No other significant findings are noted. 
Which of the following is the most appropriate initial 
investigation in this case? 



♦ 



Hepatitis serology 

Autoimmune profile 

Abdominal computed tomography scan 

Abdominal ultrasound scan 

Liver biopsy 



No.: 264 

Abdominal ultrasound scan 

This patient is obese with abnormal liver function 
tests and the most likely diagnosis is non-alcoholic 
steatohepatitis (NASH). Ultrasound will rule out 
significant other disease of the liver or biliary tract 
and is likely to be hyperechogenic; fatty infiltration 
may be visualised when it is above 30% of the liver 
mass. Weight loss is the mainstay of treatment for 
this condition. Orlistat has been shown to reduce 
hepatic fat, as has pioglitazone, although neither is 
licensed for the treatment of hepatic steatosis. 



No.: 265 

A 28-year-old woman presents with intermittent 
episodes of diarrhoea, constipation, abdominal bloating 
and flatulence. Clinical examination is unremarkable. 
Her BP is 1 10/70 mmHg, pulse is 65/min and regular, 
BMI 24 and her abdomen is soft and non tender. Faecal 
occult bloods are negative and haematological and 
biochemical investigations are unremarkable. 
Which of the following diagnoses fits best with this 
clinical picture? 



• 



♦ 



Colonic carcinoma 
Crohn's disease 
Coeliac disease 
Ulcerative colitis 
Irritable bowel syndrome 



No.: 265 

Irritable bowel syndrome 

In the presence of a normal physical examination and 
a series of normal investigations, irritable bowel 
syndrome is the most likely diagnosis here. Many 
patients with symptoms of irritable bowel syndrome 
also have lactose intolerance. Hence, a trial of dairy- 
free diet may bring about significant improvement in 
symptoms, as unmetabolised lactose contributes to 
large bowel symptoms of bloating and flatulence 
because lactose provides a substrate for metabolism 
by colonic bacteria. Other components of the diet 
may be excluded on a trial basis to assess the impact 
on symptoms. 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 266 

A 34-year-old farm worker presents with an acute upper 
gastrointestinal haemorrhage. On admission she is 
severely shocked with a pulse of 105/min and a postural 
drop of 30 mmHg. There is evidence of 
hepatosplenomegaly. After fluid resuscitation and blood 
transfusion she is endoscopied; somewhat surprisingly 
there are oesophageal varices which appear to have 
recently bled. You note on a blood sample performed 
when she attended for a DVT some 1 year earlier, that 
her APTT is significantly prolonged. She tells you that 
she drinks 3 glasses of wine on a Friday and a Saturday 
night. 

Which of the following is the most appropriate 
treatment for her varices? 
G 



♦ 



♦ 



* 



Injection sclerotherapy and banding 
Oral omeprazole 40 mg daily 
Oral propranolol 40 mg daily 
Oral omeprazole 20 mg daily 
Helicobacter eradication 



No.: 266 

Injection sclerotherapy and banding 

This is the most appropriate treatment for acutely 
bleeding varices. Propranolol reduces portal 
hypertension and is useful to prevent further 
complications. While omeprazole would reduce acid 
secretion, it is not likely to be effective in this case. 
The prolonged activated partial thromboplastin time 
(APTT) points to antiphospholipid antibody 
syndrome as a possible cause of her chronic liver 
disease. Her insignificant alcohol history makes 
alcoholic cirrhosis unlikely. Doppler ultrasound will 
measure portal blood flow and demonstrate 
thrombus within the portal veins. It is the abnormal 
propensity for thrombosis which is the most likely 
problem in this case. Management involves acute 
treatment of varices and an eventual shunting 
procedure to relieve portal hypertension. 
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No.: 267 

A 31-year-old woman has been diagnosed with 
seronegative arthritis. She has a long history of fatigue, 
malaise and joint pains. She now attends for review 
because of the development of tremors and ataxia. 
Previous blood tests include elevated transaminases, 
serum immunoglobulin G (IgG), positive antinuclear 
antibody and positive anti-smooth muscle antibody. 
Examination reveals stigmata of chronic liver disease 
and a gold-yellow ring at the periphery of the iris. 
Which of the following additional blood tests would 
fit best with this clinical picture? 
<^ 



♦ 



♦ 



♦ 



Raised serum copper 
Raised serum caeruloplasmin 
Low serum caeruloplasmin 
Raised serum uric acid 
Raised serum phosphate 



No.: 267 

Low serum caeruloplasmin 

This patient has a picture of chronic active hepatitis, 
with fatigue, arthralgia and abnormal autoimmune 
screen, coupled with stigmata of chronic liver disease 
and raised transaminases. The additional new 
neurological symptoms point to the possibility of 
Wilson's disease, characterised by low serum 
caeruloplasmin, paradoxically low serum copper, 
raised urinary copper excretion, low serum uric acid 
and phosphate and haematuria. Wilson's disease is 
caused by defective metabolism of dietary copper and 
its incorporation into caeruloplasmin, leading to 
decreased biliary copper excretion. Penicillamine in a 
dose range 0.75-1.5 g/day is standard maintenance 
copper chelator therapy for Wilson's disease. The 
starting dose is 1.5-2g daily in divided doses. Urea 
and electrolytes and urine analysis should be 
frequently undertaken. Zinc may also be employed at 
a standard dose of 50 mg po tds as it inhibits 
intestinal absorption of copper. Prognosis for 
Wilson's disease is generally good with early chelator 
treatment. 
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No.: 268 

A 3 5 -year-old man presents to the clinic complaining of 
diarrhoea, passing up to eight stools per day. On further 
questioning he admits that they are very smelly and 
difficult to flush away and that he has suffered loss of 
appetite and feelings of abdominal bloating for some 
months. On examination there is evidence of ankle 
oedema. 
Testing reveals: 



Potassium 


3.6 mmol/1 


Sodium 


140mmol/l 


Albumin 


26g/l 


Prothrombin 
time 


20.3 s 


72 h faecal fat 


8.2 g/24h of fat in the stools 
(normal value <7g/24h) 



Which of the following would be the initial 
investigation of choice in this man? 

Colonoscopy 

Barium follow through 

Barium enema 

Upper gastrointestinal endoscopy with small bowel 
biopsy 



♦ 



Autoantibody screen 



No.: 268 
Autoantibody screen 

There is strong evidence in the history and blood 
results to suggest a syndrome of small bowel 
malabsorption. Before proceeding to upper to upper 
GI endoscopy it's sensible to include assay of anti- 
tissue transglutamase antibody to rule out the 
possibility of celiac disease. If antibodies are negative 
then proceeding to upper GI endoscopy with small 
bowel biopsy would be the next logical step. Other 
causes of small bowel malabsorption in this patient 
could include infective cause such as Whipples or 
tropical sprue, or causes of enzyme deficiency such as 
chronic pancreatitis. 
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No.: 269 

A 22-year-old medical student returns from travelling to 
the Far East, where she worked in a children's nursery, 
suffering from torrential bloody diarrhoea. She is 
admitted via the emergency department suffering from 
abdominal distension, dehydration and a fever of 
38.4I°C, her BP is 1 10/60 mmHg with a postural drop of 
30mmHg on standing with a consequent increase in 
pulse rate. 
Investigations reveal: 



Hb 


9.8 g/dl 


ESR 


85 mm/hr 


Albumin 


28g/l 


pANCA (Perinuclear 

Antineutrophil 

Antibodies) 


Positive 


Abdominal X-ray 


Dilated large bowel 
with evidence of 
mucosal oedema 


Stool culture 


Negative 



Which of the following diagnoses fits best 
clinical picture? 

Crohn's disease 

Shigella infection 

Amoebiasis 

Giardiasis 

Ulcerative colitis 



with this 



No.: 269 
Ulcerative colitis 

The picture of anaemia, with raised erythrocyte 
sedimentation rate, hypoalbumuiaemia and positive 
pANCA (Perinuclear Antineutrophil Antibodies) is 
suggestive of ulcerative colitis. Coupled with a 
negative stool culture and evidence of large bowel 
dilatation, this is the most likely diagnosis. Fulminant 
disease, as in this case generally requires iv 
corticosteroids to allow for maximum dose delivery 
and any problems of malabsorption associated with 
the inflammation. Cyclosporin IV may be considered 
for resistant cases. Long term, a 5-acetyl salicylic acid 
(ASA) derivative such as sulphasalazine may be 
added. Rectal steroids such as budesonide may be of 
value in patients with predominantly rectal disease, 
but in this case systemic therapy is the preferred 
option. In addition the patient should be rehydrated 
and given low-molecular weight heparin as the risk of 
deep vein thrombosis is high in these patients. 
Relapse rates for ulcerative colitis are high, with 75% 
of medically treated patients eventually suffering a 
relapse. 
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No.: 270 

A 3 5 -year-old man returns from a significant period 
abroad working abroad for a bank in Barbados. He 
complains of chronic diarrhoea over the past few months 
with associated weight loss, fatigue, intermittent night 
sweats and now lower limb oedema. Examination 
reveals pallor, stomatitis and glossitis. His BMI is only 
20 and he admits to having lost 6kg in weight in 2 
months. 
Investigations reveal: 



Blood count and film 


Megaloblastic anaemia 


Albumin 


24g/l 


D-xylose 
malabsorption test 


Positive 


Faecal fat excretion 


8.5g/24h (normal value 

<7g/24h) 


Anti-endomyseal 
antibodies 


Negative 



Which diagnosis fits best 

Coeliac disease 

Bacterial overgrowth 

Tropical sprue 

Giardiasis 

HIV enteropathy 



with this clinical picture? 




No.: 270 
Tropical sprue 

First described by William Hillary in an account of 
medical observations of Barbados, this disease is 
most common in the Caribbean and the Far East. It 
is characterised by a picture of small intestinal 
malabsorption and the cause is thought to be 
infectious in origin. Jejunal biopsy reveals mild 
villous atrophy, increased villous crypts and 
mononuclear cellular infiltrates, enlarged epithelial 
cells, and large nuclei caused by folate and/or vitamin 
B12 deficiency. Tetracyclines or ampicillin are 
treatments of choice; prolonged therapy for 6 months 
or more may be required. Folate and B12 deficiencies 
should also be corrected: folic acid with oral 
replacement and B12 with intramuscular injection. 
Complete recovery is possible with appropriate 
therapy. 



,,j 



ib 




ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 271 

A 45 -year-old woman with a long history of Crohn's 
disease presents with increased lethargy, weight loss and 
diarrhoea over a period of several months. She had 
undergone a very extensive small bowel resection an 
unknown length of time ago and has recently returned 
from a period of work in Thailand. While abroad she was 
admitted with an episode of renal pain due to kidney 
stones. On examination she has a midline scar and is thin 
with a BMI of 18.5. Her BP is 125/72 mmHg. 
Investigations reveal: 



Blood count and 
film 


Features suggestive of 
megaloblastic anaemia 


Prothrombin 
time 


21.2 s 


Albumin 


28g/l 


Corrected 
calcium 


2.05 mmol/1 


C-reactive 
protein 


15mg/l 


ESR 


17mm/hr 



Which of the following diagnoses fits best with this 
clinical picture? 






Exacerbation of Crohn's colitis 
Short bowel syndrome 
Coeliac disease 
Tropical sprue 
Ulcerative colitis 



•A 



No.: 271 

Short bowel syndrome 

In patients who have removal of more than one-half 
of the small intestine, malabsorption syndrome may 
result. It may occur in patients with Crohn's disease 
or those with ischaemic bowel who have undergone 
significant bowel resection. Patients present with 
diarrhoea and steatorrhoea, weight loss, anaemia, 
osteoporosis/osteomalacia, electrolyte disturbances 
and hypovolemia. In patients with more than 100 
cm of jejunum, oral intake is still possible. Diarrhoea 
may reduce with lactose exclusion or with a course of 
metronidazole to eradicate bacterial overgrowth. In 
patients with less than 100 cm of jejunum, total 
parenteral nutrition is recommended as the only way 
to maintain adequate nutritional intake. 
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No.: 272 

A 16-year-old girl is admitted on the adult take. She has 
been working as an assistant in a nursery where she 
contracted chicken pox. She initially recovered well and 
had been given a proprietary cold preparation containing 
aspirin and paracetamol by her parents. She was even 
well enough to attend a 16th birthday party of a friend. 
Now she presents with intractable and uncontrollable 
vomiting. On admission by ambulance to the emergency 
department she is unrousable and suffers a generalised 
tonico-clonic seizure. Examination of the abdomen 
reveals hepatomegaly. 
Investigations reveal: 



ALT 


570 U/l 


AST 


460 U/l 


Bilirubin 


85 umol/1 



Which of the following diagnoses fits best with this 
clinical picture? 



• 



♦ 



Paracetamol overdose 

Reye's syndrome 

Alcohol-related hepatic encephalopathy 

Aspirin overdose 

Varicella-related hepatitis 



No.: 272 
Reye's syndrome 

Reye's syndrome is the rarely occurring triad of 
encephalopathy, fatty liver degeneration and elevated 
transaminases during a post-infectious period. The 
condition is documented to occur predominantly in 
patients under the age of 18 years and may 
commonly follow influenza or varicella infection. 
Case fatality rate is very high at between 25% and 
50% of patients. The key factor in avoiding the 
syndrome is the cessation of aspirin use in children. 
Unfortunately there is no specific antidote and 
treatment is supportive, a key factor being 
recognition and treatment of raised intracranial 
pressure. 



,,j 



ib 



ANGELS TEAM 




PasTest 2012...MRCP2...GIT 



No.: 273 

An 82-year-old woman with poorly controlled chronic 
obstructive pulmonary disease (COPD) is admitted with 
an exacerbation. She is managed with high-dose 
intravenous (IV) cephalosporins and makes an initially 
good recovery. Review of her past medical history 
reveals two previous admissions for gastroenteritis and 
she is kept in for social services review, with continued 
IV cephalosporins for an additional 48 h. Unfortunately 
she develops abdominal tenderness and profuse 
intractable diarrhoea. Rigid sigmoidoscopy on the ward 
reveals yellowish plaques. 
What diagnosis fits best with this clinical picture? 



• 






♦ 



Crohn's disease 
Ulcerative colitis 
Pseudomembranous colitis 
Campylobacter infection 
Cryptosporidium infection 



No.: 273 
Pseudomembranous colitis 

This is an elderly patient who has been treated with 
intravenous (IV) cephalosporins. This is the 
commonest cause of infection with C. difficile, the 
bacterium responsible for pseudomembranous colitis. 
The antibiotic associated with the highest rate of 
pseudomembranous colitis is clindamycin, used for 
bone infections where rates are as high as 10%. 
Mortality related to pseudomembranous colitis is 
high, in elderly patients it may be as high as 10%. 
Vancomycin has virtually no systemic absorption 
when administered via the oral route and is an ideal 
choice for the treatment of C. difficile; either this or 
metronidazole may be used. Both drugs should be 
used for a period of 10-14 days. Cholestyramine may 
be useful in reducing severe diarrhoea. 



No.: 274 

A 48-year-old man presents with a long history of 
dysphagia. For the past year to 18 months he has 
suffered dysphagia to both liquids and solids, and 
regurgitation of undigested food. A few months ago he 
was prescribed a salbutamol inhaler for nocturnal cough 
and shortness of breath. Clinical examination reveals 
wheeze. Full blood count, urea and electrolytes, liver 
function tests and viscosity are normal. 
Which of the following would be the initial 
investigation of choice in this case? 






♦ 



Chest X-ray 

Barium swallow 

Upper gastrointestinal endoscopy 

Manometry 

Barium follow through 



No.: 274 
Barium swallow 

The long history in this case, coupled with the normal 
blood results and dysphagia to both liquids and solids 
is suggestive of a non-sinister cause. Barium swallow 
would be the investigation of choice to demonstrate 
any oesophageal dilatation or dysmotility and to 
exclude other causes. Where the result is 
inconclusive, manometry or endoscopy may be 
helpful. Given the long history of symptoms, 
achalasia is a definite possibility, with a tapering 
bird's beak appearance being the typical appearance 
on barium swallow. This disease is thought to result 
from viral or autoimmune destruction of the 
oesophageal myenteric plexus. Manometry in cases 
where the diagnosis is difficult demonstrates high 
intra-oesophageal resting pressure, high lower 
oesophageal sphincter pressure and inadequate 
relaxation of the lower oesophageal sphincter after 
swallow. Botulinum toxin is a successful medical 
therapy for this condition; surgical approaches may 
be used in those patients who fail to respond to 
medical treatment. 
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No.: 275 

A 62-year-old heavy smoker presents to his general 
practitioner with increasingly severe heartburn and 
indigestion. He currently works as a postman and is able 
to cycle his bike around the local villages delivering 
mail. A recent trial of ranitidine has not affected his 
symptoms. He also admits to drinking 20 units of alcohol 
per week. There has been an admission with chest pain 
some 6 months previously. 

Which of the following is the investigation of choice in 
this case? 



♦ 






Oesophageal manometry 

Upper gastrointestinal endoscopy 

Barium swallow 

Chest X-ray 

Exercise electrocardiography 



No.: 275 

Upper gastrointestinal endoscopy 

Taking into account this patient's smoking and 
alcohol history, he falls malignancy must be 
excluded. The gold standard investigation of choice 
would be upper GI endoscopy. Barium swallow may 
miss small malignant lesions. Even if no malignancy 
is found, Barrett's oesophagus needs excluding as this 
has a 30-50 times increased risk of adenocarcinoma 
of the oesophagus compared to the general 
population For this reason patients are usually 
managed with high-dose proton pump inhibitor 
therapy and re-endos copied every 2-3 years when 
Barrett's is found. Where there is high-grade 
dysplasia, ©esophagectomy may be recommended. 



No.: 276 

A young adult man is admitted to hospital after a seizure. 
He admits to drinking at least a bottle of vodka a day. He 
says he stopped drinking one day ago as he ran out of 
money. He has had seizures before after stopping 
drinking alcohol. He says he would like to stop forever 
and is admitted for a detoxification regime and 
intravenous thiamine. 

Which of the following results would you most expect 
to find in his serum immunology screen? 



♦ 



Markedly raised IgA 
Low IgA 

Markedly raised IgM 
Markedly raised IgE 
Low IgM 



No.: 276 
Markedly raised IgA 

Alcoholic hepatitis causes a markedly raised IgA, and 
can cause a mildly elevated IgG and IgM. Raised IgA 
can also be present in chronic active hepatitis, IgA 
nephropathy. A raised IgM may be seen in primary 
biliary cirrhosis, Waldenstrom's macroglobulinaemia 
and infections. A reduced IgM may be acquired or 
congenital and can be associated with myeloma. A 
markedly raised IgE would raise suspicion of non- 
liver related diseases such as atopic dermatitis, 
psoriasis, asthma, allergic bronchopulmonary 
aspergillosis (ABPA) and parasitic diseases. 
Deficiency of IgA produces autoimmune disorders, 
chronic diarrhoea and respiratory infections. AST is 
usually more than twice the ALT. If the alanine 
aminotransferase (ALT) is above 3 00 1 J/1 you may 
suspect an alternative cause for the deranged liver 
function results such as paracetamol overdose, an 
infective cause of the hepatitis, ischaemic hepatitis or 
autoimmune hepatitis. Hyperbilirubinaemia is often 
seen in alcoholic liver disease and can be up to 500 
umol/L This usually reflects the severity of the 
disease. There will also usually be an elevated GGT 
and alkaline phosphatase. 
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No.: 277 

An 1 8-year-old Kenyan who has recently moved to the 
UK presents with right upper quadrant pain worse on 
inspiration. She has had normal bowel movements but 
has noticed night sweats. On examination she feels hot, 
has tender hepatomegaly and a dull right base on chest 
examination. Her temperature is 38.8 °C and her chest X- 
ray shows a raised right hemi diaphragm. She has an 
elevated white cell count and mildly low albumin, but 
normal liver function tests and clotting results. 
Which is the most likely diagnosis? 



♦ 



Amoebic liver abscess 
Hepatitis C 
Hepatitis B 

Schistosomia haematobium 
Hydatid cyst 



•A 



No.: 277 

Amoebic liver abscess 

A patient with acute hepatitis is unlikely to be so 
unwell with normal liver function tests. Hydatid cyst 
normally presents with hepatomegaly, obstructive 
jaundice, fever and cholangitis in people living near 
rural sheep farms, for example in China, Russia, 
Wales and Japan. Schistosomia haematobium is often 
seen in East Africa and usually presents with urinary 
symptoms, but can in the early stages present with 
hepatomegaly, cough or wheeze and fever as the 
flukes migrate via the lungs to the liver. Amoebic 
liver abscess often presents without bowel changes in 
up to 50% of cases. The liver abscess is usually a 
single mass in the right lobe and the swelling can 
migrate upwards, causing the raised right 
hemidiaphragm and dullness on examination There 
is usually a high swinging fever with right upper 
quadrant pain. A CT abdomen or ultrasound should 
show an isolated abscess particularly in the right 
lobe. Serology is positive in greater than 95% but this 
could be past or present infection CT chest would 
not help in the diagnosis but may show atelectasis 
above the abscess. Stool examination may show 
entamoeba histolytica, blood and pus cells although 
this test has limitations in terms of sensitivity. Stool 
antigen detection may be helpful and facilitates early 
diagnosis before an antibody response occurs (<7 d) 
and differentiates pathogenic from non-pathogenic 
Entamoeba infection The primary drawback is the 
requirement for fresh, unpreserved stool specimens. 
Liver biopsy is not helpful but aspirating the abscess 
would be helpful 
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No.: 278 

A young male patient with known alcoholic cirrhosis 
presents saying that he has had black foul smelling stool 
after a week of binge drinking. He has had two such 
episodes. He has never had melaena before, but on 
ultrasound one year ago he was found to have mild 
splenomegaly and has had drainage of ascites recently. 
He is refusing an oesophageo-gastro-duodenoscopy 
(OGD) as he had a bad experience before. However he 
will have other investigations as necessary and will have 
an OGD if you can determine that he has had an upper 
gastrointestinal bleed. His haemoglobin is reduced 
significantly at 6.9g/dl, urea is significantly elevated. He 
is transfused with 4 units of packed cells and serum 
haemoglobin is re-checked. 

Which of the following blood test results might you 
expect to see? 



* 






Lowered calcium 
Lowered potassium 
High magnesium 
High phosphate 
Mildly raised albumin 






No.: 278 
Lowered calcium 

Alcoholics often have low magnesium and phosphate 
and albumin due to malnutrition. Low albumin may 
also reflect poor liver synthetic function. After a 
blood transfusion, potassium is elevated due to the 
red blood cell haemolysis in the transfusion. Calcium 
may be lowered unless citrate free blood is used. His 
haemoglobin should increment by about 4 g/dl. If it 
does not it suggest he is continuing to bleed or may be 
haemolysing due to splenomegaly or he may have 
early disseminated intravascular haemolysis. 
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No.: 279 

A 72-year-old woman presents with a long history of 
dysphagia for both liquids and solids. Food occasionally 
gets stuck, but this is relieved by drinking large volumes 
of fluid. Chest X-ray reveals a dilated lower oesophagus 
with a fluid level behind the heart. Barium swallow 
shows gradual narrowing of the distal end of the 
oesophagus, swan-necking. Endoscopy reveals food 
residue in the distal oesophagus. 
Which of the following would represent the most 
appropriate initial medical treatment in this patient? 






• 



Atenolol 

Nifedipine 

Ramipril 

Propranolol 

Doxazosin 



No.: 279 
Nifedipine 

This patient has achalasia, a condition which can 
present at any age, of unknown aetiology, and which 
results in failure of relaxation of the lower 
oesophageal sphincter and oesophageal dilatation. 
Medical treatments include calcium channel 
antagonists such as nifedipine or nitrate donors such 
as isosorbide dinitrate. Botox is a potential option 
where patients fail to respond to systemic medical 
therapy. Case series, (both treated and untreated), 
suggest that there is around a 7% increase in cases of 
oesophageal squamous cell carcinoma over 25 years 
in patients with achalasia. Therapeutic endsocopy 
with balloon dilatation and botulinum toxin injection 
are both effective treatments for achalasia and are 
increasingly used in elderly patients. Where patients 
fail to respond to medical therapy or therapeutic 
endoscopy, cardiomyotomy may be considered. 
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No.: 280 

You review a 3 6 -year-old man in the dermatology clinic. 
He has developed some nasty looking pustules on his 
shin that have now formed an ulcerated patch, look blue- 
black and are very unsightly. The general practitioner 
(GP) is concerned that he may have a spreading bacterial 
infection. There is a past history of diarrhoea but nil else 
of note. Blood testing reveals elevated viscosity, C- 
reactive protein (CRP) and alkaline phosphatase. Biopsy 
of the ulcer edge reveals an intense neutrophilic infiltrate 
and evidence of vasculitis. 

Which of the following represents the most likely 
underlying diagnosis in this case? 



• 






♦ 



Ulcerative colitis 

Erysipelas 

Staphylococcal skin infection 

Discoid lupus 

Infected eczema 



No.: 280 
Ulcerative colitis 

The ulcerated lesion is pyoderma gangrenosum, 
which may be associated with inflammatory bowel 
disease, rheumatoid arthritis, haematological 
malignancy, primary biliary cirrhosis, or idiopathic 
(up to 20%). Treatment is with topical and/or high- 
dose oral steroids. The raised alkaline phosphatase 
raises the possibility that he may have co-existent 
primary sclerosing cholangitis. Up to 75% of cases of 
primary sclerosing cholangitis occur in patients with 
co-existent inflammatory bowel disease, and PSC is 
commoner in males. Ultrasound followed by 
magnetic resonance cholangiopancreatography 
(MRCP) is the investigational plan of choice. 



No.: 281 

A 24-year-old man visited his general practitioner some 
10 days after returning from holiday with his friends in 
Turkey. He admitted to drinking up to 10 pints of lager 
per day during his 2 week holiday and frequently bought 
food from street sellers. Since his holiday he had given 
up smoking as he said he didnt enjoy it any more. There 
was a history of paracetamol use in the past few days for 
a sprained ankle sustained when slipping in the street, 
and there was some concern that he may have taken a 
couple of extra tablets. Most recently he has been 
suffering from fever and anorexia. 
On examination he was jaundiced; 



Serum bilirubin 


345 umol/1 


Serum aspartate transaminas 


400 IU/1 



Which of the following investigations is most likely to 
help with diagnosis? 






Alcohol level 
Clotting screen 
Paracetamol level 
Hepatitis serology 
Conjugated bilirubin level 



No.: 281 
Hepatitis serology 

It seems likely that this man has an acute hepatitis. 
This is unlikely to be an acute alcohol-related 
phenomenon as he has taken some 10 days to present. 
The clue is in his visit to Turkey, where he is likely to 
have been exposed to hepatitis A. This is the 
commonest cause of viral hepatitis worldwide, 
transmitted via the faeco-oral route, and is associated 
with non-specific symptoms such as nausea, anorexia 
and distaste for cigarettes. Hepatitis A is not 
associated with progression to chronic liver disease. 
During the convalescent period, 5-15% of patients 
may have relapses of their hepatitis but these resolve 
spontaneously. Occasionally a more severe jaundice 
with prolonged cholestasis may occur over the course 
of 7-20 weeks. Mortality (due to fulminant hepatic 
necrosis) is rare at around 0.1%, but increases with 
age. 
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No.: 282 

A 42-year-old man presents with pruritus, right upper 
quadrant (RUQ) pain and malaise. He has had ulcerative 
colitis for past 10 years. He takes sulfasalazine has had 
good control, with only two acute episodes since 
diagnosis. He now presents with a 6 -month history of 
itching. He drinks less than 10 units of alcohol per week. 
On examination he has hepatosplenomegaly, spider 
naevi and scratch marks. 
Investigations show: 



Bilirubin 


150 umol/1 (1-22) 


ALT 


40 u/1 (5-35) 


ALP 


600 u/1 (45-105) 



What investigation is most likely to yield a diagnosis? 

ft 

Liver biopsy 
*^» 

Endoscopic retrograde cholangiopancreatography / 

magnetic resonance cholangiopancreatography 



♦ 



Anti-mitochondrial antibodies 
Serum ferritin 
Ultrasound scan (USS) 



•A 



No.: 282 

Endoscopic retrograde cholangiopancreatography / 
magnetic resonance cholangiopancreatography 

The history of a cholestatic illness (suggested by the 
itching) and evidence of chronic liver disease 
(cutaneous signs) with a background of inflammatory 
bowel disease suggests a possible diagnosis of 
primary sclerosing cholangitis (PSC). This is an 
inflammatory obliterative cholangiopathy that can 
lead to chronic liver disease cirrhosis and liver 
failure. It is commoner in men and presents in the 
second to fifth decade. A total of 3-10% of cases of 
ulcerative colitis will develop PSC. The diagnosis 
rests on the demonstration of destruction of the 
biliary tree and this is best demonstrated by 
cholangiopancreatography. Rarely only smaller bile 
ducts are damaged and diagnosis is made at liver 
biopsy when PSC is mistaken for for more focal liver 
disease, although this is only in exceptional 
circumstances where the liver biopsy is performed 
because of apparent local changes only. The disease is 
progressive with recurrent episodes of cholangitis 
complicating cirrhosis. Liver transplantation is now 
used in end stage disease. The risk of 
cholangiocarcinoma is high and the development of 
cancer is a contraindication to transplant and 
associated with a poor survival. 
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No.: 283 

A 42-year-old man who has a 20 year history of 
ulcerative colitis (UC) presents to the gastroenterology 
clinic for review. His UC is relatively quiescent, 
although most recently he has begun to suffer from 
tiredness, itching and vague right upper quadrant pain. 
On examination you can feel two finger's breadth 
hepatomegaly. His only medication is salazopyrine. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


6.0 xl07l 


PLT 


320xl0 9 /l 


ALP 


420 U/l 


ALT 


74U/1 



Which of the following is the most effective therapy 
for his underlying condition? 






Cholestyramine 
Penicillamine 
Liver transplantation 
Prednisolone 
Azathioprine 



No.: 283 

Liver transplantation 

The liver enzyme abnormality seen here, with a 
predominant rise in alkaline phosphatase is 
consistent with primary sclerosing cholangitis (PSC). 
Around 70% of patients diagnosed with PSC are 
men, with an average age of around 40 years. Up to 
90% of patients diagnosed with PSC have co-existent 
inflammatory bowel disease, normally ulcerative 
colitis. A genetic association with HLA-B8, DR3 and 
HLA-DRw52a has been established and it is thought 
the condition is related to an inflammatory process 
initiated by an infectious or environmental insult. 
Time from diagnosis to end stage hepatic failure is 
thought to be around 12 years. Whilst hepatologists 
have trailed a number of agents including those 
listed above, randomised controlled trials have 
generally been disappointing in establishing an effect 
on disease progression. As such when patients have 
reached an advanced stage of cirrhosis and hepatic 
decompensation, they are considered for liver 
transplantation. Around 10-15% of patients with 
PSC unfortunately develop cholangiocarcinoma. 
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No.: 284 

A 42-year-old man presents to his GP with jaundice. He 
gives a 20 year history of ulcerative colitis which is 
managed with salazopyrine and he has been relatively 
well with respect to his colitis. Over the past few months 
he has been feeling increasingly tired and suffering from 
itching. He presents now because he has noticed that his 
urine has become dark and the whites of his eyes have 
gone yellow. 
Investigations; 



Hb 


11.0 g/dl 


WCC 


6.1x1071 


PLT 


210x1071 


Na + 


138mmol/l 


K + 


4.3 mmol/1 


Creatinine 


100 umol/1 


ALP 


420 U/l 


ALT 


95U/1 


Bilirubin 


110 umol/1 



Which of the following would be the preferred 
investigation? 






Liver biopsy 

Endoscopic retrograde cholangiopancreatography 

Magnetic resonance cholangiopancreatography 

Ultrasound 

Hepatitis serology 



No.: 284 

Magnetic resonance cholangiopancreatography 

This man has presented with symptoms of 
obstructive jaundice against a background of 
ulcerative colitis and a prolonged history of fatigue 
and itching. In that sense, the most likely diagnosis is 
one of primary sclerosing cholangitis (PSC), with this 
episode representing an acute deterioration leading 
to symptoms of frank hepatic obstruction. MRCP has 
an accuracy of diagnosis for PSC of 90%, compared 
to 97% for ERCP but with a much better safety 
profile. In addition, MRCP gives the possibility of 
visualising bile ducts proximal to any obstruction. A 
trial of high dose ursodeoxycholic acid published in 
the NEJM failed to show any benefit for patients with 
PSC. Survival post liver transplant however is 
around 90%, although the chance of rejection is 
higher in PSC patients. 10-15% of PSC patients 
eventually develop cholangiocarcinoma. Colectomy 
has no effect on the natural history of PSC 
development at all. 
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No.: 1 

A 37-year-old woman has been brought to A&E with a 
1-day history of abdominal pain, diarrhoea and vomiting. 
She has a history of type- 1 diabetes mellitus and 
pernicious anaemia. Her partner tells you that her GP has 
recently prescribed amoxicillin for her chest infection 
and that she has lost 12.5 kg (nearly 2 stone) in weight 
over the last few months. She does not smoke or drink 
alcohol. On examination, she is flushed, disorientated, 
agitated and jaundiced. Her temperature is 42.1 l°C, 
pulse 1 80 bpm and irregular and BP 1 80/70 mmHg. You 
detect a third heartsound, her chest is clear and her 
abdomen generally tender. Her legs are weak proximally 
and all reflexes brisk. She has some pitting oedema of 
her lower limbs. 
Blood tests reveal: 



Na 


131 mmol/1 


K 


2.8mmol/l 


urea 


17.6 mmol/1 


creatinine 


165 lumol/1 


Ca 


2.82 mmol/1 


bilirubin 


64 [ji mol/1 


ALT 


141 U/l 


alkaline phosphatase 


210 U/l 


glucose 


19.8 mmol/1 


WBC 


17.2 10 9 /1 


neutrophils 


15.6 1071 


Hb 


10.3 g/dl 


MCV 


102.4 fl 


platelets 


273 10 y /l 



•A 



Results of an ECG show a fast AF. 
What is the most likely diagnosis? 






Atypical pneumonia 
Diabetic ketoacidosis 
Thyroid storm 
Gastroenteritis 
Adverse drug reaction 



No.: 1 
Thyroid storm 

Her past history of diabetes mellitus and pernicious 
anaemia make it more likely that she has a further 
autoimmune disorder. The history of weight loss 
suggests an underlying thyroid disorder, with the 
thyroid storm being precipitated by her chest 
infection. 

Thyroid storm is a sudden, life-threatening 
exacerbation of thyrotoxicosis. Some series suggest a 
mortality rate of between 30 and 75%. Its 
manifestations are due to the action of excess thyroid 
hormone. Fever is the most characteristic feature, 
with the temperature often rising above 41 ^°C. There 
may be evidence of organ damage. The clinical 
picture is frequently clouded by a secondary infection 
such as pneumonia or a viral infection Death may be 
caused by cardiac arrhythmia, congestive heart 
failure, hyperthermia or other unidentified factors. 

The diagnosis of thyroid storm is made entirely on 
clinical grounds. The results of thyroid function tests 
will rarely be available soon enough to make the 
diagnosis. 

Propylthiouracil followed by a stable iodine 
preparation (eg Lugol's iodine) is usually given. 
Propranolol, intravenous fluids, dexamethasone and 
cooling are also often required. Finally, one must 
remember to treat the precipitating cause. 
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A 54-year-old housewife is referred to your clinic with a 
history of funny turns over the last 2 years. She 
complains of intermittent episodes of feeling sweaty and 
faint and having double vision. She tells you that 
sheoften feels better after a strong cup of tea with three 
sugars. She has no medical history of note and is taking 
no tablets. Her mother had diabetes mellitus and her 
father had epilepsy. She smokes 10 cigarettes a day and 
drinks alcohol occasionally. Her examination is 
completely normal. 
Results of blood tests show: 



Na 


136 mmol/1 


K 


5.4mmol/l 


urea 


6.8 mmol/1 


creatinine 


84 mmol/1 


Ca 


2.93 mmol/1 


po 4 


0.84 mmol/1 


glucose 


5.3 mmol/1 



What is the most likely diagnosis? 

Petit mal epilepsy 






Recurrent TIAs 

Multiple endocrine neoplasia type-1 

Paroxysmal atrial fibrillation 

Phaeochromocytoma 



No.: 2 

Multiple endocrine neoplasia type-1 

An insulinoma should be suspected in this patient, 
given her 2 -year history of funny turns and the fact 
that she feels better after a strong cup of tea. 
Furthermore, the blood tests reveal an elevated 
calcium, raising the suspicion of associated 
hyperparathyroidism. Multiple endocrine neoplasia 
(MEN) 1 should be suspected here, which may be a 
combination of a pituitary tumour (often a 
macroadenoma), hyperparathyroidism and a 
pancreatic islet tumour.Of course all these conditions 
may not necessarily occur at the same point in time. 

The MEN 1 gene has an autosomal-dominant pattern 
of inheritance. Any individual with a relative with 
MEN 1 should be screened. Mutational analysis of the 
coding region has a sensitivity of about 95% in MEN 
1 patients. Relatives without the mutation can be 
reassured and do not require regular screening. 
Screening includes serum calcium and prolactin in all 
patients. 90% of MEN 1 patients present with 
hy percale aemia. 



,MJ 
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A 32-year-old bank clerk was admitted via A&E with a 
2-day history of severe abdominal pain, nausea and 
vomiting. He had returned from a week's holiday in 
Crete 2 weeks ago. He says he is worried because he had 
numerous episodes of unprotected intercourse with some 
of the local girls. He is feeling weak, has lost his appetite 
and has lost 6.3 kg (1 stone) in weight. He smokes 20 
cigarettes a day and often drinks a bottle of red wine for 
dinner. His mother has type-1 diabetes mellitus and his 
father has had a stroke. On examination his clothes hang 
loose and he has a suntan. He is afebrile. His pulse is 60 
bpm and his BP 80/40 mmHg. His heart sounds are 
normal and his chest is clear. His abdomen is soft but 
tender on palpation. Bowel sounds are present. His 
neurological examination is normal, as is a CXR. 
Results of blood tests show: 



Na + 


121 mmol/1 


K + 


5.0mmol/l 


Ca ++ 


2.71 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


65 umol/1 


Albumin 


34g/l 


Glucose 


9.8 mmol/1 


WBC 


3.2 10 9 /1 


Hb 


11.0 g/dl 


MCV 


101.3 fl 


PLT 


143 10 9 /1 


Blood film 


shows macroc tosis 



: 



What is the most likely diagnosis? 

Gonococcal sepis 



• 



HIV 

Addison's disease 

Gastroenteritis 

Diabetic ketoacidosis 



No.: 3 
Addison's disease 

This patient has Addison's disease. Over 90% of 
patients diagnosed complain of weakness, 
hyperpigmentation, anorexia, nausea, vomiting and 
hypotension. In addition, the accompanying 
macrocytic anaemia suggests a diagnosis of 
pernicious anaemia. Between 70 and 90% of cases of 
Addison's disease in the UK are caused by 
autoimmune adrenalitis. The combination of a high 
ACTH concentration (> 80 ng/1) and a poorly 
responsive Synacthen test is diagnostic of Addison's 
disease. The raised glucose raises the possibility of co- 
existent autoimmune diabetes, but the glucose isn't 
high enough to indicate ketoacidosis. 



"'J, 
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A 47-year-old woman is brought to A&E after collapsing 
at home. She remembers walking to the dining room 
when she felt faint, had chest tightness and collapsed. 
When she woke up she called an ambulance. Over the 
last 2 years she had seen her GP for chest tightness, 
palpitations and dyspnoea, which lasted for minutes at a 
time. She had a normal set of cardiac investigations. In 
the last few months she had developed non-specific pins 
and needles in her extremities and spots before her eyes. 
She smokes 20 cigarettes a day and drinks alcohol 
socially. Her GP started her on a tricyclic antidepressant 
2 weeks ago for depression. Her mother died of a stroke 
at 48. On examination, she is alert, but notably restless, 
and afebrile. Her pulse is 80 bpm and regular and her BP 
180/70 mmHg. She has a 2/6 pansystolic murmur 
loudest at the apex. Chest (including CXR) and 
abdominal examinations are normal, as is the 
neurological examination, but the ECG shows sinus 
rhythm. 
Urine testing r eveals : 



glucose 2+ 



blood 



1- 



Results of blood tests show: 



Na + 


134 mmol/1 


K + 


3.1 mmol/1 


Ca ++ 


2.56 mmol/1 


CRP 


6 mg/1 


urea 


4.2 mmol/1 


creatinine 


75 umol/1 ! 


glucose 


9.5 mmol/1 


WCC 


6 1071 


Hb 


15.9 g/dl 


pits 


471 1071 



•A 



What is the most likely diagnosis? 

Cardiac arrhythmia 
Transient ischaemic attack 






Systemic mastocytosis 
Phaeochromocytoma 
Coronary vasospasm 



No.: 4 

Phaeochromocytoma 

Phaeochromocytoma is a rare catecholamine- 
producing tumour. The rule of tens applies to this 
tumour: 10% are familial, 10% are bilateral, 10% 
are outside the adrenal medulla and 10% are 
malignant. There is an association with multiple 
endocrine neoplasia type-2 in the familial cases, and 
also with the von Hippel-Lindau syndrome. The von 
Hippel-Lindau syndrome predisposes patients to 
renal-cell carcinoma, phaeochromocytoma and 
retinal and cerebellar haemangioblastomas. As a 
result, patients may have a raised haemoglobin due to 
a secondary increase in erythropoietin production. 
This patient does have a raised haemoglobin and 
therefore needs to be screened for the von Hippel- 
Lindau syndrome. 

Patients present with a variety of symptoms including 
episodic hypertension, chest tightness, abdominal 
pain, vomiting, sweating, restlessness, anxiety, pallor 
and weakness. Symptoms are precipitated by 
sneezing, stress, surgery and by agents such as 
cheese, alcohol and tricyclic antidepressants. 
Glycosuria occurs during attacks in 30% of cases. 

Tests that help in diagnosis include 24-hour 

catecholamine measurement, 

metaiodobenzylguanidine (MIBG) and CT/MRI of 
the adrenal glands. 
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A 48-year-old Caucasian woman is referred to your 
outpatient clinic with a 6-month history of diarrhoea. 15 
years ago she had a normal colonoscopy after presenting 
with abdominal pain and intermittent constipation. For 
the past 6 months she has had intermittent loose normal - 
coloured stools 2-3 times a day of a 'porridge-like' 
consistency. She also has up to 10 hot flushes a day but 
thinks she is entering the menopause; her GP has 
recently started her on HRT. Her past history includes 
asthma, hypertension and hypothyroidism and her 
medications included inhalers, an ACE inhibitor and 
thyroxine. She smoked 10 cigarettes a day for the last 30 
years. She drinks about 14 units/ week. On examination, 
she looks hot and flushed. She is afebrile, has a regular 
pulse of 92 bpm and a BP of 164/82 mmHg. Her 
respirations are 20 breaths/min at rest and she sounds 
quite wheezy. A widespread polyphonic expiratory 
wheeze can be heard on chest auscultation. Her abdomen 
is soft, but her liver is enlarged 4 cm below the right 
costal margin but was non-tender. CXR is normal. 
Results of blood tests show: 



Na 


140 mmol/1 


K 


4.8 mmol/1 


glucose 


9.8 mmol/1 


albumin 


41 g/1 ! 


ALT 


94U/1 


ALP 


61U/1 


bilirubin 


18 mol/1 


Ca 


2.47 mmol/1 


WCC 


10.1 x 1071 


Hb 


12.2 g/dl 


MCV 


90.5 fl 


pits 


234xl0 y /l | 


PT 


13 s 



Ultrasound of the liver shows an enlarged liver 

containing three ill-defined mass lesions in the right 

lobe. 

What is the likely diagnosis? 

a 






Colorectal carcinoma 
Carcinoid syndrome 
Systemic mastocytosis 
VIPoma 
Hydatid disease 



No.: 5 

Carcinoid syndrome 

Carcinoid syndrome has an annual incidence of 
about 1 in 10 6 of the population, with some cases 
being part of the multiple endocrine neoplasia type-1 
or type-2 syndromes. The symptoms of carcinoid 
syndrome result from the release of hormones, 
mainly serotonin, and cause flushing, diarrhoea and 
wheeze. However, the syndrome may present with 
tachycardia, hypotension and abdominal pain 
Primary carcinoid tumours, derived from 
neuroendocrine cells, found usually in the appendix 
or rectum, are small, benign and never secrete 
hormones. 

More than 95% of patients with carcinoid syndrome 
have liver metastases at diagnosis. The syndrome is 
diagnosed by measuring the amount of 5- 
hydroxyindoleacetic acid (5-HIAA; the breakdown 
product of serotonin) in a 24-hour urine collection 
An octreotide scan may clarify the distribution of the 
disease. 

Prolonged survival is not uncommon despite the 
presence of metastatic disease. Often symptomatic 
control is all that is required initially. Conventional 
chemotherapy achieves a partial response in a 
minority of patients. Many patients benefit from 
hormonal modulation with somatostatin analogues. 
Surgery is used to debulk tumours. Non-surgical 
approaches include transarterial embolisation and 
radioisotope therapy. 
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A 42-year-old type-2 diabetic woman presents with 
recurrent urinary tract infections. She has been treated 
with a number of antibiotics including trimethoprim, 
ciprofloxacin and amoxicillin. She still complains of 
dysuria and some soreness in her groin. Her most recent 
Hb Aic was 12%. USS abdomen demonstrated no 
structural abnormalities or evidence of pyelonephritis. 
What is the most likely causative agent? 
(♦ 



Candida sp 



♦ 



Methicillin-resistant Staphylococcal aureus 
(MRSA) 



♦ 



Resistant E. coli strain 
Neisseria gonorrhoea 
Chlamydia trachomatis 



No.: 6 

Candida sp 

Candida urinary tract infections (UTIs) occur more 
commonly in uncontrolled diabetic patients. An 
MRSA UTI occurs in patients with indwelling 
lines/prostheses. Escherichia coli strains resistant to 
ciprofloxacin tend to be seen in elderly patients, 
especially those who live in nursing homes. 



No.: 7 

A 24-year-old woman comes to the endocrine clinic as 
she has become increasingly concerned about her weight 
which has increased considerably over the past 6 
months. She claims that her diet has remained 
unchanged and her physical fitness is good. She is taking 
topical erythromycin for her acne. A pregnancy test was 
negative, although she does admit to a somewhat erratic 
menstrual cycle. She has also noticed increased hair 
growth on her upper lip. In clinic her random blood 
sugar measurement by finger prick was 8.0. 
Which investigation is the most appropriate one to do 
next? 



Urinary Cortisol levels 
TSH level 

Oral glucose tolerance test 
MRI brain 






USS pelvis 



No.: 7 
USS pelvis 

The history is consistent with Cushing's syndrome or 
polycystic ovary syndrome (PCOS). If not caused by 
pregnancy, weight gain is most likely in young people 
to be caused by increased fat. The common causes of 
increased fat (apart from overeating and a sedentary 
lifestyle) are Cushing's syndrome, PCOS, 
hypothyroidism and hypothalamic disease. In the 
latter there is often a prior history of trauma (or 
neoplasia) to the brain. As a result patients can 
develop excessive appetites. 

Women with PCOS often present with hirsutism and 
menstrual irregularities. PCOS is also associated with 
insulin resistance. There is no mention in the scenario 
of the physical signs seen in patients who have 
Cushing's disease, which is also a less common 
disease. 

Weight gain is almost never a presenting feature in 
type-1 diabetics. 
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A 75 -year-old man presents with right leg pain and 
difficulty walking. He has also noticed that his hearing 
has become considerably worse over the last year. 
Which is the investigation most likely to be 
abnormal? 



• 



• 



Serum alkaline phosphatase level 
Serum calcium and phosphate levels 
Urinary hydroxyproline 
Serum P1NP levels 
Acid Phosphatase 



No.: 8 

Serum alkaline phosphatase level 

In Paget' s disease there is increased bone turnover 
with resultant remodelling, bone enlargement and 
deformity, but it is rare under the age of 50 years. It 
can cause pain in enlarging bones. Deamess results 
from nerve compression within the skull. Calcium 
and phosphate levels are normal. The ALP is always 
markedly raised. Skull X-rays would show fluffy 
opacities but this is not diagnostic. Patients also 
develop high-output cardiac failure when there is a 
gross increase in bone mass, which is clinically 
obvious. Urinary hydroxyproline is a non-specific 
marker of bone turnover and may be raised in 
conditions such as osteoporosis. 



No.: 9 

A 40-year-old woman is referred to the endocrine clinic 
complaining of an 8/12 history of constant sweating and 
occasionally being feverish. She found her recent 
summer holiday to Turkey unbearable and had to return 
to the UK early. She has also noticed that she has lost 
weight over the last year though her appetite remains 
fine. On examination she was afebrile but tachycardic. 
Her palms were sweaty. No goitre was palpable. 
What is the most likely diagnosis? 

a 



• 



Hodgkin's lymphoma 

Non-Hodgkin's lymphoma 

Thyrotoxicosis 

Infection - undefined organism 

Phaeochromocytoma 



No.: 9 
Thyrotoxicosis 

Episodic bouts of sweating may be due to 
hypoglycaemia / phaeochromocytoma / carcinoid. 
However, a patient reporting night sweats suggests a 
diagnosis of Hodgkin's disease or TB. Hodgkin's 
disease tends to feature localised lymphadenopathy, 
weight loss, pruritis and fever. 

Patients with thyrotoxicosis report constant sweating 
and heat intolerance. There may be no evidence of 
enlargement of the thyroid gland. 

Taking her age and sex into account, thyrotoxicosis is 
the most likely diagnosis. 



ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 10 

A 75 -year-old lifelong smoker was seen with a 5/7 
history of wheeze and ankle swelling. He was prescribed 
diuretics along with some other medications but 
continued to deteriorate. 
In hospital his investigation results were as follows : 



Biochemistry: 




Na + 


133 rnmol/1 


K + 


5 mmol/1 


Urea 


28 mmol/1 


Creatinine 


200 umol/1 


ABG: 




pH 


7.25 


p(C0 2 ) 


7kPa 


Pi0 2 ) 


6.5 kPa 


HC0 3 


16 mmol/1 



Which one of the following diagnoses best explains 
the clinical picture and these biochemical results? 

Mixed picture of COPD and cardiac failure with 
renal hypoperfusion 



. 



Severe COPD 

Prerenal failure secondary to diuretics 

Aspirin poisoning 

Acute renal failure and fluid overload 



No.: 10 

Mixed picture of COPD and cardiac failure with renal 
hypoperfusion 

This patient has a respiratory acidosis (p(C0 2 ) > 6.5 
kPa; pH < 7.35 and hypoxia) and a metabolic acidosis 
(low bicarbonate). It's very likely that he has an 
element of COPD with chronic C0 2 retention and a 
degree of pulmonary oedema with perhaps over 
treatment with diuretics, leading to mixed 
respiratory and metabolic acidosis. Severe COPD 
would produce a respiratory acidosis, pre-renal 
failure a metabolic acidosis, acute renal failure with 
fluid overload would lead to a metabolic acidosis, 
with perhaps a degree of disordered gas exchange 
related to pulmonary oedema. Aspirin poisioning 
leads to a respiratory alkalosis. 



"'J, 
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You are in the medical follow-up clinic seeing a 5 3 -year- 
old woman. She has been hypertensive for the last 2 
years and has been controlled on atenolol 50 mg od. 
While in the clinic, she thought she would ask your 
advice about the use of Hormone Replacement Therapy 
(HRT). She suspects that she is menopausal as she has 
hot flushes, mood swings and has had no periods for the 
last 5 months. There is no past medical history of 
thromboembolism, stroke or breast cancer. However, she 
is concerned about the risk of venous thrombosis (DVT), 
heart disease and the conflicting results from the clinical 
studies on HRT that she has read about in the press. 
What is the best advice you would give to this lady? 

HRT reduces the risk of coronary artery disease 

HRT has a protective effect on the risk of DVT 

Risk of strokes is reduced by HRT 

Risk of DVT is 2-4 times higher in women on HRT 

HRT has no effect on the risk of DVT 






No.: 11 

Risk of DVT is 2-4 times higher in women on HRT 

Clinical trial evidence from the Heart and 
Oestrogen/progestin Replacement Study (HERS) and 
the Women's Health Initiative (WHI) have shown 
that oestrogen therapy, with or without progestins, is 
associated with an increased risk of DVT. WHI is the 
largest ever trial of the combined hormones and was 
stopped after 5 years - 3 years early - because it 
revealed increased dangers. Older age and obesity 
added to the risk associated with a regimen of 
oestrogen plus progestin Thinner and younger 
women were at a low absolute risk of DVT, although 
their risk was still twofold higher among women 
taking oestrogen plus progestin compared with 
women taking placebo. Women with factor V Leiden, 
but not other genetic variants, were at increased risk 
There was no evidence of a protective effect of aspirin 
or statins on DVT risk among women taking 
oestrogens plus progestin HERS has shown no 
reduced risk of coronary artery disease in women 
taking HRT. 
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A 45 -year-old lady with diabetes mellitus presents with 
this ulcer on her foot. Her posterior tibial pulses are 
easily felt, but her dosalis pedis pulses are not palpable. 
Pinprick and vibration perception are absent from the 
knee down. 




Figure 1: Sole of the patient's 

The likely aetiology of this ulcer is: 

Infection 

Neuropathic 

Neuroischaemic 

Venous 

Ischaemic 




No.: 12 
Neuropathic 

This is a typical neuropathic ulcer, with callus 
forming the edge and a clean base. They are 
commonly found on the pressure points of the feet 
and are painless. Ten per cent of people have absent 
dorsalis pedis pulses. Therefore, their absence does 
not indicate ischaemia. Venous ulcers are usually 
found on the gaiter area of the ankle. Ischaemic 
ulcers are found on the dorsa or edges of the feet. The 
feet are cold, pulseless, and hairless, and the nails are 
in poor condition. Infected ulcers are malodorous 
and often exude pus. Between 5 and 13% of patients 
have neuropathy at diagnosis of type-2 diabetes. 



"'J, 
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A 5 5 -year-old lady is admitted to the admissions unit. 
She has a long history of type-2 diabetes. Her foot is hot, 
swollen, and has a dull ache. There is no history of 
trauma and no obvious skin break. Fundoscopy reveals 
diabetic retinopathy, and examination of her lower limbs 
reveals absent sensation to vibration and pinprick to the 
knees. 
A photo and X-ray of her foot are shown below 




Figure 2: Lateral x-ray of left foot. 
What is your next management step? 



• 



IV flucl oxacillin and amoxicillin 

Ultrasound scan of leg veins 

Total contact plaster 

IV flucl oxacillin, metronidazole, and amoxicillin 

Class 3 compression stockings 



No.: 13 

Total contact plaster 

This lady has a Charcot joint of the talo-navicular 
joint. Charcot must be thought of in patients who are 
neuropathic and have a hot swollen joint. The pain 
experienced is less severe than you would expect 
given the joint deformity and swelling, and this is 
because of neuropathy. The management is a total 
contact plaster and rest. Some advocate iv 
pamidronate, but the evidence is weak. The 
differential is between osteomyelitis and Charcot, but 
osteomyelitis is uncommon when there is no skin 
break. The swelling is too low for a DVT. There are 
no varicosities, and so there is no indication for 
compression stockings. 



-j 
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A 45 -year-old lady had some blood tests as part of a 
medical for life insurance. 
The results were as follows: 



Corrected calcium 



2.98 mmol/1 



Her GP therefore added some blood tests, which were 
as follows: 



PTH 



Urinary 
calcium-to- 
creatinine 
ratio 



Serum ACE 



4.7 pmol/1 (0.9-5.4) 



clearance ratio < 
0.01 indicating 
relative 
hypocalciuria 



30 U/l (25-82) 



dism 



The diagnosis is: 

Malignancy 

Primary hyper parathyroidi^ 

Familial hypocalciuric hypercalcaemia 

Sarcoidosis 

Paget' s disease 



No.: 14 

Familial hypocalciuric hypercalcaemia 

This lady is well but has elevated calcium. Her 
parathyroid hormone and serum ACE are normal 
Her calcium-to-creatinine ratio is less than 0.01, 
indicating reduced excretion of calcium. This is 
characteristic of familial hypocalciuric 

hypercalcaemia (FHH), which is a defect in the 
calcium-sensing receptor (plasma membrane G- 
protein). No treatment is usually needed. FHH is 
characterised by hypercalcaemia, relative 
hypocalciuria, slight hypermagnesaemia, and 
inappropriately normal to high levels of parathyroid 
hormone (PTH). 






Ian 



No.: 15 

A 5 8 -year-old lady presents with a week's history of 
malaise and neck pain. On examination: PI 25 BP 132/74. 
She has a fine tremor. Examination of her neck reveals 
an enlarged tender thyroid. 



Biochemistry results 


T 4 


40 nmol/1 


TSH 


<0.01mU/l 


ESR 


40mm/h 



The most likely diagnosis is: 

Toxic multinodular goitre 
Graves disease 
Toxic solitary nodule 
Medullary carcinoma of the thyroid 
Subacute thyroiditis 



No.: 15 

Subacute thyroiditis 

This is a description of Subacute (De Quervain's) 
thyroiditis, which usually presents with malaise and 
neck pain The neck pain can radiate to the ear or 
occiput. There is often tenderness and nodularity of 
the thyroid. ESR is often elevated. 99m Technetium 
scan shows no technetium uptake by the thyroid. 
Mild cases can be treated with NSAIDs, but more 
severe cases with associated with hyperthyroidism 
should be treated with prednisolone 30 mg/d. The 
prednisolone can be stopped when the T 4 normalises. 
Treatment with carbimazole is not indicated. 
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A 46-year-old Bangladeshi chef was admitted with a 3- 
month history of night sweats, weight loss, and malaise. 
Examination: temperature 39°C. Chest examination is 
normal. Abdominal examination is normal. 
His investigations arc as follows: 



Hb 


12.1 g/dl 


WCC 


4.3 xl0 9 /l 


Pit 


205 xl07l 


Na 


135 mmol/1 


K 


4.2 mmol/1 


U 


7.0 mmol/1 


Cr 


104 umol/1 


CXR 


normal 


Sputum 
microscopy 


no evidence of 
AAFB 



Abdominal CT scan shows bilaterally enlarged adrenal 

glands. 

The most useful next investigation would be? 






Heaftest 

Groccott- stained adrenal biopsy 

Bone-marrow biopsy 

1 7-Hydroxy-progesterone 

Low-dose dexamethasone suppression test 



No.: 16 

Groccott- stained adrenal biopsy 

The differential diagnosis for a pyrexia of unknown 
origin and bilateral adrenal swelling would be 
lymphoma, tuberculosis, or histoplasmosis. 
Tuberculosis is unlikely in view of the normal chest 
X-ray and negative sputum cultures. Lymphoma is 
unlikely as the white count is normal 
Histoplasmosis is caused by Histoplasma capsulatum, 
a dimorphic soil fungus. Slowly progressing chronic 
form occurs in those who are fit and 
immunocompetent. Those who are weak, very young, 
or very old or unmunocompromised tend to acquire a 
disseminated infection. Acute infection causes 
malaise, fevers, anorexia, and headache. It can cause 
a TB-like illness with dyspnoea, cough, and 
haemoptysis, or can just cause bilateral hilar 
lymphadenopathy. Disseminated infection causes 
bilateral adrenal enlargement in 79% of cases. It can 
result in adrenal insufficiency. Diagnosis made by 
adrenal biopsy or FNA. The Groccott stain stains the 
organism. Treatment is with itraconazole. 
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A 48-year-old type-2 
high blood sugars and 
hyperosmolar hypergl 
(HONK). He has beer 
10 years, but over the 
been increasingly diff 
controlled on sliding-; 
stay. The diabetic con 
Mixed insulin on disc 
He has been eating no 
down. The nurse wou] 


diabetic has been admitted with 
dehydration consistent with 
ycaemic non-ketotic coma 
l controlled on tablets for the las 
last few months his sugars have 
icult to control. He has been 
scale insulin during the inpatient 
sultant wants him put on 30/70 
large. 

rmally, and his sugars have sett] 
d like you to prescribe his insuh 


t 

ed 
n. 
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30/70 Mix, 20 units am, 20 units pm 

This patient has been requiring around 60 units of 
insulin per 24 hours, and they have Type 2 diabetes. 
After getting over their episode of HONK it is likely 
that their insulin requirement will fall. Hence as a 
starting insulin dose it would be most sensible to 
begin with around 2/3 rds of the total dose required 
during the episode of HONK (40 units), split morning 
and evening. 

g»eii 


Date: (25/7, admission) 




Time 


Insulin U/h 


Time 


Insulin U/h 




0100 h 




0100 h 




0200 h 




0200 h 




0300 h 




0300 h 




0400 h 




0400 h 




0500 h 




0500 h 




0600 h 




0600 h 


2 


0700 h 




0700 h 


2 


0800 h 




0800 h 


3 


0900 h 




0900 h 


4 


1000 h 




1000 h 


3 


U00.it 




1100 h 


2 


1200 h 


2 


1200 h 


3 


1300 h 


3 


1300 h 


4 


1400 h 


4 


1400 h 




1500 h 


5 


1500 h 




1600 h 


3 


1600 h 




1700 h 


2 


1700 h 




1800 h 


4 


1800 h 




1900 h 


3 


1900 h 




2000 h 


4 


2000 h 




2100 h 


2 


2100 h 




2200 h 


2 


2200 h 




2300 h 


2 


2300 h 




2400 h 


1 


2400 h 




Table 1: Sliding scale chart 

What would you prescribe? 

30/70 Mix, 20 units am, 10 units pm 
30/70 Mix, 20 units am, 20 units pm 
30/70 Mix, 20 units am, 40 units pm 
30/70 Mix, 60 units am 
30/70 Mix, 40 units am, 20 units pm 
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A 5 5 -year-old type-2 diabetic presents with recurrent 
nocturnal hypoglycaemic attacks. She takes Human 
Mixtard 30, 25 units am, 15 units pm. 
This is an excerpt of her blood glucose log book. 
Because of her recurrent hypos, she has been taking her 
)lood sugar at 0200 h, as well as before meals. 





Glucose (irnnoI/T) 


Day 


0800 
h 


1230 
h 


1900 
h 


0200 
h 


Thursday 


12 


8 


9 


2.2 


Friday 


14 


6 


5 


1.3 


Saturday 


13 


5 


8 


1.9 



Table 2: Excerpt of blood glucose log book. 

What would you suggest? 

i 

Increase morning human Mixtard 30 by 2 units 



Decrease morning human Mixtard 30 by 2 units 
Decrease evening human Mixtard 30 by 2 units 



Split evening insulin so she takes 5 units of actrapid 

before her evening meal and 10 units of insulatard before 

bedtime 

♦ 

Split evening insulin so she takes 10 units of 

actrapid before her evening meal and 5 units of 

insulatard before bedtime 
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Split evening insulin so she takes 5 units of actrapid 
before her evening meal and 10 units of insulatard before 
bedtime 

Diabetics often have hypoglycaemic attacks at night. 
This is a common scenario in someone on a twice- 
daily mixed regime. The patient has a hypoglycaemic 
attack at about 0200 h in the morning. This is 
because the insulatard component of the Mixtard 
peaks about 6 h after it has been given. This, along 
with some residual actrapid activity, gives an excess 
of insulin in the middle of the night, leading 
hypoglycaemia. If the evening dose of Mixatard is 
split up in to its component insulins, taking the 
actrapid pre-evening meal and the insulatard taken 
before bed, hypoglycaemia is normally avoided. 
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A 23 -year-old blond-haired, blue- eyed, tanned lady 
presents to your clinic. She has had type-1 diabetes for 8 
years, and until recently it has been well controlled; 
however, recently, she has been having numerous 
hypoglycaemic attacks. These hypos can be at any time 
of the day and follow no pattern. Her periods are regular. 
Her BP is 100/60 mmHg with a postural drop of 10 
mmHg. 

She is on a basal bolus regime, taking Novorapid 8 units 
and Glargine insulin 1 5 units at night. 



Na + 


130 mmol/1 


Hb 


10.0 g/dl 


r 


4.4 mmol/1 


MCV 


93 fl 


Urea 


8.0 mmol/1 


WCC 


6.3 10 9 /1 


Creatinine 


100 lumol/ 


PLT 


193 10 9 /1 



Which of the following is most likely to determine the 
underlying diagnosis? 



♦ 



Serum ferritin 

Paired serum and urine osmolality 

Continuous glucose monitoring 

Short synacthen test 

Iron studies 
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Short synacthen test 

Type-1 diabetes is associated with many autoimmune 
diseases, including Addision's (primary autoimmune 
adrenal failure). It commonly presents with weight 
loss and malaise. In diabetic patients, it presents 
more commonly as hypoglycaemia. Hyponatremia is 
present in 90% and hyperkalemia in 65%. 
A normocytic normochromic anaemia is often 
present, sometimes with an associated eosinophillia. 
Haemochromatosis can cause primary adrenal 
failure, but would usually present later in a woman's 
life, as women are protected from iron overload by 
menstruation. 
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A 16-year-old hirsute female, obese patient is referred to 
your clinic with a prolactin of 850 mU/1 (90-520). 
What is your next management step? 

Serum 17-hydroxy-progesterone 

MRI of the pituitary 

Serum testosterone 

Serum FSH and LH 

Pregnancy test 






No.: 20 
Pregnancy test 

The first test to do when seeing anyone with 
hyperprolactinaemia is to exclude pregnancy, as it is 
the most common cause. Obesity and hirsutism are 
common and may not indicate any underlying 
pathology. Prolactin is normally less than 450 mU/1. 
It can rise tenfold in pregnancy. A serum prolactin of 
above 3000 mU/1 is suggestive of a tumour. However, 
treatment with dopamine antagonists can give a 
prolactin of 900-3600 mU/1. Large pituitary tumours 
can compress or interrupt the pituitary stalk, leading 
to prolactins in the range of 900-6000 nitl/L However, 
macroprolactinomas are generally defined as a 
prolactins >6000 mU/L First -line therapy for 
prolactinomas is dopamine agonists such as 
bromocriptine or cabergoline. Macroprolactinomas 
generally shrink with treatment, and surgery is 
reserved for those resistant or intolerant to medical 
therapy. Outcomes for surgery are generally poor 
with a high risk of recurrence. 
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A 25 -year-old lady presents with polydipsia and thirst. 
Her electrolytes are checked: 



Na + 



K7 



Urea 



Creatinine 



Corrected Ca 



125 mmol/1 



4.5 mmol/1 



8.0 mmol/1 



120 u. ol/l 



2.40 mmol/1 



What test would you do next? 

Paired urine and serum osmolality 



• 



Water-deprivation test 
Liver-function tests 
Synacthen test 
Serum glucose 



•A 
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Serum glucose 

As serum sodium is maintained using the osmostat in 
the hypothalamus; any increase in an osmotically 
active particles in the blood such as glucose will push 
down the serum sodium 

Common causes of polyuria and polydipsia are 
diabetes mellitus (prevalence 4%), hypercalcaemia 
(prevalence 1-4%) and hypokalemia. Diabetes 
insipidus is rare (prevalence: 1 in 25,000). Initial 
laboratory screening for polyuria and polydipsia 
includes U+E, calcium, and glucose. If these tests are 
normal, investigations should be directed towards 
rarer causes. 

Hyponatremia is a common laboratory finding. The 
causes can be differentiated by their volume status. 
Hypervolemic hyponatremia, characterised by 
elevated JVP, ascites, and peripheral oedema, is 
caused by renal, cardiac, or liver failure. 
Hypovolemic hyponatremia is caused by salt loss, 
usually from the kidneys or gut. It is characterised 
clinically by tachycardia, hypotension, dry mucous 
membranes, and low JVP. Laboratory features 
include elevated serum urea and sometimes 
creatinine. 

The source of salt loss (gut or kidney) can be 
identified with a urinary sodium; a value greater 
than 20 mmol/1 indicates renal loss. Euvolaemic 
hyponatremia is cause primarily by SIADH and 
hypothyroidism. Serum urea is normal or low. 

Hyperglycaemia is always excluded before a water 
deprivation or synacthen test are considered. 
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A 34-year-old gentleman presents with diplopia. He has 
diplopia maximal on looking left and looking down. 
Examining his eyes, he has mild bilateral proptosis, and 
the eyes look normal, looking straight ahead. There is 
decreased movement in the left eye looking down and to 
the left. However, all other eye movements appear 
normal. His pupils are equal and have normal direct and 
consensual light reflexes. He is able to look up freely, 
without double visio n for a long period of time. 



FT 4 


18pmol/l 


TSH 


3.2mU/l 



What is the diagnosis? 

Left abducens nerve palsy 



• 



Left oculomotor nerve palsy 
Myasthenia gravis 
Graves eye disease 
Left trochlear nerve palsy 
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Graves eye disease 

The differential diagnosis for an eye movement 
abnormality, which cannot be explained by a single 
or multiple cranial nerve palsy, is: myasthenia gravis 
or Graves disease. Myasthenia is unlikely, as the 
patient can look up freely for long periods of time. 
Graves eye disease can occur with normal thyroid 
function. The diagnosis can be made by looking for 
the thyroid stimulating receptor antibody in the 
serum 



No.: 23 

A 25 -year-old gentleman is referred by his GP to the 
endocrine clinic with weight loss and polyuria. 
Examination is unremarkable except for vitiligo. 
The GP has done some blood tests: 



Na 


125 mmol/1 


K 


6.0 mmol/1 


U 


8.0 mmol/1 


Cr 


120 umol/1 


Glucose 


12.5 mmol/1 


T 4 


8 pmol/1 


TSH 


20 mU/1 



What is the most likely diagnosis? 



♦ 



♦ 






Wolman's syndrome 
Wolfram's syndrome 
Polyglandular syndrome type 1 
Polyglandular syndrome type 2 
Multiple endocrine neoplasia type 1 
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Polyglandular syndrome type 2 

Wolman's syndrome is characterised by primary 
adrenal failure, hepatosplenomegaly, and 
steatorrhoea. Wolfram's syndrome or the 
DIDMOAD syndrome is characterised by diabetes 
insipidus, diabetes mellitus, optic atrophy, and 
deafness. The polyglandular syndromes are 
autoimmune diseases. Type 1 is characterised by 2 or 
more of the following: hypoparathyroidism (90%), 
primary adrenal insufficiency (60%), chronic 
mucocutaneous candidiasis, primary gonadal failure 
and primary hypothyroidism. Autoimmune 
polyglandular syndrome type 2 is the association of 
primary adrenal insufficiency with primary 
hypothryroidism and type-1 diabetes. Sometimes, 
primary gonadal failure is present as well. Both type 
1 and type 2 are associated with vitiligo and 
pernicious anaemia. 
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A 45 -year-old Pakistani lady is referred to the endocrine 
clinic with bone pain. She has progressively become 
more weak, and she now finds it difficult to get up. 
On examination, she has 3/5 power in shoulder 
abduction and adduction but 5/5 power in all other 
muscle groups in the arms. In the legs, she has 3/5 power 
in hip flexion and extension but normal power in the rest 
of the legs. She is hyperreflexic, but her plantar s are 
downgoing. 
Her blood tests are as follows: 



wc 


8 x 10 9 /1 


Hb 


13 g/dl 


Pit 


150 x 1071 


Na 


136mmol/l 


K 


4.3 mmol/1 


U 


5.9mmol/l 


Cr 


96 umol/1 


ALT 


45 mmol/1 


CI 


90 mmol/1 


Bil 


13 


ALP 


900 


ALB 


36 


P0 4 


0.6 mmol/1 


HC0 3 


19 mmol/1 


Corrected Ca 


1.94 mmol/1 



What is the most likely underlying cause of her 
clinical picture? 



• 



Malignancy 

Type-1 renal tubular acidosis 

Osteomalacia 

Polymyalgia rheumatica 

Hypoparathyroidism 
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Osteomalacia 

The clinical picture is that of bone pain and proximal 
myopathy. Proximal myopathy is a feature of 
osteomalacia but not of hypoparathryoidism, where 
hypocalcaemia causes more general weakness. 
Phosphate is high in hypoparathyroidism. The blood 
tests show a mild hypocalcaemia and 
hypophosphataemia associated with a high ALP, 
which is typical of osteomalacia. There is also a 
hypochloremic acidosis which is caused by the 
inhibition of phosphate, bicarbonate, and sodium 
reabsorption by PTH. Osteomalacia is more common 
in ethnic groups who are dark-skinned, or cover 
themselves up so that cholesterol cannot be converted 
to vitamin D in the skin. Asians who eat chapattis are 
also at risk, as the phytic acid in the chapattis 
chelates vitamin D and calcium. X-rays may show 
Looser' s zones, which are areas of decalcification. 
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A 37-year-old man undergoes examination as part of a 
'well man' screening at his general practitioner's 
surgery. This lesion over his heel was noted on 
examination: 




What would be your next investigation? 

Fasting lipids 
Fasting glucose 
Biopsy of lesion 
Serum uric acid 
Rheumatoid factor 
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Fasting lipids 

The image shows xanthomata affecting the Achilles' 
tendons. Xanthomas are lesions characterised by 
accumulations of llpid-laden macrophages and can be 
a reflection of lipid metabolism alteration or a result 
of local cell dysfunction Tendon xanthomata are 
diagnostic hallmarks of heterozygous familial 
hypercholesterolemia (FH) (incidence 1 in 500). 
Other causes of tendon xanthomata are very rare 
(phytosterolaemia and cerebrotendinous 

xanthomata), and the presence of raised cholesterol 
and tendon xanthomata is therefore effectively 
pathognomonic of FH. The most common sites for 
tendon xanthomata are in the tendons overlying the 
Achilles tendons and the knuckles; less common sites 
include the extensor hallucis longus tendon and the 
triceps tendon, and they may also occur on the tibial 
tuberosity at the site of insertion of the patellar 
tendon (called subperiosteal xanthomata). 
Ultrasound can be used to look for subclinical 
Achilles lesions. In heterozygous FH, cholesterol is 
>7.5 mmol/1 and coronary heart disease begins in the 
third decade; men are at greater risk than women 
and, if untreated, 50-75% will have a myocardial 
infarction by the age of 60 years. Homozygous FH 
presents with coronary disease in the teens and 
cholesterol levels in excess of 16mmol/l. 
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You review a 52-year-old man who describes having 
undergone pituitary surgery (and 'some treatment' after 
the operation), a while ago. He now complains of 
feelings of lethargy, reduced energy and vitality. On 
examination he has increased central abdominal 
adiposity and has reduced grip strength. He is already 
taking thyroid and Cortisol replacement, and blood 
testing suggests these are adequate. Full blood count 
(FBC), urea and electrolytes (U&E) and liver function 
tests (LFTs) are unremarkable. 
Which of the following would be the best 
investigation to perform next? 

Magnetic resonance imaging (MRI) scan of the 
pituitary fossa 






Insulin tolerance test 

Glucose tolerance test 

Serum prolactin 

Insulin-like growth factor (IGF-1) levels 
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Insulin tolerance test 

In light of this man's previous pituitary surgery, it is 
possible that he has growth hormone deficiency. 
Clinical features of growth hormone deficiency 
include impaired wellbeing, reduced energy and 
vitality, reduced muscle mass and exercise tolerance, 
decreased sweating, increased cardiovascular risk 
and increased fracture risk (osteoporosis). The 
insulin tolerance test is the most widely used 
investigation for growth hormone deficiency. Peak 
growth hormone levels at time of hypoglycaenria of 
less than 10 mU/1 (3 ug/1) are diagnostic. Levels of 10- 
20 mU/1 indicate partial deficiency. Where insulin 
tolerance testing is contraindicated, growth hormone 
releasing hormone (GHRH) testing may be an 
alternative; this may be combined with arginine to 
enhance the test. Insulin-like growth factor (IGF-1) 
levels may remain within age-matched reference 
ranges despite growth hormone deficiency in up to 
50% of patients, and therefore a normal result does 
not exclude growth hormone deficiency. 
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A 32-year-old man presents for review. He has told his 
general practitioner (GP) that he consumes up to 8 or 9 1 
of drinks per day and is constantly up during the night 
and day to pass urine. The GP has checked some routine 
bloods; a fasting blood sugar is 3.4 mmol/1. You arrange 
a water deprivation test. Maximal serum osmolality 
during the test reaches 290 mOsmol/kg and urine 
osmolality after fluid deprivation reaches 830 
mOsmol/kg with no significant change after 
desmopressin. 

What diagnosis fits best with this clinical picture? 
<? 






♦ 



Cranial diabetes insipidus 
Primary polydipsia 
Nephrogenic diabetes insipidus 
Partial diabetes insipidus 
Conn's syndrome 



•A 
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Primary polydipsia 

Results of the fluid deprivation test are crucial in 
determining the correct diagnosis. In this test, 
patients are deprived of fluids for a period of 8 h or 
until 5% of body weight is lost. Patients should be 
weighed hourly. Plasma osmolality is measured 4- 
hourly, with urine volume and osmolality 
measurements occurring every 2 h. The patient is 
then given 2 ug intramuscular (i/m) desmopressin 
with urine volume and urine and serum osmolality 
measured over the next 4 h. If serum osmolality rises 
above 305 mOsmol/kg, then the patient is said to have 
diabetes insipidus and the test is stopped. Urine 
osmolality less than 300 mOsmol/kg after fluid 
deprivation, rising to above 800 mOsmol/kg after 
desmopressin indicates cranial diabetes insipidus 
(DI). Urine osmolality less than 300 mOsmol/kg, 
remaining at less than 300 mOsmol/kg after 
desmopressin indicates nephrogenic DI. Where urine 
osmolality reaches levels above 800 mOsmol/kg 
without desmopressin, then the diagnosis is primary 
polydipsia. Where urine osmolality is intermediate 
(300-800), and fails to rise above 800 after 
demopressin, the diagnosis may be partial DI or 
polydipsia. 
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A 48-year-old man who suffers from epilepsy presents to 
his general practitioner (GP) for review. His medication 
has recently been changed after an increase in his fit 
frequency and he is now taking carbamazepine. In the 
past week he has complained of increasing headaches, 
tiredness and lethargy. In addition his wife reports that 
he appears intermittently confused at times. 
What diagnosis fits best with this clinical picture? 
(? 



♦ 



• 



Complex partial seizures 
Temporal lobe epilepsy 
Hyponatraemia 
Hypernatraemia 
Intra-cranial tumour 
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Hyponatraemia 

We are told that this patient has recently commenced 
carbamazepine therapy and we are also aware that 
he is complaining of symptoms that may suggest 
hyponatraemia. Syndrome of Inappropriate 
antidiuretic hormone (ADH) secretion (SIADH), is a 
recognised side-effect of carbamazepine therapy. 
Other drugs that may result in SIADH include 
vincristine, vinblastine, cyclophosphamide, 

chlorpropamide, clofibrate, phenothiazines and 
monamine oxidase uptake inhibitors. Criteria for 
diagnosis include normal renal, adrenal and thyroid 
function, with hyponatraemia and hypotonic plasma 
(less then 270 mOsmol/kg). In addition, urine 
osmolality should be inappropriately high, and there 
should be excessive renal sodium loss of at least 20 
mmol/L In this case the best treatment option would 
be to consider switching to another suitable anti- 
epileptic agent. 
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A 3 6 -year-old man is admitted via the emergency 
department, having suffered a very severe headache after 
chasing a man who was stealing his car. Previously fit 
and well, he was noted to be hypertensive on admission 
with a blood pressure (BP) of 165/90 mniHg, which later 
settled to 155/85 mmHg. On further questioning it was 
noted that his mother was known to have had 'thyroid 
cancer', and died at an early age. 
What is the most likely underlying clinical picture? 



Multiple 
MEN-2b 



endocrine neoplasia- 1 (MEN-1) 



* MEN-2a 

Familial medullary thyroid carcinoma 
Isolated phaeochromocytoma 



syndrome 
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MEN-2a 

The history of marked hypertension in this 
gentleman, coupled with a family history of thyroid 
carcinoma should raise the possibility of multiple 
endocrine neoplasia (MEN). MEN-2a is characterised 
by medullary thyroid carcinoma, 

phaeochromocytoma and parathyroid chief cell 
hyperplasia. It is likely that both this man and his 
mother carry the same mutation Around 30% of 
carriers of an MEN-2a mutation never develop the 
associated clinical syndrome. MEN-2b tends to occur 
as a sporadic mutation; additional features compared 
to MEN-2a include a marfanoid habitus and multiple 
mucosal neuromas. The initial diagnostic 
investigation of choice for phaeochromocytoma is 24- 
h urinary catecholamine assay. Where the diagnosis 
is proven, it is sensible to screen for medullary 
thyroid carcinoma via pentagastrin testing. 
Conversely, where patients present with medullary 
thyroid carcinoma, they should be screened for 
phaeochromocytoma prior to consideration of 
surgery. Where adequate alpha blockade is not in 
place prior to surgery, there is a very real chance of 
hypertensive crisis and possible on-table myocardial 
infarction 
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A 32-year-old woman is referred to the diabetes in 
pregnancy clinic by your colleagues in obstetrics, she 
has failed a trial of 2 weeks diet and exercise. Her first 
child was a large at birth, and now she is noted to be 
large for dates at week 21. She has no prior medical 
history of note. 




No.: 30 
Metformin therapy 

This woman has gestational diabetes, as evidenced by 
a raised fasting and 2-h blood glucose. Although one 
trial has shown that glibenclamide may be successful 
in controlling gestational diabetes it is not currently 
licensed. Most recently, metformin has been shown to 
be effective in gestational diabetes. Abnormal glucose 
tolerance occurs as a de novo event in around 2-3% 
of pregnant women, unfortunately their long-term 
risk of subsequent type 2 diabetes is as high as 40- 
50%. The aim of treatment is to keep blood glucose 
readings to around 7 mmol/1 or below, and to allow 
mothers to give birth normally (although a number 
should deliver at 38 weeks gestation due to excess 
fetal growth). Women should be offered a further 
glucose tolerance test at the 6 week check, to rule out 
the possibility of continued abnormal glucose 
tolerance or type 2 diabetes. Where metformin fails 
to control blood sugar, insulin should be added. 
Studies have shown where metformin is prescribed 
first, women have no worse outcomes versus insulin 
alone and appear to gain less weight in pregnancy. 


Fasting plasma glucose 


8.5 mmol/1 




Oral glucose tolerance 
test 


2 h glucose of 11.4 
mmol/1 


What is the most appropriate management step in 
this case? 

Glibenclamide therapy 

Dietary advice only 

Metformin therapy 

Insulin therapy 

Repaglinide therapy 
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You review a 42-year-old man who is referred to your 
private clinic after a general practitioner (GP) medical. 
He has a family history of premature cardiovascular 
disease. Cholesterol testing reveals triglyceride levels of 
4.2 mmol/1 and a high-density lipoprotein (HDL) level of 
0.8 mmol/1. You elect to commence him on fibrate 
therapy. 

Which of the following options best describes the 
mode of action for fibrates? 

They competitively inhibit hydroxymethylglutaryl- 
CoA (HMG-CoA) activity 

They are inhibitors of CETP cholesterol ester 
transferase protein activity 

They inhibit adipocyte lipolysis 

They bind bile acids in the gut 

They are activators of lipoprotein lipase activity and 
increase HDL synthesis 
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They are activators of lipoprotein lipase activity and 
increase HDL synthesis 

The mode of action of fibrates is to enhance 
lipoprotein lipase activity, increase low-density 
lipoprotein (LDL) receptor-mediated clearance of 
LDL and increase high-density lipoprotein (HDL) 
synthesis. This leads to a corresponding fall in 
triglycerides due to a fall in very low-density 
lipoprotein (VLDL), and a rise in HDL. In total, they 
reduce triglycerides by 20-60%, LDL by 5-25%, and 
increase HDL by 15-30%. Statins are inhibitors of 
hydroxymethylglutaryl-CoA (HMG-CoA) activity 
(the rate-limiting step in cholesterol synthesis), niacin 
predominantly inhibits adipocyte lipolysis, and resins 
like cholestyramine are responsible for binding of 
bile acids in the gut. Inhibitors of CETP are 
currently in clinical trials as anti-atherosclerotic 
agents in patients with dyslipidaemia. 
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A 58-year-old man with type 2 diabetes complains of 
visual distortion when he is reviewed at his annual 
appointment. You examine his retinal photographs and 
in the left eye there is evidence of background diabetic 
retinopathy. On examination of the right retinal 
photograph you see a number of small haemorrhages and 
evidence of hard exudates within one disc diameter of 
the macula. 

Which of the following is the most appropriate plan 
of management for this patient? 

Send his photographs by email for same day review 
by the ophthalmologist, using the hospital system, (and 
removing patient identifiable information) 

Early referral for ophthalmology review (within 2 
months) 






Routine Ophthalmol ogy referral 
Repeat retinal photographs in 6 months 
Repeat retinal photographs at 1 year 
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Send his photographs by email for same day review by 
the ophthalmologist, using the hospital system, (and 
removing patient identifiable information) 

This man has maculopathy affecting the right eye. 
This necessitates early review by an ophthalmologist 
for consideration of laser therapy, usually by 
emailing the retinal photos. Recent UK studies have 
put the 4-year incidence of maculopathy in type 2 
diabetes patients as high as 10.4%, with 75% of cases 
of maculopathy being type 2 diabetes related. In type 
1 diabetes maculopathy is named as the cause of 
blindness in 14% of patients. Immediate 
ophthalmology referral is recommended for 
proliferative retinopathy (presence of new vessels 
signifies a 40% risk of blindness within 2 years if 
untreated), rubeosis iridis, vitreous haemorrhage, 
and advanced retinopathy with fibrosis and retinal 
detachment. Referral within 6 weeks is recommended 
for preproliferative retinopathy, maculopathy and 
for any cause of deterioration of more than two 
Snellen chart lines in visual acuity, although the 
presence of email technology means that a same day 
opinion should be obtained from the ophthalmologist. 
Routine referral may be considered in some cases for 
cataract surgery or in those patients with non- 
proliferative retinopathy but who have a large 
amount of hard exudates and circinate formation. 
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A 64-year-old type 2 diabetes patient presents for 
review. She has poor blood glucose control and is taking 
maximal doses of metformin and gliclazide. You elect to 
substitute insulin glargine for her gliclazide. 
Which of the following options best describes the 
amino acid modifications seen in glargine insulin? 

Glycine is at position A21, two arginines are added 
to the B chain 



♦ 



. 



♦ 



♦ 



Aspartic acid is at position B28 
Glycine is at position B28 
Aspartic acid is at position A21 
Proline is at position A21 



No.: 33 

Glycine is at position A21, two arginines are added to 
the B chain 

The clue is in the name, 'glargine' is an amalgam of 
glycine and arginine. Insulin glargine is a long-acting 
insulin analogue. It has recently been joined by 
another insulin analogue, insulin detemir. Insulin 
aspart is a short-acting insulin analogue which has an 
aspartic acid residue at position B28. The main use 
for insulin analogues is in improving glycaemic 
control in type 1 diabetes. Some patients may be 
limited in haemoglobin A lc (Hb Alc ) reductions due to 
post-meal hypoglycaemia or nocturnal 

hypoglycaemia, and the use of short- and/or long- 
acting insulin analogues may improve glycaemic 
control with reduced incidence of hypoglycaemia 
compared to conventional insulins. Additional studies 
of glargine insulin in type 2 diabetes have 
demonstrated a reduction in nocturnal 
hypoglycaemia. 



No.: 34 






You review a 42-year-old woman who presents with 
feelings of anxiety. She has lost weight over the past few 
months and claims to be experiencing palpitations. 
The general practitioner (GP) has checked some 
thyroid function tests: 



Thyroid- stimulating hormone 
(TSH) 


0.05 mU/1 (0.4- 

5.0) 


Free thyroxine (T4) 


20.1pmol/l(10- 

22) 


Free triiodothyronine (T3) 


12.5 pmol/1 (5- 
10) 



What is the best treatment for this woman's 
underlying condition? 






Reassurance 

Propranolol 

Paroxetine 

Carbimazole 

Thyroxine 



Carbimazole 



This woman has triiodothyronine (T3) thyrotoxicosis. 
Isolated elevation in T3 accompanied by a thyroxine 
(T4) in the normal range is associated with around 
5% of cases of thyrotoxicosis. Thyrotoxicosis is 10 
times more common in women than men in the UK. 
Prevalence is approximately 2% of the female 
population, with an annual incidence of 3 per 1000 
women. Graves' disease is the commonest cause of 
thyrotoxicosis; other causes include toxic 
multinodular goitre and toxic adenoma. Assessment 
of thyrotoxicosis includes thyroid function tests, 
thyroid autoantibodies and radionucleotide thyroid 
scan, where the diagnosis is uncertain. Carbimazole 
is the mainstay of initial management of 
thyrotoxicosis, with propylthiouracil an alternative in 
patients who fail to tolerate carbimazole or for whom 
it is unsuitable. Propranolol may be a useful adjunct 
in the initial stages for the management of anxiety 
and palpitations. 
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An 1 8-year-old girl is referred by her general practitioner 
(GP) to the endocrine clinic complaining of excessive 
hairiness. She is particularly concerned as this affects her 
face and the upper part of her chest. Her periods have 
been irregular ever since they began at the age of 12. Her 
body mass index (BMI) is 28. Testosterone level is 
measured at 3.2 nmol/1 (0.5-3.0) and there is a raised 
luteinising hormone/follicle- stimulating hormone 
(LH/FSH) ratio. 
What is the best initial management in this lady? 



♦ 






Weight loss 

Pioglitazone 

Oral contraceptive pill 

Dianette 

Cyproterone acetate 



•A 



No.: 35 
Weight loss 

This woman has evidence of polycystic ovarian 
syndrome (PCOS) as evidenced by her clinical 
presentation, moderately raised testosterone level, 
and reversal of the luteinising hormone/follicle- 
stimulating hormone (LH/FSH) ratio. Given her 
elevated BMI is approaching the obese range, the 
best initial management is loss of weight. Loss of 
weight leads to decreased insulin resistance, increases 
in sex hormone-binding globulin (SHBG) and 
reduction in levels of free androgens. A 5% weight 
loss is said to result in a 40% improvement in 
hirsuitism The insulin sensitiser pioglitazone 
improves insulin sensitivity and restores ovulatory 
function in a significant number of patients with 
PCOS. Metformin also has effects on insulin 
resistance and has a modest effect on weight 
reduction in these women Both of these drug classes 
are used out of licence for restoring ovulation for 
fertility purposes. Dianette and cyproterone acetate 
are oral agents that may be used for the treatment of 
hirsuitism, although it may be better in a women of 
this young age to recommend electrolysis. 
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A 54-year-old woman presents to her general 
practitioner (GP) complaining of thirst and lethargy. She 
has been feeling unwell for some time, and is now 
suffering from an erythematous rash that began on her 
groin but has now spread to involve the buttocks, lower 
limbs and perineum. Her GP read in a dermatology text 
that the rash may be necrolytic migratory erythema 
(NME). There is associated glossitis and vaginitis. 
Fasting blood glucose is raised at 8. 1 mmol/1. On further 
questioning she admits to weight loss of a few kilograms 
over the past few months. 

What would be the next investigation of choice in this 
lady? 

Insulin level 



Glucagon level 



♦ 



No further tests (diagnosis of diabetes mellitus has 
been made) 

Oral glucose tolerance test 

Repeat fasting plasma glucose 



No.: 36 

Glucagon level 

This lady has diabetes mellitus with the characteristic 
rash of necrolytic migratory erythema. Therefore her 
diabetes may be secondary to a glucagonoma. 
Glucagonomas are extremely rare, with an annual 
incidence estimated at 1/20 million Diagnosis is 
confirmed on finding raised plasma glucagon levels. 
Most primary tumours are >3 cm in diameter, 70% 
are malignant in nature and more than 50% have 
metastasised at the time of diagnosis. Tumour 
localisation is usually possible with abdominal 
ultrasound and/or computerised tomography (CT); 
where tumours are small, or metastatic spread is 
being assessed, octreotide scanning may be utilised. 
The potential for surgical cure is only 5%, octreotide 
is useful for controlling the rash, although its effects 
on associated diabetes and weight loss are more 
variable. Palliative chemotherapy using streptozocin 
and fluorouracil does produce acceptable reductions 
of glucagon over a 1-year period. Selective tumour 
embolisation via the hepatic artery may be of 
additional value. 



No.: 37 



You review a 26-year-old woman who has been referred 
by the emergency department after attending with a 
faint. She is noted on routine blood testing in the 
department to have a potassium level of 2.9 mmol/1, with 
a serum bicarbonate of 30 mmol/1. In addition her blood 
pressure on admission was elevated at 155/90 mmHg. 
She has no past medical history of note and is on no 
medications. You arrange some further blood tests, 
which reveal low renin and aldostererone levels. 
Which of the following represents the best treatment 
for her? 

Potassium replacement 

Angiotensin -converting enzyme (ACE) inhibitor 
therapy 






Spironolactone 

Amiloride 

Bumetanide 



No.: 37 
Amiloride 

This woman presents with a hypokalemic alkalosis 
and suppressed renin and aldosterone levels in the 
presence of hypertension This is strongly suggestive 
of Liddle's syndrome, an autosomal dominant 
condition thought to arise from a mutation in genes 
mapped to chromosome 16. This mutation leads to 
abnormality in the beta or gamma subunit of the 
highly selective epithelial sodium channel in the distal 
nephron This leads to activation of 
sodium/potassium exchange independent of 
circulating mineralocorticoid. Hypertension and 
hypokalemia respond well to amiloride but not 
spironolactone, because amiloride acts directly on the 
sodium channel, whereas spironolactone acts on the 
mineralocorticoid receptor. Hypokalaemia and 
alkalosis in normotensive individuals who have 
elevated plasma renin and aldosterone levels is 
suggestive of either Bartter's or Gitelman's 
syndrome. 
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A 24-year-old woman presents to her general 
practitioner (GP) for a 10 week early pregnancy check. 
She complains of mild lethargy and he checks some 
thyroid function tests. Thyroid- stimulating hormone 
(TSH) is 0.3 mU/1 (0.4-5) and free thyroxine (T 4 ) is 27 
pmol/1 (10-22). He diagnoses thyrotoxicosis and refers 
her to you for an opinion. 

What is the best next management step for this 
patient? 



♦ 



Observe 

Start carbimazole therapy 
Start propylthiouracil therapy 
Refer for radioiodine 
Arrange a thyroid scan 



No.: 38 
Observe 

This patient has no symptoms of thyrotoxicosis with a 
thyroid-stimulating hormone (TSH) level just below 
the normal range and a thyroxine (T 4 ) just above the 
normal range. It is a feature of normal pregnancy 
that triiodothyronine (T 3 ) and T 4 levels show a slight 
increase in the first trimester due to human chorionic 
gonadotropin (HCG) stimulation. TSH may be 
mildly suppressed in up to 13.5% of pregnancies 
during the first trimester, and this is considered a 
normal variant. Thyroid-binding globulin has a 
twofold increase in concentration during pregnancy 
as a result of reduced hepatic clearance and increased 
synthesis under oestrogen stimulus. The rise plateaus 
out at week 20 and then begins to fall in the 
postpartum period. When there are TSH receptor 
antibodies present at high concentration they may 
cross the placenta. 



No.: 39 

A 78-year-old woman signs on with a new general 

practitioner (GP) and has some routine blood tests. It is 

after these blood tests that the GP notices a raised 

corrected calcium level of 2.80 mmol/1. Other renal and 

liver function testing is unremarkable, full blood count is 

normal and there is no suspicion of underlying 

malignancy. Bone mineral density is at the lower end of 

the normal range. 

What would be the management of choice in this 

woman? 

<? 






Neck exploration for parathyroidectomy 

Hormone replacement therapy 

Observation 

Calcium and vitamin D therapy 

Oral phosphate 



No.: 39 
Observation 

Definite indications for surgery in 

hyperparathyroidism, the most likely diagnosis here, 
(American National Institutes of Health consensus) 
include markedly elevated corrected serum calcium 
(above 3 mmol/1), previous marked hypercalcaemic 
episode, impaired renal function, renal stones, 
nephrocalcinosis, substantially elevated urinary 
calcium and reduced bone mineral density. Patients 
with hyperparathyroidism kept under observation 
require annual plasma calcium, renal function and 
blood pressure checks, repeat bone mineral density 
check every 2-3 years and renal ultrasound scan. Any 
significant deterioration in the clinical condition 
would be an indication for surgery. Surgery should 
be carried out by a surgeon who does more than 20 
parathyroidectomies per year. In parathyroid 
adenoma the affected gland should be removed; 
hyperplasia may be managed with partial 
parathyroidectomy or complete parathyroidectomy, 
with medical treatment for hypoparathyroidism. 
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A 6 5 -year-old woman who is known to suffer from 
chronic lymphocytic leukaemia is brought to the 
emergency department by her partner. For the past few 
weeks she has been suffering increasing proximal 
myopathy and bony pain, predominantly affecting the 
long bones of the arms and legs. Blood testing reveals 
profoundly low phosphate levels. Urine testing reveals 
the presence of glycosuria, although serum glucose is 
unremarkable. 
What diagnosis fits best with this clinical picture? 



♦ 






X-l inked hypophosphataemia 
Tumour lysis syndrome 
Hypoparathyroidism 
Oncogenic osteomalacia 
Hyperparathyroidism 



No.: 40 

Oncogenic osteomalacia 

Certain tumours including mesenchymal tumours, 
adenocarcinomas (e.g. prostatic carcinoma), and 
haematological malignancies such as myeloma and 
chronic lymphocytic leukaemia appear to produce a 
phosphaturic substance. Clinically, patients present 
with bone pain and or fracture, profound proximal 
myopathy and severe hypophosphataemia, usually 
accompanied by a marked reduction in concentration 
of 1,25-OH vitamin D. Other abnormalities of renal 
function such as glycosuria and aminoaciduria may 
also be present. Treatment with vitamin D 
metabolites and phosphate supplements may result in 
some resolution of skeletal symptoms. In the case of 
solid tumours, removal of the primary tumour also 
results in improvement of symptoms. 



No.: 41 

A 38-year-old physiotherapist attended for a routine 
follow-up in the diabetes clinic. She was diagnosed with 
type-1 diabetes mellitus at the age of 1 1 and 
unfortunately had a history of both diabetic maculopathy 
and early diabetic nephropathy with microalbuminuria. 
She complained of a six- week history of raised tender 
plaques over the shins and on further questioning 
described painful wrists and ankles. 
Examination confirmed the presence of the plaques, over 
which there was clear skin thinning and telangiectasia. 
Her blood pressure is 147/84 mmHg. A dipstick of the 
urine revealed protein +1 and glucose +1 
What is the most appropriate investigation? 






rheumatoid factor estimation 
measurement of serum complement 
measurement of IgE levels 
X-ray of the wrists and ankles 
auto-antibody screen 



No.: 41 

X-ray of the wrists and ankles 

The plaques are probably unconnected to the wrist 
and ankle pain and are due to necrobiosis lipoidica 
diabeticorum. The condition is more common in 
females and presents in young adults or in early 
middle life. These erythematous plaques are due to 
small vessel damage causing partial necrosis of the 
dermal collagen and connective tissue with a 
resulting histiocytic cellular response. The lesions are 
usually managed with support bandaging and the use 
of low-dose aspirin or topical steroids. The wrist and 
ankle pain is suggestive of possible arthritis. Both 
rheumatoid arthritis and Type 1 diabetes may be 
associated with the human leukocyte antigen HLA- 
DR4. The most appropriate initial investigation 
would be an X-ray of the affected joints, looking for 
the characteristic features: narrowing of the joint 
space, periarticular osteoporosis and erosions. 
Rheumatoid factor estimation alone, without 
characterisation of joint damage is not particularly 
informative. 
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An overweight 6 8 -year-old woman with a five-year 
history of type-2 diabetes mellitus attends for her annual 
review. She is currently being treated with metformin 2 g 
total daily dose. 
The following investigations arc perform ed: 



HbAlC 



urea 



creat 



cholesterol 



98.91 mmol/mol(l 1.2%) 



14.2 



240 



7.5 



Which of the following represents the most 
appropriate therapeutic option for this patient? 

start gliclazide instead of metformin 






<? 



start gliclazide in addition to metformin 
start insulin and continue metformin 



start a statin 



start insulin and stop metformin 
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start insulin and stop metformin 

This patient has renal failure and as such metformin 
is contraindicated. In addition her HbAlc is out of 
control at 98.91 mmol/mol (11.2%). It is highly 
unlikely that gliclazide would achieve the necessary 
level of glycaemic control and as such initiation of 
insulin therapy is the most appropriate therapeutic 
option. Most patients with Type-2 diabetes are 
initiated on a twice-daily mixed insulin regime, with 
conversion to a basal bolus regime as an option if 
sufficient control is not achieved. 



No.: 43 

A 16-year-old girl has been referred to the clinic by her 
GP. She attends with her mother, who is concerned that 
she has become irritable, depressed and withdrawn over 
the past few weeks. Her mother takes thyroxine. 
Thyroid function tests are shown below: 



thyroid- stimulating 
hormone (TSH) 



total T4 



total T3 



free T4 



free T3 



2.1 rnU/1 (0.4-5) 



85 nmol/1 (58-174) 



3.31 pmol/1 (1.07-3.18) 



14 nmol/1 (10-22) 



6.1 pmol/1 (5-10) 



Which of the following diagnoses fits best with this 
clinical and biochemical picture? 



No.: 43 
Pregnancy 

This girl has become irritable and depressed with a 
change of behaviour over the past few weeks. Excess 
oestrogen, clofibrate and chronic heroin abuse are 
known to increase thyroid hormone-binding proteins. 
This would result in an increase in total T3 and T4, 
with normal free hormone levels. For this reason, 
total thyroid hormone levels are often misleading and 
most laboratories now measure free hormone 
concentration. In this case the thyroid screen is of 
course normal. Glucocorticoids, phenytoin, 
androgens and carbamazepine all result in a 
reduction in thyroid hormone binding proteins. 






♦ 



T3 toxicosis 

Sick euthyroid 

Pregnancy 

Grave's disease 

Ectopic thyroid hormone administration 
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You review a 46 -year-old man who complains of 

polydipsia and polyuria. On dipstick urine testing there 

are 2+ of glucose. 

Which of the following would best explain these 

findings? 

Head Injury 
^» 

Hypothyroidism 
Hyperparathyroidism 
Glucagonoma 
Insulinoma 



No.: 44 
Glucagonoma 

Head injury is more likely to be a cause of diabetes 
insipidus rather than diabetes mellitus, 
hyperthyroidism is associated with diabetes mellitus 
and hyperparathyroidism may be associated with 
diuresis related to hypercalcaemia. Insulinoma 
presents with collapse due to hypoglycaemia; this 
leaves glucagonoma as the most likely answer here. 
Glucagonomas are extremely rare, with an annual 
incidence estimated at 1 in 20 million. 



No.: 45 

You review a 19-year-old student who presents with 
delayed puberty. He has so far been unable to form a 
sexual relationship. Examination reveals sparse body 
hair and underdeveloped penis with small testes. He is 
also anosmic. 
Blood results are shown below: 



testosterone 


5 nmol/1 (9- 

35) 


follicle- stimulating hormone 
(FSH) 


0.69 U/l (1-7) 


luteinising hormone (LH) 


0.57 U/l Cl- 
10). 



What diagnosis fits best with this clinical picture? 

Kallman's syndrome 
Klinefelter' s syndrome 
Testicular feminisation 



No.: 45 

Kallman's syndrome 

Kallman's syndrome results from disordered 
migration of gonadotropin-releasing hormone 
(GnRH)-producing neurons into the hypothalamus. 
This leads to failure of episodic GnRH secretion and 
subsequent failure of luteinising hormone (LH), 
follicle-stimulating hormone (FSH) and testosterone 
production. Seventy-five per cent of sufferers have 
absent sense of smell (anosmia). It occurs in 1 in 10 
000 males, it is more rare in females (man to female 
ratio 4:1). The syndrome is also associated with an 
increased risk of cleft lip and palate and 
sensorineural deafness. 



♦ 



Turner's syndrome 
Fertile eunuch syndrome 




ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 46 

A 29-year-old woman presents with tiredness and a 
swollen neck. You notice she is with a 6 -week-old baby. 
She has a goiter on examination of the neck. 
Results of some investigations are shown below: 



thryoid- stimu lating 
hormone (TSH) 


0.3 mU/1 (0.4-5) 


total T4 


199 nmol/1 (58-174) 


total T3 


3.31 pmol/1 (1.07-3.18) 


free T4 


46 nmol/1 (10-22) 


free T3 


2.1 pmol/1 (5-10) 



Radioiodine uptake is not increased on thyroid 
scanning. What diagnosis fits best with this clinical 
picture? 

Post-partum thyroiditis (PPT) 






Grave's disease 

Anxiety 

Riedel's thyroiditis 

Hashimoto's thyroiditis 



No.: 46 

Post-partum thyroiditis (PPT) 

PPT is a variant of chronic autoimmune thyroiditis 
(Hashimoto's thyroiditis). PTT is characterized by 
the presence of antimicrosomal antibodies. 
Histological examination of thyroid glands affected 
by PPT shows destructive lymphocytic thyroiditis. 
Hyperthyroidism may occur within 4 months of 
delivery, the commonest symptom is fatigue. 
Hypothyroidism may develop within 3-7 months of 
delivery; again the commonest symptom is tiredness. 
Post-partum hyperthyroidism is differentiated from 
Grave's disease by a lack of increased uptake on 
thyroid scanning. Post-partum thyroid dysfunction is 
said to occur in up 10% of women during the first 
year after delivery. 






Efej 



No.: 47 

A 54-year-old Asian man with a 10 -year history of type 
2 diabetes has been diagnosed with background diabetic 
retinopathy at his annual review. He is taking gliclazide 
80 mg bd as he failed to tolerate metformin. Recent Hb 
A 1C was 7.6%, blood pressure (BP) 154/85, proteinuria 
+. Total cholesterol 5.4 mmol/1 with HDL 0.7 mmol/1. 
Which of the following is the most appropriate 
additional therapy to reduce progression of his renal 
disease and impact on cardiovascular risk? 






Insulin 

Ramipril 

Simvastatin 

Fenofibrate 

Additional 160 mg of gliclazide per day 



No.: 47 
Ramipril 

This man may receive additional protection against 
microvascular disease by achieving Hb A ic target of 
7% with increasing gliclazide dose or transitioning to 
insulin, but use of insulin or sulphonylureas in the 
UKPDS study was not associated with improvements 
in cardiovascular mortality. In contrast, the HOPE 
study demonstrated that ramipril has positive effects 
on cardiovascular mortality in diabetic patients and 
the angiotensin-converting enzyme (ACE) inhibitor 
class have proven effects on progression of 
albuminuria in diabetes. 
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A 25 -year-old patient presents with palpitations, anxiety 
and heat intolerance. Urea and electrolytes are 
unremarkable, TSH is less than 0.01, T4 and T3 are both 
elevated. Thyroid scanning reveals a uniformly increased 
uptake of technetium. 
What diagnosis fits best with this clinical picture? 



• 



Grave's disease 
Reidel's thyroiditis 
Toxic adenoma 
Toxic multi-nodular goitre 
Hashimoto's thyroiditis 



No.: 48 
Grave's disease 

Thyrotoxicosis has a female-to-male ratio of 10 : 1 in 
the UK and affects 2% of the female population 
Grave's disease is the commonest cause of 
thyrotoxicosis. It is associated with uniformly 
increased uptake on thyroid scanning. Treatment 
involves a period of block-replace therapy with 
carbimazole and thyroxine; this is followed in some 
patients by remission In others the condition recurs 
and radioiodine therapy is the treatment of choice. 



No.: 49 

A woman is 32 weeks pregnant. She is taking 
propylthiouracil 150 mg daily for thyrotoxicosis. On her 
check up she complains of heat intolerance and 
palpitations and repeat thyroid function tests confirm 
thyroid- stimulating hormone (TSH) is <0.1. T3 and T4 
are also elevated. 

Which of the following is the next most appropriate 
management step? 



• 






Increase propylthiouracil dose 

Radioiodine treatment 

Induce the pregnancy 

Stop propylthiouracil and start carbimazole 

Arrange for partial thyroidectomy 



No.: 49 

Increase propylthiouracil dose 

Both carbimazole at a suggested daily dose of 10-20 
mg/d and propylthiouracil (PTU) at a dose of 150 mg 
bd are acceptable for use in pregnancy, although 
PTU tends to be the more popular choice of the two. 
PTU may be more protein bound and so less is 
transmitted to the fetus, but compliance with 
carbimazole is generally better. Importantly however 
there is some controversy that the azole drugs may be 
associated with fetal scalp defects, aplastic cutis, and 
oesophageal atresia. In patients not controlled at 
maximal carbimazole, switching of antithyroid drugs 
may be appropriate; thyroid surgery in pregnancy is 
only reserved for patients who fail to respond to 
antithyroid drugs. 
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An elderly man has routine blood tests taken before a 
hernia repair. Liver function tests are repeated twice, 
alanine aminotransferase (ALT) and bilirubin are in the 
normal range, but alkaline phosphatase is raised at 380. 
On further questioning he admits to drinking a glass of 
beer per day, smoking 5 cigarettes per day and also to 
pain in his hips and lower back. He has recently been 
assessed for hearing loss. 

Which of the following tests represents the best 
investigation to further confirm the diagnosis? 



♦ 



Isotope bone scan 
Skeletal survey 
Serum immunoglobulins 
Ultrasound scan (USS) liver 
Chest X-Ray 



No.: 50 
Skeletal survey 

The history and blood results here are suggestive of a 
diagnosis of Paget's disease. Recent evidence has 
suggested that limited skeletal survey is superior to 
bone scan for the assessment of the disease. Paget's is 
present in around 2% of the population over 55 
years, this prevalence increases with age and the 
disease is also more common in men (sex ratio 3:2 
men to women). Deafness may be a feature in up to 
half of all patients with skull base Paget's. Osteogenic 
sarcoma is a very rare complication of the disease. 
The mainstay of treatment is with 
bisphosphosphonates. 



No.: 51 

A 16-year-old child with mild learning difficulties is 
referred to the endocrine clinic for review. He is noted 
by the GP to have hypocalcaemia and a raised level of 
parathyroid hormone. On examination there is obvious 
subcutaneous calcification and he has a short fifth 
metacarpal on each hand. 
What is the treatment of choice in this patient? 

Parathyroidectomy 






Calcium supplementation 
Vitamin D supplementation 
Calcium and vitamin D supplementation 
Parathyroid hormone administration 



No.: 51 

Calcium and vitamin D supplementation 

This individual has pseudohypoparathyroidism. It is 
associated with short stature, short metacarpals, 
subcutaneous calcification and variable intellectual 
impairment. Variable degrees of resistance involving 
other G-protein mediated receptors such as those 
linked to thyroid-stimulating hormone (TSH), 
luteiniing hormone (LH) and follicle-stimulating 
hormone (FSH) activity may also be seen. Calcium 
should be monitored frequently during treatment as 
rapid rises in calcium level may occur. 
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A 42-year-old man presents with loss of vision in his 
right eye. Past history of note includes recurrent episodes 
of acute pancreatitis. Funduscopy reveals cotton wool 
spots and a number of flame haemorrhages. On wider 
examination there is evidence of eruptive xanthoma on 
extensor surfaces of upper and lower limbs. 
Which of the following represents the best long-term 
management for this patient? 
(? 






♦ 



Warfarin therapy 
Clopidogrel therapy 
Aspirin therapy 
Fenofibrate 
Pravastatin 



No.: 52 
Fenofibrate 

This patient has presented with retinal vein 
thrombosis and has a past history of recurrent 
pancreatitis. Together with the clinical findings of 
eruptive xanthomata, this picture is highly suggestive 
of familial hypertriglyceridaemia. The mainstay of 
management is commencement of fibrate therapy. 
Where patients have lipoprotein lipase or apoprotein 
CII deficiency, restriction of dietary fat and use of 
medium chain triglycerides for cooking may be 
required. Tendon xanthomata are associated with 
various hyperlipidaemias involving raised 
cholesterol 



No.: 53 

A 22-year-old girl with type 1 diabetes for the past 14 
years presents for review. Recent Hb Ai c is elevated at 
8.0%. Her blood pressure in clinic is 125/80. Past history 
of note includes a number of episodes of cystitis. She has 
dipstick-positive proteinuria and a timed urine sample 
confirms elevated urinary albumin excretion. There is no 
bacterial growth after incubation of a portion of the 
specimen. Renal ultrasound scan shows normal sized 
kidneys. 

Which of the following represents the most 
appropriate management of her proteinuria? 






♦ 



Long-term antibiotics 

Transition to an insulin pump 

Angiotensin- converting enzyme (ACE) inhibition 

p-Blocker therapy 

Calcium antagonist therapy 
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Angiotensin-converting enzyme (ACE) inhibition 

The EUCLID study looked at the effects of treating 
normotensive type 1 diabetes patients with 
microalbuminuria with lisinopril. This showed a 20% 
reduction in urinary albumin excretion vs placebo, 
but the active treatment group did also show a 3- 
mmHg reduction in blood pressure, which may have 
contributed. A similar study in normotensive type 2 
diabetes patients with enalapril demonstrated a 
reduction in urinary albumin excretion. These two 
studies together are taken as evidence for ACE 
inhibition in normotensive microalbuminuric 
patients. 
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A 58-year-old patient who has a history of hypertension 
is operated on by the neurosurgeons for an intracranial 
haemorrhage. Over the next few days his serum sodium 
level progressively declines and by the third day has 
fallen to 1 18 mmol/1 despite fluid restriction to 1L per 
day. Urine osmolarity -700 mOsmo/1, urinary sodium is 
raised at 80 mmol/1. 

Which of the following stems fits best with the 
diagnosis in this patient? 

Addisonian crisis 

Secretion of inappropriate antidiuretic hormone 
(SIADH) 






Cranial diabetes insipidus 

Hypovolaemia 

Fluid overload 
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Secretion of inappropriate antidiuretic hormone 
(SIADH) 

SIADH is well known to occur after head injury, 
central nervous system (CNS) infection or 
intracranial haemorrhage. It is associated with 
hyponatremia and hypotonic plasma, raised urine 
osmolality and excessive urinary sodium excretion 
(usually >50 mmol/1). SIADH is often a transient 
phenomenon and resolves after a few days, in 
patients who fail to respond to fluid restriction, 
demeclocycline, which induces partial diabetes 
insipidus, may be a treatment option. 



•A 
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A 75 -year-old woman has been brought to the casualty 
department by a blue light ambulance after being 
discovered at home by a concerned neighbour. She has 
been seen by a casualty officer who has diagnosed a 
CVA with right hemiparesis and dysphasia and has 
referred her onto the medical team on call. The only 
medical history available is that from the neighbour who 
says that the patient is known to have suffered from an 
irregular pulse. She does not appear to be on any 
medications. The patient is in sinus rhythm, with the 
remainder of her general examination being normal. 
Several routine bloods are requested on the patient to 
determine the cause of her previous irregular pulse and 
CVA. After a few days, the thyroid function tests come 
mckand show: 



TSH 



plasma T4 



T3 



0.2 mU/1 (0.4-5) 



164 nmol/1 (58-174) 



2.71 nmol/1 (1.07-3.18) 



What would be the classification of her thyroid 
status? 



Subclinical central hypothyroidism 



• 



♦ 



Subclinical hyperthyroidism 
Overt thyrotoxicosis 



& 



Physiological change in thyroid hormone status 
associated with old age 



• 



Euthryoid 
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Subclinical hyperthyroidism 

"Subclinical" thyrotoxicosis is defined by the 
presence of a low serum thyrotrophin (TSH) 
concentration with normal serum free thyroxine (T4) 
and triiodothyronine (T3) concentrations, although 
the levels of these are towards the higher limits of 
normal. This is differentiated from overt 
thyrotoxicosis where the TSH is low but the T4 and 
T3 concentrations are high In central 
hypothyroidism, in addition to the low TSH, T3 and 
T4 concentrations (the latter two may be in the 
normal range but towards the lower limits of 
normal), TRH concentration is also low and this is 
often associated with other pituitary hormone 
deficiencies. Old age and pregnancy can both cause 
reduction in serum TSH but in this patient the 
presence of clinical symptoms associated with 
hyperthyroidism (atrial fibrillation) would make a 
physiological cause for low TSH less likely. 
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A 26-year-old dancer is referred by her dentist since he 
was concerned about the erosion of enamel on her teeth. 
The patient herself reports no health problems, and feels 
generally fit and well, admitting to exercising for 3 hours 
every day. However, examination of the patient shows 
her to be thin and she is found to weigh 48 kg but is 1 .7 
m tall. Routine laboratory investigations are performed. 
Which of the following laboratory results is NOT 
compatible with the suspected diagnosis? 






Potassium 2.2 mmol/1 
Sodium 132 mmol/1 
Bicarbonate 35 mmol/1 
Serum calcium levels 1.9 mmol/1 
Serum amylase 47 U/l 



No.: 56 

Serum amylase 47 U/l 

Anorexia nervosa is an eating disorder characterised 
by severe weight loss leading to significant 
physiological consequences — affected patients starve 
themselves into an emaciated state yet continue to 
convince themselves that they are overweight. It is a 
condition that predominantly affects young women 
(M:F ratio of 1:50) especially in industrialised 
countries where cultural pressures encourage a 
woman to be thin. Other associated characteristics 
include excessive physical activity, academic success, 
asexual behaviour, obsessive-compulsive behaviour 
and the use of extreme weight loss methods (eg 
laxatives). Laboratory studies that support the 
diagnosis include a normocytic normochromic 
anaemia due to bone marrow suppression, 
hypokalemia from laxative abuse, metabolic 
alkalosis resulting from vomiting and the 
gastrointestinal loss of HO, hypocalcaemia from 
dietary deficiency and the associated protein 
deficiency, and increased serum amylase level from 
frequent vomiting. 
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A 55-year-old man presents to his GP complaining of a 
cough and breathlessness that has been present for about 
2 weeks. He reports that prior to the onset of these 
symptoms, he was fit and well and was not on any 
medication. He is a known smoker of 10 cigarettes per 
day and has been smoking for over 25 years. On 
examination, the GP was unable to elicit any positive 
clinical signs and diagnosed a mild viral chest infection 
and reassured the patient that the symptoms would settle 
of their own accord. Two weeks later, the patient then 
presented again to the GP, this time complaining of 
thirst, polyuria and generalised muscle weakness. The 
GP noticed the presence of ankle oedema. A prick test 
confirmed the presence of hyperglycaemia and the 
patient was referred to the hospital for investigations 
where the medical registrar ordered a variety of blood 
tests. 
Some of these results are shown below: 



Na 


144mmol/l 


K 


2.2 mmol/1 


Bicarbonate 


34 mmol/1 


Glucose 


16 mmol/1 



What is the most likely diagnosis? 

Ectopic ACTH production 



♦ 



Cushing's disease 
Der matomyo siti s 
Conn's syndrome 
Addison's syndrome 
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Ectopic ACTH production 

The suspicion here is that this patient has a small 
(oat) cell carcinoma of the lung which is a rapidly 
growing aggressive tumour characterised by early 
spread to distant sites. Patients often present with 
disseminated disease. A feature of this tumour is the 
range of paraneoplastic syndromes that occur due to 
the production of a variety of peptide hormones, the 
most common of which are the syndrome of 
inappropriate secretion of antidiuretic hormone 
(SIADH) and the syndrome of ectopic 
adrenocorticotropin hormone (ACTH) production. 
Typical features of Cushing's syndrome are often 
absent in these patients but they may present with 
pigmentation and weight loss accompanied by 
hyperglycaemia, hypokalemia, a metabolic alkalosis 
and increased serum and urine Cortisol 
concentrations. 
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A young female junior doctor is concerned that she has 
put on weight since she was a medical student, as she 
now no longer finds time to exercise. She looks in the 
British National Formulary for drugs that cause weight 
loss and decides to try some on a temporary basis. After 
2 months, she is successfully losing weight but also has 
trouble with increased stool frequency. However, she is 
concerned, as she has also noticed difficulty in climbing 
stairs. She has no problems walking on the flat, but she 
also has difficulty getting up out of chairs. She has 
difficulty in sleeping at the moment but puts that down 
to increased frequency of headaches for the past 2 
months. She asks you, a fellow work colleague, what the 
cause of her weakness could be. 

Which one of the following do you think is the most 
likely? 



♦ 



♦ 



She is just tired from overworking 
She is abusing thyroxine tablets 
She is abusing metformin 
She is abusing insulin injections 
She is abusing laxatives 



•A 
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She is abusing thyroxine tablets 

Thyroxine, metformin and laxatives can all cause 
weight loss. Laxatives cause weight loss by volume 
depletion, not reduced fat. Insulin tends to cause 
weight gain Her weakness fits with a proximal 
muscle weakness, which can be caused by 
hyperthyroidism She may also be tachycardic but 
has not experienced palpitations. Abuse of thyroxine 
by doctors used to be more common as a method of 
keeping awake and active, before the European 
Working Time Directive was introduced. Excessive 
use not only results in proximal muscle weakness but 
also can cause a tachycardic cardiomyopathy, 
arrhythmias, palpitations, muscle cramps, diarrhoea, 
tremors, restlessness, sweating, headaches and 
insomnia. Metformin can cause diarrhoea and 
headaches but does not cause muscle weakness. 
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An 18-year-old patient presents to A&E with 6.4 kg loss 
over 2 weeks and feeling wretched. She has a strong 
family history of Type 1 diabetes mellitus. She has a past 
medical history of brittle asthma and is therefore 
frequently on courses of prednisolone. She also has 
hyperthyroidism and pernicious anaemia. Her urine dip 
was positive for protein only. 



Venous glucose 



Hb Aic 



Arterial pH 



26 mmol/L 



7.2 



Which one of the following clinical factors would lead 
you to starting her on insulin as first-line treatment? 

Proteinuria 

History of autoimmune diseases 



• 
♦ 



Family history of type-1 diabetes 
Frequent use of steroids 
Substantial weight loss 
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Substantial weight loss 

Insulin is likely to be needed as first-line treatment by 
all patients with ketoacidosis, ketonuria, rapid onset 
of symptoms, weakness or substantial weight loss. 
Her pancreas may still have some beta cells left 
initially, so she may respond to oral treatment at 
first, but a close observation of her glucose levels 
must be kept. 



•A 
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A 16 -year-old presents to her GP with a chest infection. 
The GP takes routine blood tests and notices that her 
glucose is mildly elevated. He refers her to the diabetic 
clinic, where you see her and take a full history. At the 
time of the test, she had been unwell for 1 week with a 
chest infection. She has no other medical history and is 
normally fit and well. Her grandmother, mother and 
sister all have diabetes, which presented when they were 
young. Her mother's and sister's diabetes is diet- 
controlled only. Her grandmother has only started to 
need insulin recently. She has two older brothers who do 
not have diabetes. Her family are all very health 
conscious and do not smoke, do not drink excessive 
alcohol and exercise regularly. They all maintain a BMI 
around 20. 

► Venous glucose 12 mmol/L 

How would you best describe the likely diagnosis in 
her case? 



♦ 



Incidental hyperglycaemia 
Type-1 diabetes mellitus 
Type-2 diabetes mellitus 
Syndrome X 



A 



Maturity-onset diabetes of the young (MODY) 
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Maturity-onset diabetes of the young (MODY) 

Maturity-onset diabetes is a genetic subgroup of 
diabetes characterised by autosomal-domJnant 
inheritance, early-onset, non-insulin-dependent 
diabetes and results from a monogenic defect causing 
destruction of the beta cells. Different gene defects 
result in different prognoses, some as here carry a 
sex-linked inheritance pattern. MODY usually 
presents with an apparent isolated mild 
hyperglycaemia but can also present with severe 
hyperglycaemia. 
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A young female patient comes to the clinic with the 
diagnosis of polycystic ovarian syndrome (PCOS) and 
decides she would like some treatment. She tells you that 
her facial hair and acne cause her a great deal of stress. 
She has a BMI of 23. She is not currently interested in 
having children and is currently on the oral contraceptive 
pill. 

Which one of the following would be the most 
appropriate advice? 



♦ 



There is no treatment available 
She should try to lose weight 
She should try clomifene 
She could try metformin 



She should stop taking the oral contraceptive pill 
(OCP) 
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She could try metformin 

Although weight loss is a first line treatment goal in 
obese patients with PCOS (as this helps regulate 
hormone levels), this young woman in fact has a BMI 
within the normal range. The medical treatments 
currently used to reduce androgen secretions in 
PCOS include weight loss, the oral contraceptive pill 
(OCP), spironolactone, 5a-reductase inhibitors such 
as finasteride. Dianette (a combined preparation of 
cyproterone and ethinylestradiol) is particularly good 
at reducing hirsutism and acne. The glitazones and 
metformin are also used to reduce insulin resistance, 
which may help with the symptoms of PCOS. 
Oomifene is a good treatment for subfertility. 



No.: 62 

You see a male patient with an enlarged thyroid who 
clinically appears euthyroid. The rest of his examination 
is normal. The patient is concerned that he has cancer. 
Which one of the following, in his history, would 
carry a higher statistical risk of underlying thyroid 
malignancy and is most likely to be found here? 



Family history of hyperthyroidism 



• 



Strong family history of breast cancer requiring 
multiple checkup mammograms 






Abuse of thyroid tablets as a teenager 
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Family history of familial adenomatous polyposis (FAP) 

The risk factors for thyroid cancer include endemic 
goitre, Hashimoto's thyroiditis which has a 
predisposition to thyroid lymphoma, FAP, history of 
thyroid adenoma, females three times more likely, 
more likely aged over 40 years, exposure to 
radioiodine and radiotherapy. There are no current 
screening tests for thyroid cancer, but there are tests 
to detect recognised gene mutations. If thyroid cancer 
is suspected on ultrasound, a thyroid scan and FNA 
should be arranged. 



Family history of familial adenomatous polyposis 
(FAP) 



• 



Male sex 
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You see a new patient in a diabetic clinic who was 
started on metformin 3 years ago. His weight is 
maintained at around 70 kg. His GP has carried out some 
routine blood tests including his Hb Ale. The patient has 
a history of ischaemic heart disease and heart failure, 
hypertension and moderate renal impairment creatinine 
160 umol/1. 
His medications are as follows: 



metformin 


lRbd 


amipril 


10 mg od 


aspirin 


75 mg od 


clopidogrel 


75 mg od 


simvastatin 


40 mg od 


nifedipine 


20 mg od 


nicorandil 


20 mg bd 


flirosemide 


80 mg bd 


isosorbide mononitrate 


40 mg bd 



► Venous Hb A lc 12% 

Which one of the following antidiabetic regimens 
would you institute? 

Add in glicazide and pioglitazone 



♦ 



Add in glicazide alone 

Add in pioglitazone alone 

Add in nocturnal insulin 

Stop his metformin and start daily insulin 



: 
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Stop his metformin and start daily insulin 

He has very poor control of his diabetes with possible 
end organ damage. He already has moderate renal 
impairment, so both metformin and sulfonylureas are 
contraindicated unless the patient is unable to use 
insulin. Pioglitazone is only indicated as second-line 
therapy if the sulfonylureas are contraindicated as in 
this case, but is contraindicated in heart failure. 
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A type-2 diabetic gentleman presents to diabetic clinic as 
a new patient referred from his GP. He has a past history 
of hypertension, heart failure and hypothyroidism. He is 
currently on metformin 500 mg bd and has excellent 
compliance. He was on glicazide before, but this was 
stopped when he was admitted to hospital with a funny 
turn. 

► Venous Hb A lc 85.79 mmol/mol (10%) 

Which one of the following treatments would be the 
most suitable? 



♦ 
♦ 
♦ 



♦ 



Add in Pioglitazone 

Add in glibenclamide 

Continue metformin with BD mixed insulin 

Add in nocturnal isophane insulin 

Increase metformin to lg bd 
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Continue metformin with BD mixed insulin 

His HbAlc is 85.79 mmol/mol (10%) and there would 
seem to be little gain from increasing his dose of 
metformin further as monotherapy. Glibenclamide is 
a longer acting SU and likely to increase the risk of 
hypoglycaemia and hence " funny turns" . 
Pioglitazone is contra-indicated here because of his 
heart failure. Nocturnal insulin is unlikely to achieve 
control without increasing his risk of hypogylcaemia. 
Hence the best solution appears to be to continue the 
metformin and begin BD mixed insulin, in contrast to 
the monotherapy situation, there may be some value 
in a further increase in metformin to lg BD in 
combination with insulin if he tolerates it. 
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A 45 -year-old patient goes into ventricular tachycardia 
on the ward, he was admitted the previous day with 
a potassium of 7 mmol/L. He is known to have been 
suffering from tiredness and lethargy over the past few 
months and is off work with depression. His blood 
pressure is measured at 105/60 mmHg. He is not on any 
medications. You wish to determine the underlying 
cause for the hyperkalaemia, which is unclear. 
Which one of the following clinical features, if 
present, is most likely to be associated with the cause 
of his hyperkalaemia? 

He had abdominal pain the day before and has 
eosinophilia on his blood tests 
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He had abdominal pain the day before and has 
eosinophilia on his blood tests 

Addison's disease will cause the abdominal pain and 
hyperkalaemia and is the most likely diagnosis here. 
Prednisolone will lead to features of Cushing's 
syndrome, which results in hypokalemia. 
Thyrotoxicosis can cause hypercalcaemia. Renal 
artery stenosis causes secondary hyperaldosteronism, 
which could cause hypokalemia. Hypertension and 
alkalosis, in a patient with hypokalemia not on 
diuretics, is typical of Conn's syndrome. 






• 



He had an elevated T4 level 
He had mildly elevated free T3 
He has an abdominal bruit 
He is alkalotic 
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A 40-year-old solicitor who is attending the 
Hypertension clinic describes a 3 -month-history of 
episodes of headaches and dizziness. In addition he often 
experiences vague central abdominal discomfort. He 
feels that he has lost some weight recently though this 
may be related to a low fat diet he has been trying. 
Examination shows a standing BP of 152/90 mmHg. In 
addition there appears to be a thyroid swelling which has 
not previously been noted. There is glucose in the urine 
dipstick. 

Which one of the following is most likely to be the 
cause? 



♦ 
♦ 
♦ 



♦ 



Cushing's syndrome 
Addison's disease 
Abuse of growth hormone 
Phaeochromocytoma 
Graves disease 
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Phaeochromocytoma 

Cushing's syndrome would not cause weight loss. 
Addison's could be considered, but hypertension 
would be unusual in this condition The episodic 
symptoms, hypertension, glycosuria and thyroid mass 
fit better with a phaeochromocytoma. Graves disease 
would not cause hypertension Abuse of growth 
hormone may lead to insulin resistance and impaired 
glucose tolerance, but not inevitably. 
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A 40 -year-old female patient asks for her cholesterol to 
be measured. She drinks a glass of wine each night and 
swims most days. She is currently on the oral 
contraceptive pill. Her only medical history is diet- 
controlled diabetes. 

Which one of the following is associated with low 
HDL levels? 






♦ 



Alcohol 

Exercise 

Oral contraceptive pill 

Diet-controlled diabetes 

Female sex 
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Diet-controlled diabetes 

Women have naturally higher HDL levels compared 
to men. As this is oestrogen related, the combined 
oral contraceptive pill has the same effect. Exercise is 
also effective in raising HDL cholesterol levels. 
Diabetes causes lowered HDL and raised 
triglycerides, but the total cholesterol level may be 
normal. Low HDL is associated with an increased 
risk of ischaemic heart disease. HMG CoA reductase 
inhibitors are used in primary and secondary 
prevention of coronary events. Statins are 
particularly considered for patients with diabetes 
mellitus and are recommended now for all diabetics 
above 40 years of age in the JBS2 guidelines. They 
are also used in other patients with high calculated 
cardiovascular risk 
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A collapsed patient comes into A&E. In his possession 
are empty prednisolone boxes, and he has a steroid user 
card. He has obvious rheumatoid features on 
examination and some unilateral consolidation on his 
chest X-ray. He is given intravenous fluids and broad- 
spectrum antibiotics. His BP is 100/60 mmHg, his pulse 
is 95/min, his sodium is low at 131 mmol/1. 
Which one of the following would be the most useful 
addition to the current management? 






Thyroid function test before giving steroids 

Oral prednisolone 40 mg 

IV hydrocortisone 100 mg 

Oral prednisolone 20 mg and fludrocortisone 50 ug 

Oral prednisolone 40 mg and fludrocortisone 50 ug 
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IV hydrocortisone 100 mg 

The patient has probably run out of his steroids and 
has a chest infection, so his needs for steroids will be 
higher than normal. He should be given steroids as 
quickly as possible. In his current state, he may not 
be absorbing well, so intravenous should be given 
Prednisolone and fludrocortisone are given for 
patients with Addison's disease. 



No.: 69 

A 30 -year-old man attends the endocrine clinic with 
gynaecomastia. He had mumps aged 8, and broke his 
arm aged 14. Otherwise, he has no past history of note. 
He is on no regular medications. On examination, he is 
tall, with sparse secondary sexual hair pattern. His 
testicular volume is less than 5 ml. 



0900 h testosterone 4 nmol/1 


LH Elevated 


FSH Elevated 



What is the likely underlying diagnosis? 



♦ 



♦ 






Kallmann's syndrome 
Mump's orchitis 
Pituitary adenoma 
Adrenal tumour 
Kleinfelter's syndrome 
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Kleinfelter's syndrome 

The blood tests indicate primary testicular failure. 
Gynaecomastia and infertility are the two commonest 
presentations of Kleinfelter's syndrome (47,XXY 
karyotype), which is often but not inevitably 
associated with reduced secondary sexual 
characteristics. Kallmann's syndrome is 

characterised by anosmia and hypogonadotrophic 
hypogonadism. A pituitary adenoma will also cause 
hypogonadotrophic hypogonadism. Oestrogen- 
producing adrenal tumours may cause 
gynaecomastia but are rare and should not result in 
primary hypogonadism. Both mumps orchitis and 
Kleinfelter's syndrome can cause primary testicular 
failure, but mumps only causes testicular failure 
when it is contracted after puberty. 
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A 38-year-old man presents with ulcerated lesions over 
both shins. They are erythematous around the edges, but 
the centres are yellowed and atrophic with signs of 
ulceration. He has a history of diabetes mellitus. He has 
recently lost his job and has poor standards of personal 
care. 

Which of the following represents the most 
appropriate treatment to the non-atrophied areas? 
(? 



• 



Topical steroids 
Oral prednisolone 
Azathioprine 
Flucloxacillin 
Compression bandaging 
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Topical steroids 

Necrobiosis lipoidica is seen in 0.3-1% of patients 
with diabetes and is more common in females. 
Around 40-60% of patients with necrobiosis lipoidica 
have diabetes and the condition may pre-date the 
development of abnormal blood sugar. Treatments 
with topical steroids, injectable steroids, skin grafting 
and camouflage creams have been used as therapies. 
In practice however, the areas of already atrophied 
skin respond poorly to steroid therapy. 
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A 45 -year-old woman presents to her GP complaining of 
a progressive hoarse voice for about 6 weeks. She denies 
any recent upper respiratory tract infections and is a non- 
smoker. She has no other symptoms and is normally 
very fit and well. She is not on any medications. The 
positive findings on examination include a palpable, firm 
non-tender nodule in the thyroid area that moves with 
swallowing. The nodule measures about 1 cm across and 
has a hard consistency and ill-defined borders. No 
lymphadenopathy is felt. The GP suspects this to be a 
thyroid lump and arranges further investigations for the 
patient. 

Which of the following statements about thyroid 
nodules is TRUE? 

Chest radiography, CT scanning and/or MRI are 

commonly used in the initial work-up of a thyroid 

nodule 

'♦ 

Follicular thyroid carcinoma is the most common 

cancer of the thyroid gland 

*• 

Follicular thyroid carcinoma is part of the multiple 

endocrine neoplasia syndrome 

The prognosis for papillary carcinomas of the 
thyroid is poor 

The addition of iodine to the diet of animals 
increases the proportion of papillary carcinomas. 
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The addition of iodine to the diet of animals increases 
the proportion of papillary carcinomas. 

CXR, CT and MRI are usually not used in the initial 
work-up of a patient with a thyroid nodule except in 
clear cases of metastatic disease. The first imaging 
study that is performed in any patient with a thyroid 
nodule is ultrasonography. Papillary carcinoma is the 
most common thyroid carcinoma and, in general, the 
prognosis for this carcinoma is excellent. Medullary 
carcinoma of the thyroid has a genetic association 
with multiple endocrine neoplasia (MEN) type 2A 
and 2B syndromes. Although the exact aetiology of 
papillary carcinoma has not yet been determined, the 
carcinoma has been induced in animals with the 
administration of excess iodine. 
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A 14-year-old boy has been referred to the medical clinic 
as a result of the findings during his school medical. He 
presents with short stature, less than the lower 3rd 
centile, with his weight being between 10th and 15th 
centiles. He had grown well until aged 11. His 12-year- 
old brother is taller. There is no family history and he is 
currently well apart from a 6 -month history of 
headaches. The general examination is normal, but there 
are no signs of puberty and there is a normal prepubertal 
testes. Appropriate investigations and imaging studies 
are arranged for the patient and, most interestingly, the 
result of the CT scan of the head shows the presence of a 
suprasellar calcified cyst with the cyst content having the 
same density as the CSF. 
What is the diagnosis? 



♦ 



Pseudotumour cerebri 
Craniopharyngioma 
Low-grade astrocytoma 
Neurosarcoidosis 
Tolosa-Hunt syndrome 
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Craniopharyngioma 

Craniopharyngioma is a slow-growing, calcified 
cystic tumour arising from the remnants of the 
craniopharyngeal duct. It compromises 4.2% of all 
childhood tumours. It is slightly more common in 
males than females. The symptoms develop very 
slowly and usually become manifest once the tumour 
has attained a diameter of 3 cm. The commonest 
presentation in young patients is growth failure and 
delayed puberty. The radiological hallmark of a 
craniopharyngioma is the presence of a suprasellar 
calcified cyst, with calcification being more common 
in children than in adults. Using imaging studies, 
CTS is most useful in demonstrating the calcifications 
whereas MRI is essential for defining the local 
anatomy prior to surgical intervention. Surgery is the 
management of choice and may attempt to resect the 
tumour in total, or to reduce the size followed by 
postoperative radiotherapy treatment. 
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A 42-year-old woman attends her GP appointment 
complaining of a 3-week history of a sore throat 
associated with lethargy, a reduced appetite and general 
viral symptoms. She has also felt frequent palpitations 
recently and increased sweating but these appear to be 
settling, with the patient now complaining of occasional 
palpitations. Other symptoms include pain in the lower 
part of her neck made worse with swallowing and an 
occasional hoarseness of her voice. She is otherwise fit 
and well, is not on any medications and is a non-smoker. 
There is no significant family history. The only positive 
findings on examination were residual tenderness over 
her lower anterior neck to palpation and mild tachycardia 
associated with warm skin to touch. No 
lymphadenopathy was palpable. The GP arranged for 
some TFTs which showed a T 4 level slightly above 
normal and a TSH level of < 0.1 mU/1. Her GP 
diagnosed a viral illness and then commenced 
carbimazole 20 mg bd on the basis of her TFT results. 
Two months later, the patient again attended her GP but 
this time complaining of increased lethargy, weight gain 
and a swelling in the lower part of her neck. 
What would be the next most appropriate 
management step? 

Adjust the dose of carbimazole to control the 
patient's symptoms 

Stop carbimazole and consider replacement thyroid 
hormone therapy 

Refer the patient for an ultrasound scan of the 
thyroid gland 

Refer patient for a fine needle aspiration biopsy of 

the thyroid gland 
^» 

Stop all treatment 
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Stop carbimazole and consider replacement thyroid 
hormone therapy 

De Quervain thyroiditis is the most common cause of 
a painful thyroid gland and causes hyperthyroidism 
initially, sometimes followed by transient 
hypothyroidism. The underlying cause is felt to be 
either a viral infection or the postviral inflammatory 
response. The condition is more common in females. 
The typical course of the disease consists of an acute 
phase, in which the main complaint is pain although 
signs of hyperthyroidism may also be present. This is 
followed by a transient asymptomatic and euthyroid 
phase which evolves into the hypothyroid phase. The 
hypothyroid state may become permanent in 5-10% 
of patients, but the vast majority go onto to the 
recovery phase, characterised by normalisation of 
thyroid structure and function The treatment is 
consequently directed towards the two main 
problems of pain and the control of thyroid 
symptoms. Initial symptomatic hyperthyroidism can 
be treated with beta-blockade but antithyroid drugs 
are of no value since the excess circulating thyroid 
hormone is due to the release of pre-existing thyroid 
hormone as a result of follicular damage rather than 
from increased synthesis. If hypothyroidism occurs in 
the late stages, replacement therapy is required and 
is guided by the TSH levels. 



ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 74 

A 45 -year-old woman was referred by her GP for the 
management of her type 1 diabetes and persistent 
hypertension. In addition to insulin for her diabetes she 
was also on sertraline and alprazolam for her depression 
and carbamazepine for her agonizing post-herpetic 
neuralgia. On examination she was obese with a round 
face and moderate facial acne. She was a heavy drinker. 
An overnight dexamethasone suppression test showed 
failure of suppression of Cortisol. A provisional 
diagnosis of Cushing's syndrome was made. However, 
computed tomography (CT) of the abdomen revealed 
normal adrenal glands and the serum Cortisol 
measurement showed normal daily variation. Further 
investigations including a midnight Cortisol later 
excluded Cushing's syndrome. 
What was the reason for her failed initial 
dexamethasone suppression test? 

Interference of metformin with the Cortisol 
radioimmunoassay 

Variance of baseline Cortisol due to fluctuating 
glycemic control 

The compounding effect of alcohol and 
carbamazepine on the cytochrome dP-450 system 

Fluctuating level of adrenocorticotropic hormone 
(ACTH) and Cortisol due to non-compliance with insulin 
treatment 

Ectopic ACTH production 
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The compounding effect of alcohol and carbamazepine 
on the cytochrome dP-450 system 

The overnight dexamethasone suppression test is 
usually used as a screening test for Cushing's 
syndrome. This test has a false-positive rate of up to 
2-12%, Dexamethasone is primarily metabolised by 
the cytochrome P-450 system, by hepatic CYP3A4, an 
enzyme complex responsible for the metabolism of 
many xenobiotics. Considerable increases in 
cytochrome P-450 enzymes can be seen in regular 
smokers and people who drink alcohol regularly. 
Several drugs such as phenobarbital, primidone, 
ethosuximide, carbamazepine and rifampicin induce 
the activity of C YP3 A4, and can lead to false positive 
dexamethasone suppression tests. 

1: Privitera MR, Greden JF, Gardner RW, Ritchie 
JC, Carroll BJ. Interference by carbamazepine with 
the dexamethasone suppression test. Biol Psychiatry 
1982; 17: 611-20. 

2: MeMe AW, Stanchfield JB, West CD, Tyler FH. 
Hydrocortisone suppression test for Cushing 
syndrome: therapy with anticonvulsants. Arch Intern 
Med 1974; 134: 1068-71. 
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A 40 -year-old man attends the GP surgery for review. 
He reports pain in his calves while walking his dog after 
only quite modest exercise. There is a history of smoking 
40 cigarettes per day and early cardiovascular disease in 
the family. On examination he has tendon xanthomas 
affecting the extensor tendons of his fingers and at the 
elbows. You notice that he appears to have corneal 
arcus. 

Which of the following represents the most likely 
diagnosis in this case? 



♦ 



Heterozygous familial hypercholesterolaemia 
Homozygous familial hypercholesterolaemia 
Familial hypertriglyceridaemia 
Apo CII deficiency 
Tangier disease 
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Heterozygous familial hypercholesterolaemia 

This is an autosomal dominant condition with a gene 
frequency of 1:500 in America and Western Europe. 
Homozygotes present with very early cardiovascular 
disease, even as early as the second decade of life. 
Heterozygotes rarely present before age 30. In this 
case the likely underlying diagnosis is intermittent 
claudication. Tendon xanthomas are strongly 
associated with familial hypercholesterolaemia. Total 
cholesterol in heterozygotes is usually above 7.8 
mmol/1, with normal triglyceride levels, it will be 
above 15 mmol/1 in homozygotes. Treatment is with 
aggressive lipid lowering therapies, such as high dose 
statins +/- the addition of ezetimibe. 
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A 50-year-old gentleman with a past history of atrial 
fibrillation and periods of paroxysmal ventricular 
tachycardia on 24hr tape, is referred to the outpatient 
clinic with weight loss and tremor. He is clinically 
hyperthyroid. He takes warfarin and amiodarone. 
Blood results are as follows: 



Thyroxine (T 4 ) 


100 nmol/1 


Thyroid- stimulating hormone (TSH) 


<0.01mu/l 



A colour flow Doppler ultrasound of his thyroid shows 
increased blood flow. 

What would be the preferred next management step? 

Stop amiodarone 

Start prednisolone 30 mg od and carbimazole 40 mg 
od 






Start carbimazole 40 mg od 
Arrange a thyroidectomy 
Arrange radioiodine therapy 
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Start carbimazole 40 mg od 

This is an example of type 1 amiodarone -induced 
hyperthyroidism (AIT). The high iodine content of 
the amiodarone induces release of thyroid hormone 
(Jod-Basedow effect) and causes hyperthyroidism. In 
type 2 AIT. the amiodarone causes a destructive 
thyroiditis. Colour flow Doppler ultrasound can be 
used to differentiate the two. Blood flow is increased 
in type 1 and decreased in type 2. High-dose 
antithyroid drugs are needed to treat type 1 AIT as 
they have less effect due to the high iodine load. 
Radioiodine is not usually effective due to reduced 
uptake by the thyroid due to high iodine levels. 
Steroids in combination with antithyroid drugs help 
to treat type 2 AIT; however, these have no role in 
type 1 AIT. Amiodarone should be discontinued if 
possible, but in this case, given the VT, this decision 
should be considered carefully in conjunction with a 
cardiologist. Thyroidectomy in the thyrotoxic may 
precipitate thyroid storm. 
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A 51 -year-old woman is brought in to the emergency 
department severely unwell with a 3-h history of severe 
shortness of breath and weakness. On admission she is 
tachycardic and hypotensive with a blood pressure (BP) 
of 80/60 mmHg. She is afebrile, and examination of her 
chest reveals bilateral fine crackles up to her mi dz ones. 
During initial assessment her BP falls to 60 mmHg 
systolic and she is treated with furosemide and inotropes. 
She makes a gradual recovery and an echocardiogram 
performed that day reveals severe cardiomyopathy with 
a left ventricular ejection fraction of 30%. Initial blood 
tests including full blood count, urea and electrolytes, 
troponin and liver function tests are within normal limits. 
On further questioning the patient admits to having had 
recurrent episodes of headache over the past month. She 
has no other significant medical or family history. 
During a workup for the cause of her presentation a 
computerized tomography scan (CT) of the abdomen is 
performed which shows a 5 cm enhancing intra- 
abdominal mass close to the origin of the inferior 
mesenteric artery. 

What is the most appropriate next step in 
investigation? 

CT guided biopsy of the abdominal lesion 



131 






I-metaiodobenzylguanidine (MIBG) scan 
24-h urinary catecholamines 
Drug screen 
Exercise stress test 
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24-h urinary catecholamines 

Phaeochromocytoma is a rare, catecholamine- 
secreting tumour most commonly found in the 
adrenal medulla. Although the typical presentation is 
that of hypertension with paroxysms of headache, 
palpitations and sweating, it can also present with 
severe hypotension from catecholamine-induced 
cardiomyopathy as in this case. Approximately 10% 
of tumours are extra-adrenal (sometimes called 
paragangliomas), 10% are bilateral and 10% are 
malignant. Phaeochromocytomas are associated with 
a number of syndromes including multiple endocrine 
neoplasia (MEN) 2A and MEN 2B. Diagnosis is made 
by demonstrating elevated catecholamine levels in a 
24-h urine sample. A scan with 131 iodine-labelled 
metaiodobenzylguanidine (MIBG) is used in cases 
where a tumour is confirmed biochemically but 
cannot be identified on computerized tomography 
(CT) or magnetic resonance imaging (MRI) scanning. 
Treatment is by surgical excision of the tumour after 
pharmacological alpha and beta-adrenergic 
blockade. Option D (drug screen) is included as 
cocaine ingestion may be considered in the 
differential when a relatively young patient presents 
acutely with symptoms of heart failure that may be 
secondary to myocardial infarction. 
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An 18-year-old girl with history of anorexia presents 
with nausea and abdominal pain. 
Investigations show: 



urea 


20.0 mmol/1 


creatinine 


100 umol/1 


sodium 


144 mmol/1 


potassium 


4.0 mmol/1 


corrected calcium 


3.64 mmol/1 


plasma parathyroid 
hormone (PTH) 


levels 9.8 pmol/1 
(0.9-5.4) 



What would your initial treatment be? 

0.9% saline 

Subcutaneous calcitonin 
Pamidronate infusion 
Oral prednisolone 
Emergency surgery 



•A 
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0.9% saline 

The initial diagnosis here is hypercalcaemia, which 
can cause severe gastrointestinal disturbance. Serum 
levels above 3.5 mmol/1 are associated with cardiac 
arrythmias, coma and pancreatitis and urgent 
treatment is required. The raised parathyroid 
hormone suggests that the raised calcium is 
secondary to primary hyperparathyroidism and in a 
young woman the most likely cause would be a 
parathyroid adenoma. 

Hypercalcaemia is often associated with severe 
dehydration that increases the risk of renal damage. 
The bisphosphonate pamidronate is the treatment of 
choice to reduce osteoclast activity and hence bone 
resorption of calcium but should always be preceded 
by aggressive rehydration to prevent renal tubular 
damage. Calcitonin also reduces calcium but is 
considered second line therapy for those intolerant of 
bisphosphonates. Prednisolone is used to treat 
hypercalcaemia associated with sarcoid. Adenomas 
should be removed surgically as there is a small risk 
of malignancy 
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A 52-year-old man comes to an annual check up clinic 
for non-insulin-dependant diabetes mellitus (NIDDM), 
which is controlled by metformin. He was diagnosed 
with diabetes 1 1 years ago after an inferior myocardial 
infarction. In clinic today his blood pressure (BP) is 
160/95 mmHg and his body mass index (BMI) is 26. He 
has normal fundi and examination of his feet show 
normal sensation and peripheral pulses. 



cholesterol 


4.6 mmol/1 


urea 


7.4 mmol/1 


creatinine 


109 umol/1 


HbAlc 


57.38 mmol/mol (7.4%) 


albumin : 
creatinine ratio 


3.8mg/mmol(<3.5 
males/<2.5 females) 



Which of the following is likely to have the greatest 
impact on his future risk of complications? 



♦ 



Start a sulphonylurea 
Start insulin 



Add an angiotens in-converting enzyme (ACE) 
inhibitor to his calcium antagonist 

Add a thiazide to his calcium antagonist therapy 

Add a fibrate to his statin therapy 
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Add an angiotensin-con verting enzyme (ACE) inhibitor 
to his calcium antagonist 

UK NICE guidelines suggest that in type 2 diabetes 
mellitus a target HbAlc of <53 mmol/mol (<7%) and 
a blood pressure of 140/80 mmHg should be adhered 
to, but unfortunately in late stage patients who have a 
positive cardiovascular history, both ACCORD and 
VADT showed no benefit of aiming for a HbAlc of 
less than 47.54 mmol/mol (6.5%). ACCORD also 
looked at the addition of fenofibrate to statin therapy, 
but found no impact on future macrovascular events. 
Therefore the greatest benefit is likely to be gained by 
ACE inhibition with respect to both renal 
progression and macrovascular disease. 



-j 
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A 70-year-old woman presents to the Accident and 
Emergency Department with thirst, polyuria and 
constipation. Her family also feel that she has been 
depressed over the last few weeks, which is unusual for 
her. Examination is unremarkable apart from generalised 
abdominal tenderness and a scar noted on the left breast 
form a previous lumpectomy for breast carcinoma. 
Initial blood tests reveal the following: 



Urea 


10.0 mmol/1 


Creatinine 


100 umol/1 


Sodium 


144 mmol/1 


Potassium 


4.0 mmol/1 


Corrected calcium 


3.84 
mmol/1 


Plasma parathyroid 
hormone (PTH) levels 


0.8 pmol/1 
(0.9-5.4) 



Which single initial management choice would be 
most appropriate from the list below? 



♦ 



Fluids iv 
Oral furosemide 
Steroids iv 
Pamidronate iv 
Calcitonin 



•A 
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Fluids iv 

The initial diagnosis here is hypercalcaemia, which 
can cause severe gastrointestinal disturbance. Serum 
levels above 3.5 mmol/1 are associated with cardiac 
arrhythmias, coma and pancreatitis and urgent 
treatment is required. The low parathyroid hormone 
precludes parathyroid disease as a cause and in this 
age group (particularly with a previous malignancy) 
metastatic bone disease would be high on a list of 
differential diagnoses 

Hypercalcaemia is often associated with severe 
dehydration that increases the risk of renal damage. 
The bisphosphonate pamidronate is the treatment of 
choice to reduce osteoclast activity and hence bone 
resorption of calcium but should always be preceded 
by aggressive rehydration to prevent renal tubular 
damage. In the case described here, these would 
therefore be used as a next step following IV fluids. 
Furosemide should only be given with fluid 
resuscitation if there is evidence of ventricular strain 
and pulmonary oedema. Calcitonin also reduces 
calcium but is considered second line therapy for 
those intolerant of bisphosphonates. Prednisolone is 
used to treat hypercalcaemia associated with sarcoid. 
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A 28-year-old woman presents to her GP complaining of 
tiredness and malaise which came on after a short viral 
illness. She also has pain which appears to be referred to 
her lower jaw. On examination of the neck the GP 
notices that the thyroid gland appears to be generally 
tender and is nodular on palpation. TSH is measured at 
less than 0.05mU/l (0.4-5), ESR is raised at 45mm/hr, 
and a technetium scan reveals decreased thyroid uptake. 

Which of the following is the most likely diagnosis? 

Hashimoto's thyroiditis 
Riedel's thyroiditis 



♦ 



♦ 



Grave's disease 

de Quervain's Thyroiditis 

Pyogenic thyroiditis 
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de Quervain's Thyroiditis 

de Quervain's thyroiditis is classically described as 
being post viral in origin. Symptoms include malaise 
and pain which may be over the thyroid itself or 
referred to the lower jaw, ears or even the occiput. 
Biochemical thyrotoxicosis may be present at first, 
although patients become euthyroid or even 
hypothyroid later. ESR is also raised. 
Radionucleotide scanning reveals decreased uptake 
from the thyroid gland. Management may include 
non-steroidals in mild cases, corticosteroids, (e.g. 
prednisolone 20-40mg PO daily), or propranolol for 
severe thyrotoxicosis symptoms. Riedel's thyroiditis 
is characterised by intense fibrosis of the gland. 
Pyogenic thyroiditis is rare and is associated with a 
pyogenic infection elsewhere. Grave's is associated 
with a homogeneous increase in radionucleotide 
uptake in the thyroid. 
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A 28-year-old woman consults her doctor because of 
lethargy. She is currently taking fluoxetine for post-natal 
depression, her child now being 5 months old. Other past 
history of note is Type 1 diabetes, for which she is using 
a basal bolus insulin regime. Her thyroid hormone tests 
reveal a TSH of 7mU/l (0.4-5) and a free T4 of 8.0 
pmol/1 (10-22). Anti TPO antibodies are positive. 

Which of the following most accurately represents 
her prognosis? 

{a 

She is likely to progress rapidly to thyrotoxicosis 

She is more likely to become euthyroid than to 
remain hypothyroid 

She is more likely to remain hypothyroid than to 

become euthyroid 
*^» 

Corticosteroids can improve the chances of 

becoming euthyroid 

Permanent thyroxine replacement therapy is likely 
to be needed 
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She is more likely to become euthyroid than to remain 
hypothyroid 

Post-partum thyroid dysfunction is said to occur in 5- 
10% of women during the first year after the birth of 
a child. Hyperthyroidism is said to occur within the 
first 4 months of pregnancy, the only symptom of 
which may be tiredness, with hypothyroidism 
occurring later, at the 3-7 month stage, often 
symptoms are mild and non-specific. Spontaneous 
recovery occurs in the majority of patients within 6- 
12 months of delivery; although around 40% 
eventually go on to develop permanent 
hypothyroidism. In patients with post-partum 
hypothyroidism, low dose thyroxine (e.g. 50 ug) may 
be used to allow for spontaneous recovery to occur 
with re-checking of thyroid function off therapy after 
6 months of treatment. Propranolol may be 
considered for symptoms of post-partum 
thyrotoxicosis. 



No.: 83 






A 5 6 -year-old man presents to his doctor for review. He 
has been suffering particularly from increased bony pain 
around his lower back and pelvic region over the past 
few months. Some degree of hearing loss was diagnosed 
two years ago. Blood testing reveals normal calcium 
levels but alkaline phosphatase is raised. X-rays reveal 
features on skull x-ray consistent with Paget' s disease 
and increased activity on bone scan is seen in the lumbar 
vertebrae and pelvis. You commence bisphosphonate 
treatment. 

Which of the following represents the most 
appropriate way to monitor disease activity in this 
man? 



♦ 



♦ 



3 monthly alkaline phosphatase levels 
6 monthly alkaline phosphatase levels 
6 monthly acid phosphatase levels 
6 monthly calcium levels 
Yearly isotope bone scanning 
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6 monthly alkaline phosphatase levels 

The goals of therapy in Paget' s disease are to 
normalise bone turnover and achieve an alkaline 
phosphatase as a marker of this, in the normal range 
if possible. Bisphosphonates have become the 
mainstay of therapy, with daily, weekly, monthly and 
intravenous intermittent formulations now all 
possibilities for treatment. It appears that the more 
aggressive initial therapy is, then the longer a period 
of remission may be achieved. Alkaline phosphatase, 
as a non-invasive method, appears to be the best way 
to monitor disease activity. Deafness may occur in up 
to half of patients with skull base Paget' s, spinal cord 
compression may also occur. Rarer complications 
include hydrocephalus and osteogenic sarcoma. 
Sarcomas are found most commonly in the humerus 
or femur and a rapid increase in pain in one limb 
may arouse suspicion, although it may of course just 
be a marker of increased disease activity. 
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A 38-year-old man attends the clinic with long-standing 
Type 1 diabetes. Unfortunately he has developed 
nephropathy, with a recent creatinine measured at 1 80 
lumol/1, and microalbuminuria. Last year he received 
laser treatment to his left eye for severe retinopathy. He 
is currently treated with a twice a day regime of mixed 
insulin (Mixtard 30/70) at a dose of 12U BD. A recent 
HbAlc was measured at 59.56 (7.6%). You review his 
home glucose record and find that 2hr post meal 
glucoses are high at 12 mmol/1; yet he appears to be 
suffering attacks of hypoglycaemia late in the afternoon 
before his evening meal, and occasionally before 
breakfast. His BMI is 22. He is reluctant to increase his 
numb er of inj ections . 

Which of the following represents the best advice 
with respect to his treatment irrespective of patient 
preference? 

Reduce his portion size in an attempt to take in 
fewer calories 

Alter his insulin to a basal bolus regime involving 
glargine and novorapid 

Increase his BD insulin dose to 14U 

Increase the proportion of short acting insulin in his 
mixed insulin dose 

Advise him to snack more in the middle of the 
afternoon and prior to going to bed 
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Alter his insulin to a basal bolus regime involving 
glargine and novorapid 

This man has documented microvascular disease 
with proven retinopathy and nephropathy. In this 
population optimal glycaemic control would be 
indicated by an HbAlc of 47.54 mmol/mol (<6.5%) if 
possible. The problem for this gentleman is that 
increasing his BD insulin would only exacerbate the 
problem of late between dose hypoglycaemia. 
Snacking, but remaining on BD insulin would only 
serve to increase his total energy intake and may 
worsen his glycaemic control. Reducing his portion 
size may impact on his post-prandial blood glucose 
levels but increase the risk of late hypoglycaemia, as 
would increasing his BD insulin dose. Novorapid, as a 
short acting insulin, and glargine as an insulin 
analogue associated with less hypoglycaemia, would 
therefore be the most appropriate choice for him 



,j 
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A 32-year-old woman is referred to the clinic by the 
Emergency department. She has had three episodes of 
collapse over the past 5 months. There is also a history 
of increased hunger which has been accompanied by 
gradual weight gain. On further questioning, family 
history reveals no useful information. You elect to admit 
her at for a period of fasting. The morning after 
admission, after some 16hrs without food she complains 
of feeling faint. You draw blood for analysis: 



Glucose 


2.1 mmol/1 


Insulin 


7 mU/1 with increased proportion of 
proinsulin 


C 

Peptide 


also elevated 


Cortisol 


550nmol/l 



Which of the following diagnoses fits best with this 
clinical picture? 

Abuse of insulin secretagogues 






Abuse of insulin 
Insulinoma 
Glucagonoma 
Addison's disease 



: 
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Insulinoma 

After a 15 hr fast the cut-off normal limits for glucose 
and insulin are 2.5 mmol/1 for glucose, and 5 mU/1 for 
insulin. As such this patient has an inappropriately 
low glucose and raised insulin level. As she is in 
hospital, abuse of insulin secretagogues is unlikely. 
Abuse of insulin would lead to raised insulin levels 
without a corresponding rise in c-peptide. By 24hrs, 
fasting leads to a detection rate of 78% for 
insulinoma, if the fast is extended to 72hrs, this 
detection rate increases to 98%. Insulinomas have an 
incidence of 1-2/million/year, are commoner in 
women and may be associated with the MEN-1 
syndrome in around 10%. 90% of them are less than 
2cm in size. More of the insulin released by an 
insulinoma remains as proinsulin, so that proinsulin 
levels are often raised as a proportion of total insulin 
levels. A glucagonoma of course leads to 
hyperglycaemia, the Cortisol levels in this patient are 
appropriately towards the upper end of the normal 
range, making Addison's disease very unlikely here. 
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A 3 1 -year-old woman is referred by her GP as an 
Emergency. She gives a history of malaise and weight 
loss. Most recently she collapsed at home and has 
suffered from persistent vomiting over the past 24hrs. 
Other past history of note includes a deep vein 
thrombosis in pregnancy and positive screen for anti- 



ohospholipic 



antibody syndrome. Blood testing reveals:- 



Na + 


128 mmol/1 


K + 


6.0 mmol/1 


Urea 


9.1 mmol/1 


Creatinine 


128 micromol/1 


Hb 


10.1 g/dl 


MCV 


99fl 


ESR 


41 mm/hr 


Glucose 


3.1 mmol/1 



You arrange for a blood sample to be sent for Cortisol. 

Which of the following is the most appropriate next 
step in managing this patient? 

Arrange a short synacthen test for the following 
morning 

Start prednisolone 30mg PO oral 
*^« 

Start fludrocortisone lOOmcg daily 

Start IV 5% dextrose fluid replacement 

Start IV 0.9% saline and give a bolus of 
hydrocortisone IV 
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Start IV 0.9% saline and give a bolus of hydrocortisone 
IV 

This woman has anti-phospholipid antibody 
syndrome which may have led to adrenal infarction, 
precipitating this presentation with an Addisonian 
crisis. Autoimmune disease is the commonest cause of 
Addison's in the developed world, although 
malignancy and infection, e.g. with tuberculosis may 
also be responsible. You should not wait for a 
synacthen test prior to commencing therapy. Initial 
treatment is with rehydration, and several litres of 
normal saline may be required during the first 24hrs 
of therapy. A bolus of hydrocortisone lOOmg IV 
should also be given. If the patient is able to take oral 
medication this can then be given as regular oral 
hydrocortisone, or could be given IM if needed. 
Fludrocortisone replacement is not normally 
required in the acute stage, but can be added once the 
dose of hydrocortisone is reduced after a few days. 
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No.: 87 

A 40 -year-old man presents to the clinic for advice. He 
works as a solicitor, keeps fit, is of normal weight and is 
a non-smoker. He is worried as his father and brother 
both died of myocardial infarction during their early 
forties. On examination he is of normal weight with a 
BMI of 24 and has a blood pressure of 135/78 mmHg. 

Fasting bloods: 



LDL cholesterol 


6.0 mmol/1 


Triglycerides 


3.3 mmol/1 


HDL cholesterol 


0.8 mmol/1 


Glucose 


4. 1 mmol/1 


TSH 


0.5mU/l (0.4-5) 



What is the most appropriate action in this case? 

Commence fenofibrate therapy 

Reassure this gentleman that his cardiovascular risk 
is low and discharge him 



• 



Advise him to diet and reduce his fat intake 
Start atorvastatin therapy 
Start ezetimibe 



No.: 87 

Start atorvastatin therapy 

This man is likely to have familial combined 
hyperlipidaemia, present in around 1/250 individuals 
and associated with premature cardiovascular 
disease. The most common type of familial 
dyslipidaemia, it may be responsible for up to 10% of 
cases of premature cardiovascular disease. Given that 
he already lives a healthy lifestyle, dietary 
modification is unlikely to significantly impact on his 
lipid parameters. As such, statin therapy is likely to 
be the most effective option for him. Whilst ezetimibe 
is a promising option for add in therapy to statins, it 
would not be the optimal first choice in this 
gentleman. 
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No.: 88 

A 38-year-old South- Asian man is referred to the 
outpatient clinic. He is currently undergoing treatment 
for tuberculosis, which is known to involve the renal 
tracts in this case. Only other past history of note is 
hypertension for which he takes ramipril lOmg daily. 
The infectious disease doctor has referred him to you 
because of some abnormal tests: 


No.: 88 

Arrange a short synacthen test 

This man is not acutely unwell and you have time to 
confirm the diagnosis of hypoadrenalism with a short 
synacthen test. If this was positive then you would 
consider commencing hydrocortisone replacement. 
His thyroid function tests are abnormal, but you 
would not commence thyroid hormone replacement 
at this stage. Commencing thyroxine in a patient with 
hypoadrenalism may precipitate a rapid 
deterioration in their condition. It would be most 
important to confirm the diagnosis of adrenal 
insufficiency, commence steroid hormone 
replacement and then re-check the thyroid function 
testing later. The adrenal calcification suggests the 
possibility of tuberculosis infection, so that ant- 
adrenal antibodies are unlikely to be helpful here. 


TSH 


6.5 mU/1 (0.4-5) 




Free T4 


8.4 pmol/1 (10-22) 


r 


5.9mmol/l 


Na + 


131 mmol/1 


CT scan 


Adrenal calcification 


His blood pressure in the clinic is actually low with a 

systolic of 100 mmHg. 

Which of the following actions would be most 

appropriate in this case? 

• 

Commence 50 meg thyroxine/day 

Check anti-TPO antibodies 

Arrange a short synacthen test 

Commence fludrocortisone lOOmcg/day 

Check anti-adrenal antibodies 
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No.: 89 

A 25 -year-old woman presents to the GP with tiredness, 
weight loss and diarrhoea. She has also been suffering 
from heavy periods over the past few months. On 
examination she looks tanned, but very thin and 
emaciated. 

Bloods; 



Hb 


9. 1 g/dl (normocytic) 


WCC 


6.1x1071 


PLT 


195 xl07l 


Na + 


132 mmol/1 


K + 


5.8mmol/l 


Ferritin 


25 Vg/1 


Folate 


4 lug/1 


Ca ++ 


2.05 mmol/1 


Alb 


28g/l 


ALT 


42U/1 


TSH 


6.2 U/l 


lucose 


5.8 mmol/1 



Which of the following is the most likely diagnosis? 



Coeliac disease 



♦ 






Polyglandular syndrome Type 1 
Polyglandular syndrome Type 2 
Polyglandular syndrome Type 3 
HIV infection 



: 



No.: 89 

Polyglandular syndrome Type 2 

This patient has hypothyroidism as evidenced by the 
raised TSH, symptoms consistent with coeliac 
disease, and a raised potassium and low sodium 
suggestive of the possibility of Addison's disease. 
Type 1 polyglandular syndrome is characterised by 
mucocutaneous candidiasis, hypoparathyroidism and 
Addisons, whereas Type 2 is characterised by 
addisons, hypothyroidism and Type 1 diabetes, 
hypogonadism, coeliac and myasthenia gravis may 
also be seen. A short Synacthen test and appropriate 
corticosteroid replacement will form an essential part 
of this woman's therapy. She should also be 
adequately investigated for both coeliac disease and 
autoimmune hypothyroidism. 
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No.: 90 

A 5 3 -year-old man with Type 2 diabetes attends the 
clinic for review. He has had diabetes for 5 years and is 
currently managed with metformin lg PO BD and 
pioglitazone 30mg daily. You understand that he 
suffered a myocardial infarction while on holiday some 5 
months earlier and has suffered very minor episodes of 
angina since. He is treated with atorvastatin 40mg, 
aspirin 75 mg, ramipril lOmg and GTN PRN and most 
recently has had trouble with increasing shortness of 
breath and peripheral oedema. His BP is 142/80 mmHg, 
his BMI is 29. 



Investigations; 


Hb 


13.4 g/dl 


WCC 


5.6xl0 9 /l 


PLT 


299 xl07l 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


120lumol/l 


HbAlc 


57.38 mmol/mol (7.4%) 



Which of the following represent the most 
appropriate management in this case? 



• 



♦ 



Leave the diabetes therapy unchanged 

Add a sulphonylurea to the regime 

Change the pioglitazone therapy for something else 



Switch to basal bolus insulin therapy as this has the 
best evidence for cerebrovascular prevention 



♦ 



StartaGLPl 



No.: 90 

Change the pioglitazone therapy for something else 

This man has a history of ischaemic heart disease and 
evidence of heart failure. As such a glitazone is likely 
to be dangerous with respect to the possibility of 
worsening his heart failure and increasing the risk of 
cardiovascular events. For these reasons the 
pioglitazone should be discontinued. The most 
appropriate alternative in this man would probably 
be to substitute the glitazone for a sulphonylurea. 
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No.: 91 

A 27-year-old woman is brought to the Emergency room 
by the police. She is convinced that her husband is trying 
to poison her. Her husband tells you that she is hardly 
sleeping and seems almost hyperactive at present. She 
has a first child who is 4-months-old. On examination 
her BP is 150/85 mmHg, with a pulse of 100/min, atrial 
fibrillation. 

Bloods; 



Hb 


12.5 g/dl 


WCC 


5.7x1071 


PLT 


282xl0 9 /l 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


90 umol/1 


TSH 


<0.05 U/l 


T4 


31.2nmol/l 


Anti -microsomal antibody 


positive 



Which of the following is the most likely diagnosis? 

Hashimoto's thyroiditis 

i 

Grave's disease 






Post-partum thyroiditis 
Post-natal depression 
Atrophic thyroiditis 



•A 



No.: 91 

Post-partum thyroiditis 

Post-partum thyroiditis presents with 

hyperthyroidism in around 1/3 rd of sufferers some 1- 
4 months post pregnancy. In rare cases thyrotoxicosis 
may be associated with a psychotic presentation as 
seen here. The period of hyperthyroidism is followed 
by hypothyroidism and then resolution of the 
condition in the majority of patients, l/3rd of women 
however develop permanent hypothyroidism in 
which case permanent thyroid replacement is 
required. 
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No.: 92 

A 6 8 -year-old woman presents with an ulcer over the left 
medial malleolus on her left leg. She has a history of 
obesity and hypertension, and has been recently 
diagnosed with Type 2 diabetes. On examination she has 
obvious bilateral varicose veins; there is no evidence of 
diabetic neuropathy. 

Investigations; 



Hb 


14.0 g/dl 


WCC 


6.1 xl07l 


PLT 


310xl0 9 /l 


Na + 


140 mmol/1 


r 


5.0mmol/l 


Creatinine 


140 umol/1 


Glucose 


8.1 mmol/1 


ABPI 


0.9 



Which of the following options offers the best chance 
for complete healing of the ulcer? 

Lower limb angioplasty 






Multi-layer bandaging 
Maggot therapy 
Debridement 
Fucidin ointment 



•A 



No.: 92 

Multi-layer bandaging 

Whilst maggot therapy and surgical debridement 
may have a role to play in the management of venous 
ulceration, multi-layer bandaging is most useful in 
reducing lower limb oedema and improving the 
chances of healing. It is also crucial for patients to 
rest and keep the leg up where possible. An ankle 
brachial pressure index (ABPI) measurement is 
essential before beginning bandaging, as if there is 
significant arterial insufficiency, blood supply to the 
lower limb may be threatened. An ABPI of 0.8 has 
become a pivotal figure in the management of leg 
ulceration, defining the cut-off point for high 
compression bandaging and is frequently taken as 
indicating the presence of a so-called 'mixed ulcer'. 
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No.: 93 

A 32-year-old man presents to the urology clinic with 
tiredness and lethargy and failure to maintain an 
erection. On further questioning he just doesnt feel like 
having sex. Additionally over the past few months he has 
noticed blurring at the edges of his vision and has 
banged into the door frame a number of times. 

Investigations 



Hb 


12.3 g/dl 


WCC 


5.6xlO y /l 


PLT 


200 xl0 9 /l 


Na + 


140 mol/1 


r 


4.6 mmol/1 


Creatinine 


130 umol/1 


Prolactin 


8530 


TSH 


0.8 


MRI 


large pituitary adenoma with significant 
optic nerve compression 



Which of the following is the most appropriate 
therapy? 



• 



Pituitary radiotherapy 

Trans- sphenoidal pituitary resection 



Bromocriptine 



Bromocriptine and plan for trans -sphenoidal 

adenomectomy 

# 

Selegeline 



No.: 93 

Bromocriptine and plan 
adenomectomy 



for trans -sphenoidal 



Whilst dopamine agonists such as bromocriptine or 
selegeline are an important part of the management 
of prolactinoma, the situation of optic nerve 
compression gives no time to wait. As the MRI proves 
optic nerve compression, he should progress to 
surgery. In this situation, dopamine agonists may also 
be used as an adjunct to surgery. 
Hyperprolactinaemia recurs in around 15-20% of 
patients who suffer from macroprolactinoma, but 
mortality is less than 1%. 
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No.: 94 

A 38-year-old man with a history of hypertension is 
referred to the endocrine clinic. The GP has not yet 
commenced anti-hypertensive therapy, but is worried, as 
three measured BPs over the past 2 months have been 
over 150mmHg systolic. On examination he looks well, 
his BP is 157/92 mmHg. His BMI is 29. 

Investigations 



Hb 


12.1 g/dl 


WCC 


4.1x1071 


PLT 


190x1071 


Na + 


139mmol/l 


r 


3.9mmol/l 


Creatinine 


110lumol/l 


Fasting glucose 


5.2mmol/l 



Urinary free Cortisol 320nmol/24hr (Normal<280) 



Renin 



Aldosterone 
(normal diet) 



Supine 



3.0 pmol/ml/h 

(1.1-2.7) 



600 pmol/ml 
(135-400) 
after 30 min 
supine 



Erect 



5.0 pmol/ml/h 
(3.0-4.3) after 30 
min upright 



1200pmol/ml 
(330-830) after 
4h upright 



Which of the following is the most likely diagnosis? 

Conn's syndrome 



• 
• 



Cushings syndrome 
Phaeochromocytoma 
Renal artery stenosis 
Coarctation of the aorta 



No.: 94 

Renal artery stenosis 

This man has a urinary free Cortisol which is only 
slightly above the upper limit of normal. False 
positive results may be seen, particularly in obesity or 
if there is significant alcohol consumption. Both his 
renin and aldosterone levels are raised, which rules 
out primary hyperaldosteronism, or Conn's 
syndrome to use its eponymous title. The fact that 
this is secondary hyperaldosteronism raises the 
possibility of a specific renal problem, which given 
the options makes renal artery stenosis the most 
likely cause. The next diagnostic steps would be to 
consider a renal ultrasound scan and magnetic 
resonance angiogram. 



^ 
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No.: 95 

A 64-year-old woman with Type 2 diabetes comes to the 
clinic for investigation of chronic diarrhoea. She is 
taking metformin 2.5g/day and gliclazide 160mg. 
Additional medication includes simvastatin 40 mg and 
aspirin 75mg. On examination she has a BMI of 28 and 
looks well, abdominal examination is unremarkable. Her 
BP is 145/82 mmHg, with no postural drop. There is no 
evidence of peripheral neuropathy. 

Investigations 



Hb 


13.9 g/dl 


WCC 


6.1xlO y /l 


PLT 


229x1071 


Na 


139mmol/l 


K 


4.6 mmol/1 


Cr 


130 umol/1 


Alb 


40g/l 


ALT 


35U/1 


ESR 


13 mm/hr 



Small bowel biopsy normal 
Colonoscopy unremarkable 

Which of the following is the most likely diagnosis? 

Autonomic neuropathy 






Bile salt malabsorption 
Chronic pancreatitis 
Coeliac disease 
NS AID related colitis 



•A 



No.: 95 

Bile salt malabsorption 

High dose metformin is thought to interfere with the 
enterohepatic circulation of bile salts, leading to 
reduced reabsorption of bile salts from the ilieum 
The ESR of 13 makes an inflammatory condition 
unlikely, and the normal endoscopic investigations 
are also reassuring. Autonomic neuropathy is equally 
unlikely to be the underlying cause of her problems 
with no evidence of a postural drop on BP 
examination and no signs of peripheral neuropathy. 
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No.: 96 

A 16-year-old boy presents to the clinic with bilateral 
gynaecomastia. He apparently had surgery as a child to 
correct bilateral undescended testes. On examination he 
is tall, with increased arm and leg length. He does have 
evidence of bilateral gynaecomastia, with small testes 
bilaterally. Apparently there have been problems with 
anxiety and bullying at school and he has now left to 
begin a job. 

Which of the following would be the most 
appropriate initial investigation? 

Oestrogen 

GNRH 



♦ 



FSH, LH 

Progesterone 

Testosterone 



No.: 96 
FSH, LH 

This patient has a history and physical appearance 
consistent with Klinefelter' s syndrome. Measuring 
testosterone alone does not provide as much 
information with respect to the diagnosis as the FSH, 
LH screen. If testosterone only is measured then it is 
impossible to exclude failure of gonadotrophin 
production at the level of the pituitary as the cause. 
Management centres on androgen replacement, 
cosmetic procedures such as treatment of 
gynaecomastia, and psychosexual counselling. 



•A 
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No.: 97 

An 63-year-old visitor from Saudi Arabia attends the 
clinic with her son after referral from her GP. He has 
noticed that she has symptoms of hypercalcaemia, and is 
worried about hyperparathyroidism. On further 
questioning you find out she has been taking Rennie 
anti-indigestion tablets three or four times per day, and 
has increased these as she has felt progressively more 
nauseous. Additionally she is taking a calcium 
supplement to guard against bone fracture as her mother 
suffered from fractures late in life. Additional symptoms 
include fatigue, and apparently while in Saudi Arabia 
she was started on sertraline for depression. 



Investigations 


Hb 


12.9 g/dl 


WCC 


5.6 xl07l 


PLT 


145 xl0 9 /l 


ESR 


18 mm/hr 


Na + 


140 mmol/1 


K + 


5.0 mmol/1 


Cr 


185 umol/1 


Ca 


2.85 mmol/1 


PTH 


low 


CXR 


no focal lesion seen 



Which of the following is the most likely diagnosis? 

Familial hypercalcaemic hypocalciuria 

Hypoparathyroidism 
^» 

Primary hyperparathyroidi 
Raised PTH-rp 
Milk- Alkali syndrome 



^ 



lism 



No.: 97 

Milk-Alkali syndrome 

This patient has a markedly elevated oral calcium 
intake, as illustrated by her propensity to take both 
calcium containing indigestion medications and 
calcium supplementation to reduce the risk of bone 
fracture. Additionally, she has various symptoms of 
hypercalcaemia including the nausea, lethargy and 
depression reported here. The condition can lead to 
mild renal impairment as we've seen with her 
elevated serum creatinine, but this may well return to 
normal once calcium intake is reduced. PTH-rp 
production may be another possibility, but we are 
given no evidence to support an underlying 
malignancy which may be responsible for this. 
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No.: 98 

A 23 -year-old woman who is 10 weeks pregnant is 
referred to the clinic by her GP. She is suffering from a 
great deal of tiredness and morning sickness. The GP is 
concerned about her thyroid function. 

Investigations 

TSH 0.2 U/l 

Free T4 27.0 pmol/1 (10-22 pmol/1) 

Which of the following is the most appropriate 
management for this patient? 



♦ 



Ask GP to repeat TFTs in 2 months 

Start propylthiouracil 

Start carbimazole 

Refer for partial thyroidectomy 

Consider radioiodine 



No.: 98 

Ask GP to repeat TFTs in 2 months 

Suppressed TSH with a small rise in free T4 is a 
normal finding in 13.5% of women in the first 
trimester, 4.5% of women in the second trimester. 
Hyperemesis gravidarum is the most likely 
underlying condition, the suppressed TSH with 
slightly elevated levels of T 4 is due to the partial 
thyroid stimulating action of beta-HCG. No specific 
management is indicated. 



No.: 99 

A 52-year-old woman with diabetes mellitus treated with 
metformin is admitted in a semi-comatose state. She is 
also taking ramipril, bendroflumethiazide and digoxin 
for atrial fibrillation and hypertension. You understand 
she also takes sleeping pills and codeine based pain 
relief for arthritis and has recently split from her 
husband. 



Investigations; 




pH 


7.41 


pC0 2 


3.2 kPa 


p0 2 


8.8 kPa 


Bicarbonate 


19mmol/l 


Glucose 


57 mmol/1 


Na + 


149mmol/l 



No.: 99 

Hyperosmolar non-ketotic coma 

This woman has markedly high blood glucose, yet the 
pH is in the normal range, with bicarbonate of 19 
mmol/1. It is likely that she is suffering from 
hyperosmolar non-ketotic coma which is 
characterised by profound hyperglycaemia and 
diuresis. Treatment centres on aggressive fluid 
replacement with normal saline, and treatment of 
hyperglycaemia using an IV insulin sliding scale. 



Which of the following is the most likely diagnosis? 



♦ 



♦ 



Acute renal failure 
Diabetic ketoacidosis 
Hyperosmolar non-ketotic coma 
Codeine overdose 
Lactic acidosis 
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No.: 100 

A 32-year-old woman presents to the GP complaining of 
lethargy. She works in the local pharmacy and has had to 
ask for increasing amounts of time off work. Apparently 
there is no past medical history of note, apart from some 
trouble due to an eating disorder as a teenager. On 
examination she looks normal, her blood pressure is 
125/72 mmHg and BMI is 20. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


4.6 xl07l 


PLT 


200 xl0 9 /l 


Na + 


136 mmol/1 


K + 


3.1 mmol/1 


Creatinine 


90 umol/1 


Bicarbonate 


34 mmol/1 



Which of the following is the most likely diagnosis? 

Bartter's syndrome 






Gitelman's syndrome 
Conn's syndrome 
Thiazide abuse 
Liddle's syndrome 



•A 



No.: 100 

Thiazide abuse 

This patient works in a pharmacy, so it is possible she 
has access to medicine, and we hear she has a history 
of an eating disorder as a teenager. Thiazide abuse 
would result in exactly this picture, with normal BP, 
hypokalemia and high bicarbonate. Whilst the 
presenting picture for Gitelman's syndrome would be 
similar, the condition is much rarer than abuse of 
diuretics. In the first instance urine should be 
analysed for diuretic metabolites. 
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No.: 101 

A 16 -year-old girl of Greek origin comes to the clinic 
with failure to maintain normal growth and development. 
She has Beta-thalassaemia major and receives regular 
blood transfusions to maintain her Hb in the range of 9- 
10 g/dl. You arrange some blood tests: 

Investigations; 



Free T4 


6.5 nmol/1 


9am Cortisol 


52 nmol 


IGF-1 


2.5 nmol/1 (9.3-56) 


FSH 


0.2 



Which of the following is the most appropriate 
replacement therapy to begin with? 






Growth hormone 

Hydrocortisone 

Oestrogen 

Thyroxine 

Fludrocortisone 



No.: 101 
Hydrocortisone 

This patient almost certainly suffers from iron 
overload which has led to pituitary dysfunction. 
Whilst thyroxine and Cortisol replacement are both 
essential, evidence suggests that replacing thyroxine 
first can precipitate Addisonian crisis. As such 
hydrocortisone is the first choice replacement 
hormone. It is then most appropriate to begin 
thyroxine replacement, and then growth hormone 
therapy to ensure appropriate height is achieved. 
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No.: 102 

A 17-year-old girl with Type 1 diabetes who has recently 
broken up with her boyfriend is brought to the 
Emergency room by ambulance. Her parents say that she 
has become increasingly drowsy and confused over the 
past 12hrs. She is usually managed with a basal bolus 
insulin regime but examination of the hospital records 
reveals 2 previous admissions with DKA and her most 
recent HbAlc was 80.33 mmol/mol (9.5%). On 
examination she is drowsy, confused and aggressive, her 
GCS is 14. Her BP is 95/65 mmHg, pulse 105/min 
regular. She is apyrexial. Her respiratory rate is 31/min. 
There is vague abdominal pain on examination of the 
abdomen. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


6.7x1071 


PLT 


201x1071 


Na + 


143 mmol/1 


K + 


5.9mmol/l 


Creatinine 


180lumol/l 


Glucose 


34.1 mmol/1 


Bicarbonate 


13 mmol/1 


pH 


7.2 


Catheter specimen of 
urine 


Ketones +++, blood +, 
protein - 



You begin an insulin infusion and appropriate IV 
fluid replacement. Which other therapy would you 
also instigate? 



♦ 



IV sodium bicarbonate 

IV phosphate 

S/c low molecular weight heparin 

IV antibiotics 

IV mannitol 



No.: 102 

S/c low molecular weight heparin 

Patients with diabetic ketoacidosis (DKA) are at 
increased risk of venous thromboembolism because 
of volume depletion, hyperglycaemia and their 
decreased conscious level As such standard 
prophylaxis against deep vein thrombosis is an 
important component of management. There is no 
evidence here to support acute infection, so that IV 
antibiotics are not required. Whilst phosphate 
depletion may be a feature of DKA, IV phosphate 
replacement is not part of routine management. 
Sodium bicarbonate is also not used routinely and is 
only recommended in severe acidosis or circulatory 
collapse as an adjunct to insulin and fluid 
resuscitation IV mannitol has a role to play in acute 
cerebral oedema. 
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No.: 103 

A 67-year-old man has been diagnosed with Type 2 
diabetes coinciding with presentation to the Emergency 
room with an acute myocardial infarction. For the past 3 
months he has been managed with diet and lifestyle 
advice. On examination his BMI is 32 and his BP is 
145/82 mmHg, cardiovascular and respiratory 
examination is unremarkable. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.6x1071 


PLT 


190 xl07l 


Na + 


141 mmol/1 


K + 


4.8 mmol/1 


Creatinine 


250 umol/1 


HbAlc 


73.77 mmol/mol (8.9%) (75.96 
mmol/mol, 9.1% 3 months earlier) 



Which of the following is the most appropriate next 
step? 

Insulin 

Metformin 

Gliclazide 

Pioglitazone 

Exanetide 




No.: 103 



Insulin 



Metformin is contraindicated in patients with renal 
impairment, and glitazones are not recommended in 
patients at risk from fluid retention and heart failure. 
Given his relatively recent MI and significant renal 
impairment pioglitazone would not be a sensible 
choice. There is little data on exanetide in patients 
with renal impairment, and despite the attraction of 
potential weight loss it should be avoided here. 
Gliclazide undergoes primarily hepatic metabolism 
and could potentially be used at low dose, but is 
unlikely to achieve target HbAlc and will lead to 
weight gain. This leaves us with insulin as the most 
appropriate option, whilst increasing dose titration 
will lead to weight gain, it is the only option likely to 
achieve blood glucose target. Either a BD mixed 
insulin or basal bolus approach would be 
appropriate. 
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No.: 104 

A 51 -year-old obese woman with Type 2 diabetes comes 
to the clinic for review. She has completed a period of 
diet and exercise since her diagnosis 3 months ago. 
There is also a history of hypertension and dyslipidaemia 
which is managed with ramipril and atorvastatin. On 
examination her BMI is 33, and her BP is 145/82 
mmHg. You review her home blood glucose monitoring 
and find average fasting sugars of around 8.8 mmol/1, 
with post-prandial excursions up to 15.5 mmol/1. 

Investigations; 



Hb 


14.1 g/dl 


WCC 


4.5 xl0 9 /l 


PLT 


142x1071 | 


Na + 


141 mmol/1 


K + 


4.8 mmol/1 


Creatinine 


100 umol/1 


HbAlc 


68.31 mmol/mol (8.4%) 



Which of the following is the most appropriate next 
management step for her? 



♦ 



Vildagliptin 
Metformin 
Pioglitazone 
Basal insulin 
Gliclazide 



•A 



No.: 104 
Metformin 

Guidelines from the ADA/EASD, and those from 
NICE recommend metformin as the initial 
management step for patients with Type 2 diabetes 
who have not achieved adequate blood glucose 
control. This is based on the evidence from UKPDS, 
the fact that metformin use is associated with modest 
weight loss, and the fact that it is a generic cost 
effective option. Gliclazide is associated with weight 
gain and hypoglycaemia, and is therefore only really 
an option for patients who cannot take metformin. 
Pioglitazone is only licensed as monotherapy for 
those patients in whom metformin is not appropriate, 
given data around fluid retention and heart failure 
they are only likely to really be an option in patients 
who cannot take either metformin or an SU. 
Furthermore, it's use has been discouraged because 
of recent data suggesting increased risk of bladder 
cancer associated with use. Vildagliptin, a DPP-IV 
inhibitor is associated with weight neutrality or slight 
weight reduction, and around a 0.7-1% reduction in 
HbAlc without hypoglycaemia, and may be a useful 
alternative to SU or glitazone, NICE now positions 
DPPIV inhibitors as an option for first line therapy 
when metformin or SUs are not tolerated/unsuitable. 



ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 105 

A 34-year-old woman presents with weight loss, 
palpitations and anxiety. Her periods stopped 3 months 
ago but a pregnancy test which she took 2 weeks ago 
was negative. On examination she has a BP of 126/70 
mmHg, her pulse is 92/min at rest and her BMI is 21 . 
She has an obvious left sided thyroid nodule. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.7x1071 


PLT 


190x1071 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


100 umol/1 


TSH 


<0.05 U/l 


Thyroid uptake scan - solitary area of increased 
uptake consistent with the position of the thyroid 
mass 


FNAB - Consistent with adenoma 



Which of the following is the most appropriate long- 
term intervention? 






Subtotal thyroidectomy 
Lugol's iodine 
Carbimazole 
Radioiodine 
Propylthiouracil 



•A 



No.: 105 
Radioiodine 

The two most appropriate options for treatment in 
this woman are either radioiodine or subtotal 
thyroidectomy. Radioiodine is highly effective for the 
treatment of a single toxic adenoma, because the "hot 
nodule" avidly takes up radioiodine. If patients are 
however concerned about the possibility of 
radioactive iodine treatment or there is a suspicion of 
malignant change within the nodule then they may be 
offered subtotal thyroidectomy. Given these two 
options, long term use of anti-thyroid drugs would be 
considered inappropriate. Lugol's iodine is used to 
gain rapid control of thyrotoxicosis prior to surgery. 



"'J, 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 106 

A 28-year-old woman with chronic renal failure as a 
result of long-standing reflux nephropathy goes to her 
GP complaining of tiredness. She currently takes 
ramipril and indapamide for hypertension. On 
examination her BP is 142/88 mmHg and she looks pale 
and washed out. 

Investigations; 



Hb 


10.4 g/dl 


WCC 


5.6xlO y /l 


PLT 


198 xl0 9 /l 


Na + 


139mmol/l 


r 


5.2mmol/l 


Creatinine 


232 lumol/1 


TSH 


1.5U/l(<0.5-4.5) 


Free T4 


7.9 pmol/1 (10-22) 


Free T3 


3.1 pmol/1 (5-10) 



Which of the following is the most likely diagnosis? 

Hashimoto's thyroiditis 



♦ 



Pituitary failure 
Sick euthyroid syndrome 
Iodine deficiency 
Thyroglobulin deficiency 



•A 



No.: 106 

Sick euthyroid syndrome 

Sick euthyroid syndrome is particularly common in 
patients with chronic renal failure and is 
characterised by small reductions in both free T3 and 
free T4 and normal or suppressed TSH. It is also seen 
in the context of severe illness in patients admitted to 
the ITU, severe sepsis, cardiac and liver failure, end- 
stage malignancy and starvation. Whether thyroid 
replacement is of any value in this situation is a 
subject of continued debate. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 107 

A 24-year-old woman who is 24 weeks pregnant is 
referred to the clinic complaining of increasing tiredness, 
emotional lability, tiredness particularly in the evenings, 
and episodes of palpitations. Her GP has put this down 
to the normal stresses and strains associated with a first 
pregnancy. On examination she looks tired, her BP is 
125/78 mmHg and her pulse is 90/min at rest. You 
notice that she has sweaty palms. You are unable to feel 
any thyroid masses. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


182x1071 


Na + 


139mmol/l 


K + 


4.1 mmol/1 


Creatinine 


100 lumol/1 


TSH 


<0.05U/l(<0.5-4.5) 



Which of the following is the most likely diagnosis? 

Hyper ernes is gravidarum 
Anxiety 






Hashimoto's thyroiditis 
Graves' disease 
Toxic adenoma 



•A 



No.: 107 
Graves' disease 

Thyrotoxicosis, of which 85% of cases are due to 
Graves 1 disease, occurs in 0.1-0.4% of all 
pregnancies. Whilst her reported symptoms may be 
reflective of the anxiety experienced by many 
pregnant women, they seem particularly severe, and 
the presence of a suppressed TSH points towards the 
diagnosis. Toxic thyroid adenoma is responsible for a 
much smaller number of cases of thyrotoxicosis in 
pregnancy and the examination of the gland was 
normal. Hyperemesis gravidarum, related to excess 
levels of beta-HCG may present with suppressed 
TSH, but this resolves in the vast majority of cases by 
the end of the first trimester. Anti-thyroid drugs are 
the mainstay of management for the condition. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 108 

A 27-year-old woman who is 22 weeks pregnant with 
her second child comes to the clinic complaining of 
anxiety and palpitations. She is concerned as she is 
finding it difficult to maintain an adequate weight. On 
examination she has a BP of 135/70 mmHg and a resting 
pulse of 88/min. You palpate a nodule on the left hand 
side of her thyroid. 

Investigations; 



Hb 


11.4g/dl 


WCC 


5.9x1071 


PLT 


172xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.0 mmol/1 


Creatinine 


95 Vmol/1 


TSH 


<0.05 (0.5-4.5) 


Free T4 


31 pmol/1 (10-22) 


Ultrasound 


solitary left sided thyroid nodule 



Which of the following is the most appropriate 
management for her? 






♦ 



Subtotal thyroidectomy 
Thyroid isotope scan 
Radioiodine 
Anti -thyroid drugs 
Propranolol 



•A 



No.: 108 

Anti-thyroid drugs 

BMJ best practice recommends propylthiouracil at a 
dose of 50-300mg/day as the primary treatment for 
toxic thyroid adenoma in pregnancy. Suppressed 
TSH with normal free thyroid hormones does not 
require intervention. In patients who have an adverse 
reaction to anti-thyroid drugs, poor compliance, or 
poor response despite high doses, subtotal 
thyroidectomy may be required, the second trimester 
being the preferred time for surgery. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 109 

A 44-year-old woman comes to the clinic complaining of 
shortness of breath and a choking sensation, particularly 
when she goes to bed. She has seen the GP, been given a 
diagnosis of anxiety and started on sertraline. On 
examination she has an obvious multinodular goitre. 

Investigations; 



Hb 


12.7 g/dl 


WCC 


5.9x1071 


PLT 


194x109/1 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


100lumol/l 


TSH 


3.5 U/1(<0. 5-4.5) 


Ultrasound 


Multiple thyroid nodules, very large 
goitre 



Which of the following is the most appropriate 
therapy? 



♦ 



Radioiodine 
Carbimazole 
Propylthiouracil 
No-intervention 
Sub-total thyroidectomy 



•A 



No.: 109 

Sub-total thyroidectomy 

The fact this woman has symptoms of thoracic inlet 
obstruction when she lies flat in bed raises the 
possibility that she may have significant tracheal 
compression because of her goitre. There is some 
debate about whether sub-total or total 
thyroidectomy is the most appropriate option, with 
slow re-growth and the possibility of malignant 
change favouring total thyroidectomy, but this is 
countered with increased potential risk of post- 
operative hypoparathyroidism and recurrent 
laryngeal nerve palsy. As she is euthyroid, anti- 
thyroid drugs or radioiodine would not be 
appropriate. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 110 

A 32-year-old woman who has been diagnosed with a 
phaeochromocytoma by the general physicians visits you 
for a specialist endocrinology appointment. She is on 
adrenergic blockade with phenoxybenzamine and is 
awaiting surgery. They are concerned as her calcium is 
elevated at 2.75 mmol/1. On examination her BP is 
elevated at 148/88 mmHg. You feel a hard mass on the 
right hand side of the thyroid. 

Which of the following is the most important next 
investigation? 

Tc-sestamibi parathyroid scan 

Pentagastrin stimulation test 






Ultrasound of the neck 
Random calcitonin 
PTH assay 



No.: 110 

Pentagastrin stimulation test 

There is a high index of suspicion that this patient 
has MEN-2a and may well have both parathyroid 
hyperplasia and medullary thyroid carcinoma. When 
considering the two conditions, medullary thyroid 
carcinoma would be considered the more important 
of the two, especially when considering there is only 
moderately elevated calcium at 2.75. Elevated basal 
levels of calcitonin are seen in pregnancy, carcinoid, 
pernicious anaemia, chronic renal failure and 
thyroiditis. The pentagastrin test measures calcitonin 
levels at 2 and 5 minutes however, and a rise in 
calcitonin is suggestive of medullary thyroid 
carcinoma. 



•A 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: Ill 

A 68-year-old woman who has been taking long term 
amiodarone therapy comes to the clinic complaining of 
palpitations at rest. On examination her BP is 135/75 
mmHg, her pulse is 90/min at rest. Thyroid gland 
examination is normal. 

Investigations; 



Hb 


1 1 .9 g/dl 


WCC 


6.1 xl07l | 


PLT 


182xl0 9 /l 


Na + 


138mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/l 


TSH 


<0.05 U/l (<0. 5-4.5) 


Thyroid autoantibodies 


n gative 


IL-6 


elevated 



You change her amiodarone for another agent. 
Which of the following is the mainstay of therapy in 
this situation? 



Carbimazole 
Potassium perchlorate 
Thyroidectomy 
Corticosteroids 
Propylthiouracil 






•A 



No.: Ill 

Corticosteroids 

This patient has amiodarone -induced thyrotoxicosis 
(AIT) Type 2, as evidenced by the relatively normal 
thyroid on clinical examination, lack of marked signs 
of thyrotoxicosis, elevated IL-6 and negative thyroid 
autoantibodies. Management of AIT type 2 is very 
different to the management of AIT type 1, with 
corticosteroids being the mainstay of therapy. This is 
because AIT type 2 is the result of a direct effect of 
amiodarone which leads to thyroiditis. Where the 
diagnosis of AIT 1 or AIT 2 is uncertain, a rapid 
response to corticosteroids supports the diagnosis of 
amiodarone-induced thyroiditis. 



"'J, 
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No.: 112 

A 17-year-old girl is admitted with diabetic ketoacidosis. 
She is usually managed with basal bolus insulin but has 
omitted a number of doses due to a row with her 
boyfriend. On examination her respiratory rate is 35/min, 
she is drowsy, confused and smells of pear drops. 

Which of the following results would fit best with her 
arterial blood gasses? 

pH 7.4; pC0 2 3.0 mmol/1; p0 2 12.1 mmol/1 

pH 7.5; pC0 2 3.0 mmol/1; p0 2 7.4 mmol/1 



No.: 112 

pH 7.05; pC0 2 3.0 mmol/1; p0 2 11.1 mmol/1 

The characteristic picture of metabolic acidosis with 
hyperventilation and the smell of pear drops is 
typical of diabetic ketoacidosis. Hyperglycaemia with 
a relatively normal pH is of course seen in patients 
with hyperosmolar non-ketotic coma, typically found 
in the elderly population with Type 2 diabetes, who 
retain enough residual insulin production to avoid 
becoming ketotic. 






pH 7.25; pC0 2 6.7 mmol/1; p0 2 7.4 mmol/1 
pH 7.05; pC0 2 3.0 mmol/1; p0 2 11.1 mmol/1 
pH 7.4; pC0 2 6.7 mmol/1; p0 2 6.7 mmol/1 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 113 

A 42-year-old man presents with chronic right knee pain. 
He lives and works in Italy and only returns to the UK 
intermittently to see his family. He has a history of Type 
2 diabetes mellitus diagnosed last time he was in the UK, 
which is currently managed with diet. On examination 
his BP is 142/82 mmHg, his pulse is 76/min and regular. 
He looks particularly tanned. You count a number of 
spider naevi on examination of his upper chest and you 
notice that his pubic hair seems a little sparse. His BMI 
is 31. 



Investigations; 




Hb 


10.9 g/dl 


WCC 


8.1xl0 9 /l 


PLT 


190 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


134 umol/1 


ALT 


182 U/l 


Bili 


65 umol/1 


Glucose 


11.1 mmol/1 


Right knee x-ray 


chondrocalcinosis 



Which of the following tests would you carry out 
next? 






(? 



♦ 



Serum calcium 
Serum ferritin 
Serum copper 
Urinary copper 
Hepatitis serology 



No.: 113 
Serum ferritin 

The suspicion is that he has so-called bronze diabetes, 
or haemochromatosis, associated with chronic liver 
disease, diabetes mellitus and chondrocalcinosis. The 
condition occurs because of an inherited mutation on 
chromosome 6, which affects the way that the 
transferrin receptor binds to transferrin, and leads to 
iron accumulation. It is this which results in organ 
damage and consequent chronic liver disease and 
diabetes mellitus. The C282Y mutation is found in 
the majority of patients with haemochromatosis, and 
this can be screened for using a widely available 
genetic test. Ferritin is usually elevated in association 
with haemochromatosis, and is a useful initial 
screening test. It is not specific for haemochromatosis 
however, as ferritin may be elevated in chronic liver 
disease per se. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 114 

A 29-year-old woman, who has a 10 month old baby, 
presents with neck and throat pain over the area of her 
thyroid. She tells you that she had a flu-like illness a 
week or so before the pain began. Her partner who also 
attends the appointment tells you she has been nervous 
and agitated over the past week. On examination there is 
mild diffuse enlargement of the thyroid gland and it is 
tender to palpation. Her BP is 141/82 mmHg, and her 
pulse is 85/min at rest. She has a slight tremor. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


6.1xl0 9 /l 


PLT 


180x1071 


Na + 


139mmol/l 


r 


4.6 mmol/1 


Creatinine 


100 umol/1 


TSH 


<0.05 U/l 


Anti TPO 


negative 


ESR 


62mm/hr 


Radioiodine uptake is decreased 



Which of the following is the most likely diagnosis? 

Hashimoto's thyroiditis 






♦ 



De Quervain's thyroiditis 
Riedel's thyroiditis 
Graves' thyroiditis 
Post partum thyroiditis 



No.: 114 

De Quervain's thyroiditis 

De Quervain's is characterised by acute onset of 
thyroid tenderness, after a short viral illness, with 
raised ESR but negative anti-thyroid antibodies. It is 
thought to be linked to a response to viral infection, 
although a range of different viruses such as 
influenza and Coxsackie B have been implemented in 
its development. The early stages are characterised 
by a period of thyrotoxicosis, and radioisotope 
scanning reveals decreased thyroid uptake. As the 
disease progresses, there are phases of euthyroidism, 
hypothyroidism, then a period of recovery to a 
euthyroid state once again. Management centres on 
controlling pain, with either non-steroidals or 
corticosteroids, and managing the symptoms of 
thyrotoxicosis, normally with beta blockade. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 115 

A 25 -year-old woman comes to the clinic with her 8 
month old baby. Over the past few weeks she has been 
feeling increasingly tired, but the GP has dismissed the 
problem as the usual tiredness after having a baby. She 
tells you she feels tired, has put on weight and is 
constipated all the time, feeling the cold when she goes 
out. On further questioning, she tells you this wasn't 
always the case, and that in fact during the first few 
months she actually felt like she had more energy and 
could survive on hardly any sleep at all. On examination 
her BP is 142/70 mmHg, her pulse is 65/min. Her BMI is 
28. You notice that her hair and skin are quite dry. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


6.7x1071 


PLT 


190 xl07l 


Na + 


140 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


100 umol/1 


Cholesterol 


6.2 mmol/1 


TSH 


7.1U/1 


Free T4 


7.1pmol/l 


Anti-thyroid antibody 


+ 



Which of the following is the most likely diagnosis? 

Graves' disease 

De Quervain's thyroiditis 

Hashimoto's thyroiditis :^___ 

#-» 

Post-partum thyroiditis 
Sick euthyroid syndrome 



No.: 115 
Post-partum thyroiditis 

The history here suggests an early period of possible 
thyrotoxicosis has now been followed with symptoms 
of hypothyroidism, with hypothyroidism confirmed 
on biochemical testing. The timing after the birth of 
her child suggests this is post-partum thyroiditis. 
Treatment is with thyroxine replacement, although 
withdrawal may be possible in some patients who 
recover normal thyroid function. Recurrence of 
thyroiditis is common in subsequent pregnancies 
however, and in up to 40% permanent 
hypothyroidism develops. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 116 

A 39-year-old woman presents to the clinic with 
polyuria, polydipsia and lethargy. She had undergone a 
total thyroidectomy some 2 years previously. On 
examination her BP is 148/89 mmHg, her pulse is 
80/min and regular. She has a neck scar consistent with 
thyroidectomy. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


7.3 xlO y /l 


PLT 


201 xl0 9 /l 


Na + 


139mmol/l 


r 


4.3 mmol/1 


Creatinine 


155 umol/1 


Ca ++ 


2.9 mmol/1 


PTH 


10.1 pmol/1 (0.9-5.4) 


Glucose 


8.1 mmol/1 



Which of the following is the most likely diagnosis? 

Recurrence of thyroid carcinoma 



• 



♦ 



Secondary hyperparathyroidism 

MEN-1 

MEN-2b 

MEN-2a 



•A 



No.: 116 
MEN-2a 

MEN-2 is associated with the development of 
medullary thyroid carcinoma, hyperparathyroidism 
and phaeochromocytoma. It is likely that the 
previous thyroidectomy was due to medullary 
carcinoma of the thyroid. Given that medullary 
thyroid carcinoma in MEN-2a tends to be less 
aggressive than in 2b, presence of hypercalcaemia, 
and the fact that the PTH is inappropriately elevated, 
the most likely diagnosis is one of 
hyperparathyroidism. The raised blood pressure and 
evidence of glucose intolerance also raises the 
possibility of co-existent phaeochromocytoma. Prior 
to any surgical intervention for hyperparathyroidism 
it is crucial to rule out phaeochromocytoma as a co- 
existent diagnosis. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 117 

A 62-year-old man presents to the clinic with increasing 
anxiety, palpitations and heat intolerance. He has lost 
3kg in weight over the past month. He is taking long 
term maintenance amiodarone therapy at a dose of 
200mg daily, along with warfarin for atrial fibrillation. 
On examination his BP is 123/82 mmHg, pulse is 
95/min. His BMI is 21. There are bilateral crackles at 
both lung bases consistent with mild cardiac failure. 

Investigations; 



Hb 


12.4 g/dl 


WCC 


6.1 xl07l 


PLT 


199x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


132 umol/1 


TSH 


<0.05 U/l 


Thyroid uptake scan 


normal 


Thyroid autoantibodies 


positive 



Which of the following is the most appropriate 
treatment for this patient? 



♦ 



Carbimazole 
Subtotal thyroidectomy 
Lugol's iodine 
Radioactive iodine 
Propranolol 



•A 



No.: 117 

Carbimazole 

The normal thyroid uptake scan and presence of 
thyroid autoantibodies drives us towards a likely 
diagnosis of Type 1 amiodarone induced 
thyrotoxicosis (AIT). AIT type 1 affects patients with 
latent thyroid disorders, presentation being driven by 
the high levels of iodine contained in amiodarone. 
Optimal management of AIT type 1 involves the use 
of high dose thionamides and discontinuation of the 
amiodarone. Given that it is prescribed for atrial 
fibrillation, a number of other possible therapy 
choices exist. Without discontinuation of amiodarone, 
persistently high levels of iodine reduce the 
effectiveness of therapy 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 118 

A 19-year-old medical student, who is excessively tall, 
comes to the clinic for review. Apparently his parents are 
also tall. On examination he is 197cm tall, his mother is 
191cm, his father 195cm. His limbs look long for his 
body, and he has mild pectus excavatum. He has 
hypermobility of his finger joints. There is a systolic 
murmur loudest in the mitral area. 

Investigations; 



Hb 


14.1 g/dl 


WCC 


5.1x1071 


PLT 


230 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


120 umol/1 


Growth hormone 


llmU/1 


Testosterone 


21nmol/l 



Which of the following is the most likely diagnosis? 






Familial tall stature 
Homocystinuria 
Gigantism 

Klinefelter' s syndrome 
Marfan' s syndrome 



•A 



No.: 118 

Marfan' s syndrome 

This patient has long limbs for his height, pectus 
excavatum, hypermobility and a systolic murmur 
consistent with mitral valve prolapse, all of these 
features are consistent with Marfan' s. His growth 
hormone and testosterone are normal, effectively 
ruling out Gigantism and Klinefelter' s. 
Homocystinuria may be associated with 
developmental and behavioural problems and is also 
associated with thromboembolic events. 

Unfortunately DNA testing for fibrillin gene 
mutations, whilst helpful, cannot exclude a diagnosis 
of Marfan' s because a number of mutations exist, (at 
least 130). Hence diagnosis is made on the major and 
minor features associated with the syndrome. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 119 

A 3 6 -year-old woman who is 20 weeks pregnant with 
her 2nd child is referred to you by the midwife service 
for glycosuria. Her first child was over 91b in weight and 
she herself is quite overweight, having had a BMI of 29 
prior to becoming pregnant. On examination her BP is 
139/78 mmHg. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


5.6x1071 


PLT 


192x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


110umol/l 


OGTT 2hr glucose level 


13.2 mmol/1 



Which of the following is the most appropriate initial 
management? 






Metformin 

Diet 

Pioglitazone 

Gliclazide 

Insulin 



No.: 119 
Metformin 

Given that her 2hr glucose is significantly elevated at 
13.2 mmol/1, she requires treatment for her diabetes. 
Dietary therapy alone is not sufficient to control 
glucose levels, although patients are recommended to 
eat more frequent smaller meals to aid glucose 
control. Metformin has been proven in a recent large 
scale clinical trial and is recommended as initial 
therapy, to which insulin is then usually added. Basal 
bolus is the standard insulin regime, as the goal of 
therapy is to mimic physiological glucose control as 
closely as possible. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 120 

A 46 -year-old publican presents to the Emergency room 
with symptoms of thirst and lethargy. He had been 
discharged some 2 weeks earlier after his 3rd episode of 
acute pancreatitis in the past year. He admits to 
alcoholism, drinking 3 bottles of whisky and at least 30 
pints of beer each week. On examination he looks 
dehydrated. His BP is 125/70 mmHg, and his pulse is 
92/min, his BMI is 21. Respiratory, cardiovascular and 
abdominal examinations are unremarkable. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


9.1xl0 9 /l 


PLT 


232x1071 


Na + 


142mmol/l 


r 


5 . 1 mmol/1 


Creatinine 


185 lumol/1 


Glucose 


26.1 mmol/1 


Amylase 


400U/L (60-180) 


Urine ketones 


negative 



Which of the following is the most appropriate way to 
manage his diabetes? 



♦ 



Metformin 

Glicazide 

Acarbose 

Pioglitazone 

Insulin 



•A 



No.: 120 



Insulin 



Diabetes associated with pancreatitis is due to 
damage to the endocrine pancreas, and associated 
lack of insulin. As such metformin, which reduces 
hepatic glucose output, and pioglitazone which 
improves peripheral insulin sensitivity are not likely 
to impact significantly on glucose control. Similarly, 
acarbose, which reduces digestion of starch will also 
have a limited impact on glucose. There may be short 
term improvement related to use of sulphonylureas, 
but in this case it would appear that insulin is likely 
to be the most effective treatment. 
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No.: 121 

A 19-year-old girl is referred to the clinic for review by 
her GP. She has worried as she has suffered weight gain 
of 3kg over the past 3 months, and has not had a period 
for the past 2 months. There is also some breast 
tenderness and a feeling of fullness. On examination she 
looks well, has a normal BP of 125/75 mmHg, other 
features are entirely normal. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.6x1071 


PLT 


192xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.7 mmol/1 


Creatinine 


100 umol/1 


Prolactin 


1600mU/l(<360) 



Which of the following is the most likely diagnosis? 

Hypothyroidism 



• 



Pregnancy 
Microprolactinoma 
Macroprolactinoma 
Polycystic ovarian syndrome 



No.: 121 

Pregnancy 

Prolactin levels rise rapidly in pregnancy, and the 
symptoms of amenorrhoea, breast fullness/tenderness 
and weight gain fit very well with this underlying 
diagnosis. Hypothyroidism tends to present with 
menorrhagia, and prolactinoma is not usually 
associated with weight gain. Polycystic ovarian 
syndrome is associated with an increased LH/FSH 
ratio and raised levels of testosterone. 
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No.: 122 

A 48-year-old woman is reviewed after attending for a 
well woman clinic. She finds it difficult to control her 
weight, often feels tired, and currently has very heavy 
periods. Apart from this she doesn't have any particular 
concerns. On examination her BMI is 32, her BP is 
155/92 mmHg. Otherwise clinical examination is 
unremarkable. 

Investigations; 



Hb 


13.2 g/dl 


WCC 


4.5 xl07l 


PLT 


201 xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


132 umol/1 


Total cholesterol 


6.1 mmol/1 


Fasting serum 
triglyceride 


3.2 mmol/1 (0.45- 
1.69) 



Which of the following tests is most likely to 
contribute to determining the underlying diagnosis? 






HDL measurement 

HbAlc measurement 

LFTs 

Prolactin 

TFTS 



•A 



No.: 122 



TFTS 



The difficulty with weight control, menorrhagia and 
hypertriglyceridaemia are all features consistent with 
hypothyroidism. TSH is likely to be elevated above 
the normal range with low T3 and T4. Hashimoto's 
thyroiditis is the commonest cause of hypothyroidism 
and the condition is managed with thyroid hormone 
replacement. Once thyroxine is commenced, periods 
improve and hypertriglyceridaemia usually begins to 
resolve. 



"'J, 
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No.: 123 

A couple attend for genetic counselling. They have one 
child with Klinefelter' s syndrome who was conceived 
when the mother was 19 years of age. She is now 35 and 
would like to try for a second child before she is too old. 
What is the likelihood of a second male child being 
affected by Klinefelters? 



♦ 



lin2 
lin4 
lin8 
lin25 
1 in 500 



No.: 123 

1 in 500 

Klinefelter' s, the commonest form of which is XX Y, is 
the result of chromosomal non-dysjunction; as such it 
does not follow a mendelian pattern of inheritance. 
Population studies suggest that the rate of occurrence 
in male births is between 1 in 500 and 1 in 1000 live 
births. The rate of chromosomal non-dysjunction 
increases with increasing maternal age and 
increasing paternal age, each parent contributing 
50% of the risk. Around 60% of Klinefelter 1 s do not 
survive the fetal period. 
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No.: 124 

A 23 -year-old woman is referred to the clinic by the 
Emergency department, having been admitted after 
fainting in the local supermarket. On further questioning 
it transpires that she has been feeling weak and washed 
out for quite some time. On examination her BP is 
105/60 mmHg, pulse is 75/min. Her BMI is 18. She has 
calluses on her hands, but tells you these are due to her 
job as a landscape gardener. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


5.0xl0 y /l 


PLT 


194x1071 


Na + 


140mmol/l 


K + 


3.3 mmol/1 


Creatinine 


115umol/l 


Urinary 
potassium 


0.7 mmol/1 (25-100 
mmol/24hrs) 



Which of the following is the most likely diagnosis? 

Barrter's syndrome 






Liddle's syndrome 
Diuretic abuse 
Laxative abuse 
Conn's syndrome 



•A 



No.: 124 

Laxative abuse 

This woman is underweight and has symptoms of 
fatigue which are consistent with hypokalemia. The 
fact that she is underweight with a BMI of 18, and 
has calluses on her hands may point towards induced 
vomiting and a diagnosis of bulimia, which would fit 
with possible laxative abuse. Laxative abuse leads to 
increased GI potassium loss, and renal conservation 
of potassium, a urinary concentration of potassium of 
less than 1 mmol/1 being highly suggestive of laxative 
abuse. Urine screening exists for a range of possible 
laxatives, and the patient should be consented for a 
urinary laxative screen with appropriate counselling. 
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No.: 125 

A 73 -year-old man comes to the clinic as a referral from 
his GP, having presented with severe headaches and 
ischaemic pain in his fingers and toes. The pain increases 
with heat, and improves if he keeps his hands and feet 
cold. Most striking is that just taking a few aspirin 
tablets seemed to improve things for a significant time 
period. He has a past medical history of hypertension for 
which he takes ramipril. On examination his BP is 
142/87 mmHg, the remainder of the physical 
examination is unremarkable. 



Investigations (sent b> 


theGP); 


Hb 


12.3 g/dl 


WCC 


8.1xl0 9 /l 


PLT 


821 xl07l 


Na + 


140 mmol/1 


K + 


6.2 mmol/1 


Creatinine 


130 umol/1 



Which of the following is the most appropriate way to 
deal with his hyperkalemia? 






a 



Stop the ramipril 

Start a small dose of furosemide 

Re-check a fresh sample at the hospital 



Reassure the biochemistry department that it is 
related to the high platelet count 

Start calcium resonium 



No.: 125 

Re-check a fresh sample at the hospital 

Pseudohyperkalaemia is known to be associated with 
essential thrombocytosis, the most likely diagnosis 
here. It is also likely that the sample taken at the GP 
surgery had spent a considerable amount of time on 
transport, allowing for in tube cell lysis to further 
increase potassium levels. As such it is sensible to re- 
check a sample. It is unlikely that his ramipril 
therapy would need to be discontinued. Patients with 
essential thrombocytosis are at increased risk of gout, 
and any prescription for furosemide will only make 
the problem worse. 



^ 
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No.: 126 

A 38-year-old man presents to the clinic with a left 
Colles fracture after a relatively minor fall at work. He 
lives alone and admits that he has difficulty maintaining 
sexual interest in women. He holds down a normal job 
although he has recently had time off work with 
depression. On examination he has sparse secondary 
sexual hair and small testes. His BP is 138/88 mmHg. 

Investigations; 



Hb 


12.6 g/dl 


WCC 


7.1x1071 


PLT 


197x1071 


Na + 


139mmol/l 


K + 


4.7 mmol/1 


Creatinine 


124 umol/1 


Ca ++ 


2.2 mmol/1 


T score 


-3.1 



Which of the following is the most appropriate way to 
manage him? 

Weekly alendronate 



• 



Teriparatide 

Calcium and Vitamin D 

Strontium 

Testosterone 



•A 



No.: 126 
Testosterone 

From the history we are given, the suspicion is that 
this patient has underlying hypogonadism, most 
probably due to Klinefelter' s syndrome. Small testes, 
sparse sexual hair, problems with depression and 
sexual function are all in keeping with the diagnosis. 
Testosterone is known to improve bone 
mineralization and is the treatment of choice here; it 
is also likely to impact on his sexual function and may 
consequently improve his depressive symptoms. 
Unfortunately due to late diagnosis of Klinefelter' s, a 
significant number of patients begin testosterone 
replacement therapy far too late. 
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ib 



No.: 127 

A 34-year-old man attends the clinic for review. He has 

a microprolactinoma which was diagnosed after he 

presented with erectile dysfunction and loss of libido. He 

was started on cabergoline but suffered an episode of 

pericarditis. 

Which of the following medications should he avoid? 

Aspirin 

Fluoxetine 



No.: 127 

Pergolide 

Both pergolide and cabergoline may be associated 
with pericarditis, cardiac valve regurgitation, 
pericardial effusion and pulmonary hypertension. 
Dopamine agonists are the treatment of choice for 
microprolactinoma, and ropinirole may be an 
appropriate alternative in this case, otherwise 
surgery would be the next most appropriate step. 



* 






Pergolide 

Sumatriptan 

Ondansetron 
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No.: 128 

A pregnant lady at 28 weeks of gestation has clinical 
evidence of hyperthyroidism. She is very stressed and 
complains of palpitations, heat intolerance and difficulty 
maintaining her weight during the pregnancy. On 
examination her BP is 120/70 mmHg, pulse is 95/min 
regular. There is no obvious goitre on neck examination. 
Investigations; 



Hb 


11.9 g/dl 


WCC 


5.4x1071 


PLT 


190x1071 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


94 umol/l 


TSH 


<0.05U/1(<0.5- 
4.5) 


Anti -thyroid 
antibodies 


+ 



How would you propose to manage her? 

Propylthiouracil 






Radioiodine 
Carbimazole 
Propranolol 
Prednisolone 



•A 



No.: 128 
Propylthiouracil 

There are associated risks for both the fetus and the 
mother associated with untreated maternal 
thyrotoxicosis. Unfortunately, thionamides may also 
cross the placenta and precipitate fetal goitre and 
hypothyroidism. For this reason patients are usually 
managed with a dose which just keeps their T4 within 
the upper limit of the normal range. Carbimazole has 
been associated with rare case reports of fetal 
anomalies; for this reason propylthiouracil is usually 
preferred. 
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No.: 129 

A 24-year-old man with a history of previous injury in a 
motorcycle accident comes to the clinic with his mother. 
She looks after him as he has been left with a right arm 
and leg weakness after a skull fracture and intracranial 
haemorrhage. He also has epilepsy for which he takes 
carbamazepine. They complain that he is thirsty all the 
time and cant stop drinking litres of water and squash 
each day. His mother herself has significant chronic 
illness, suffering from chronic left ventricular failure. 
Investigations; 



Hb 


13.4 g/dl 


WCC 


5.9xlO y /l 


PLT 


203 xl07l 


Na + 


149mmol/l 


K + 


4.5 mmol/1 


Creatinine 


143 lumol/1 


Plasma 
osmolality 


350 osmol/kg 


Urine 
osmolality 


270 after water deprivation, rises 
to810afterDDAVP 



Which of the following is the most likely diagnosis? 

Nephrogenic diabetes insipidus 



♦ 



♦ 



SIADH 

Cranial diabetes insipidus 
Psychogenic polydipsia 
Diuretic abuse 



•A 



No.: 129 

Cranial diabetes insipidus 

It is highly likely that this man's head injury has led 
to cranial diabetes insipidus. Whilst it is possible 
given the clinical history that he may have 
psychogenic polydipsia, the osmolality results only fit 
with cranial DI as the diagnosis. Treatment is with 
intranasal vasopressin, given the possibility of 
overdose and consequent hyponatraemia, monitoring 
of U&E is recommended. Carbamazepine usually 
leads to hyponatraemia. 



"'J, 
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No.: 130 

A 42-year-old man presents to the GP with lethargy and 
depression. He is in relationship difficulties, as his 
partner is having an affair and he admits to impotence 
over the last 2 years. Other past history of note includes 
hypertension which is managed with amlodipine 5mg 
daily. On examination his BP is 145/82 mmHg, he is 
overweight with a BMI of 29. You note that he is quite 
tanned but tells you he had taken the children on holiday 
to the beach during the previous week. 
Investigations; 



Hb 


13.4 g/dl 


WCC 


7.9xlO y /l 


PLT 


204x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 lumol/1 


ALT 


145 U/l 


TSH 


low 


T4 


just below limit of normal range 


Glucose 


8.9 mmol/1 (fasting) 



Which of the following investigations is most likely to 
confirm the diagnosis? 



* 



♦ 



Testosterone 
Morning Cortisol 
Growth hormone 
Transferrin saturation 
Ferritin 



•A 



No.: 130 

Transferrin saturation 

The constellation of diabetes, increased skin 
pigmentation with evidence of pituitary dysfunction 
as evidenced by pituitary dependent hypothyroidism, 
and impotence, against a background of abnormal 
LFTs raises the possibility of haemochromatosis. 
Transferrin saturation is the best blood test to 
support the diagnosis, as ferritin may also be elevated 
in a number of other chronic liver conditions. Biopsy 
with iron estimation, and genetic analysis looking for 
the HFE gene, are useful in confirming the diagnosis. 
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No.: 131 

A 72-year-old obese man with Type 2 diabetes comes to 
the clinic for review. He is managed with metformin lg 
BD and pioglitazone 30mg. On examination he has a 
large necrotic smelly ulcer over the right medial 
malleolus. You notice that he has bilateral peripheral 
oedema and varicose veins. Peripheral pulses are easily 
palpable and capillary return is normal. Dopplers done 
by the chiropody team in the clinic are also within 
acceptable limits. His pioglitazone is discontinued. 
Investigations; 



Hb 


10.9 g/dl 


WCC 


5.4x1071 


PLT 


200 xl07l 


Na + 


139 mmol/1 


K + 


5.0mmol/l 


Creatinine 


182lumol/l 


CRP 


27mg/l(<10mg/l) 


Wound swab 


scanty faecal flora 



Which of the following is the most appropriate 
treatment? 

Surgical debridement under G A 

Multi-layer compression bandaging 






Oral metronidazole 
Varicose vein stripping 
Mobilisation 



•A 



No.: 131 

Multi-layer compression bandaging 

The location strongly suggests that this man's ulcer is 
venous. As such the optimal management is 
compression bandaging. His white count is normal 
and the CRP is only just above normal, as such 
infection is not likely to be the primary cause of his 
ulcer. Dressings may be employed which encourage 
desloughing, rather than progressing to definitive 
surgical debridement. Rather than mobilisation, 
elevation of the leg above the level of the heart and 
rest, to reduce peripheral oedema is the 
recommended course of action. Depending upon 
sensitivities, an antibiotic with broad spectrum 
activity such as co-amoxiclav may also be required. 
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No.: 132 

A 56-year-old man with a history of hypothyroidism 
managed with thyroxine replacement comes to the clinic 
for review. He has increasing tiredness. Other symptoms 
of note include depression and one episode of renal 
colic. 
Investigations; 



TSH 


2.1U/l(<0.5-4.5) 


Hb 


11.3 g/dl 


WCC 


4.2 xlO y /l 


Na + 


139xl0 9 /l 


K + 


5.4mmol/l 


Creatinine 


237 lumol/1 


Ca ++ 


2.10 mmol/1 (2.2- 

2.6) 


1,25 
dihydroxycholecalciferol 


10 ng/1 (20-50) 


PTH 


13pmol/l(l-6) 



Which of the following is the most appropriate 
therapy for him? 

Alphacalcidol 

Ergocalciferol 

Cinacalcet 






Sevelamer 
Parathyroidectomy 



No.: 132 

Alphacalcidol 

This man has a PTH just above twice the normal 
level and chronic renal failure. Management of his 
secondary hyperparathyroidism involves appropriate 
vitamin D replacement, normally given dose twice 
per week Surgery may be considered if 
parathyroidism does not respond to medical 
management. NICE guidelines do not suggest using 
cinacalcet in patients not on renal replacement 
therapy, although many renal physicians still use in 
this patient group. 
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No.: 133 

A 58-year-old man who has Type 1 DM and has end 
stage renal failure managed with haemodialysis comes to 
the clinic for review. He was previously noted to have 
raised PTH and started on CaC0 3 and twice weekly 
vitamin D at the higher end of the dosing range. He has 
recently begun suffering from depression. He has 
suffered two previous myocardial infarctions and had a 
spinal anaesthetic for a hip injury in the past year. 
Investigations; 



Hb 


11.0 g/dl 


WCC 


4.5 xl07l 


PLT 


199x1071 


Na + 


139mmol/l 


K + 


5.2mmol/l 


Creatinine 


634 umol/1 


PTH 


27 pmol/1 


Ca ++ 


2.2 mmol/1 (2.2-2.6 mmol/1) 


P0 4 


1.45 mmol/1 (0.8-1.4 mmol/1) 



Which of the following is the next most appropriate 
management step for this patient? 



• 



Parathyroidectomy 

Increased dose of vitamin D 

Sevelamer 

Cinacalcet 

Aluminium hydroxide 



•A 



No.: 133 

Cinacalcet 

This man has secondary hyperparathyroidism, with a 
PTH that has failed to suppress in response to 
calcium and vitamin D. As such the next most 
appropriate step is cinacalcet. It works as an agonist 
at the site of the calcium sensor on the parathyroid 
gland. This leads to a suppression of PTH levels. 
Cinacalcet may currently be used in patients on renal 
replacement therapy as an adjunct to vitamin D or 
phosphate binders. 
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No.: 134 

A 69-year-old man with long-standing Type 2 diabetes 
managed with metformin lg BD, pioglitazone 30mg 
daily and glargine 30mg nocte. He complains of burning 
pain affecting both feet, much worse at night. Other 
history of note includes problems with intermittent 
urinary retention. On examination his BMI is 32, and his 
BP is 149/82 mmHg. His feet feel warm and his 
peripheral pulses are easily palpable. 
Investigations; 



Hb 


1.1.6 g/dl 


WCC 


4.5 xl07l 


PLT 


244xl0 9 /l 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


145 Vmol/1 


HbAlc 


57.38 mmol/mol (7.4%) 



Which of the following represents the most 
appropriate first line treatment? 






Duloxetine 

Carbamazepine 

Capsaicin 

Gabapentin 

Amitriptyline 



•A 



No.: 134 

Duloxetine 

There is no indication of peripheral vascular disease, 
and the most likely diagnosis appears to be 
peripheral neuropathy. NICE guidelines recommend 
duloxetine as the initial therapy of choice. 
Alternatives include amitryptiline, although this has 
significant anti-cholinergic effects and may worsen 
urinary retention, and gabapentin. Carbamazepine is 
thought to be less effective than amitryptiline. 
Capsaicin is a topical option which leads to depletion 
of substance P and relieves neuropathic pain. Whilst 
not recommended by NICE guidance, it may 
represent a reasonable alternative in patients who 
want to avoid further systemic agents. 
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No.: 135 

A 17-year-old boy attends the clinic. He is worried as he 
has failed to enter puberty. He would like to form 
relationships with women but at the current time this is 
impossible. On examination he is 6ft 2 inches in height 
and has absent secondary sexual hair, a small penis and 
testes. On further questioning he admits to not having 
any sense of smell to speak of 
Investigations 



Hb 


12.1 g/dl 


WCC 


6.2xlO y /l 


PLT 


231x1071 


Na + 


139mmol/l 


K+ 


4.5 mmol/1 


Creatinine 


100lumol/l 


Testosterone 


very low 


FSH 


low 


LH 


low 



Given the likely diagnosis, what appearance would 
you expect to see on cerebral MRI? 

Normal result 

Hypothalamic damage on MRI 






Empty sella 

Absent olfactory bulbs 

Hypertrophied olfactory bulbs 



& 



No.: 135 

Absent olfactory bulbs 

This boy is likely to have Kallmann's syndrome, as 
evidenced by hypogonadotrophic hypogonadism and 
absent sense of smell. Absent olfactory bulbs are 
present on 75% of MRI scans in these patients. The 
syndrome results in absence of GNRH. This patient 
should be managed with androgen replacement 
therapy; fertility can be restored in the majority of 
patients with either pulsed GNRH or gonadotrophin 
therapy. Assessment of bone age and bone mineral 
density is also essential in these patients. 
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No.: 136 

A 25 -year-old man attends the clinic with his partner as 
they have difficulties with fertility, having tried for a 
baby for over 18 months with no success. He admits to 
decreased libido and some problems maintaining his 
erection. He has also had difficulties with his sense of 
smell for as long as he can remember. On examination 
his BP is 120/70 mmHg, with a pulse of 75/min. He has 
a small penis and sparse secondary sexual hair. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


7.1x1071 [ 


PLT 


203 xl07l 


Na + 


139mmol/l 


K + 


4.4 mmol/1 


Creatinine 


HOlumol/l 


TSH 


1.2 U/l (0.5-4.5 U/l) 


Free T 4 


12 pmol/1 (10-22) 


Testosterone 


7 nmol/1 (9-35) 


FSH 


0.4 U/l (1-7) | 


LH 


2 U/l (1-10) 



Which of the following is the most likely diagnosis? 

Kallmann syndrome 






Kleinfelter syndrome 
Mumps orchitis 
Pituitary failure 
Testicular feminisation 



•A 



No.: 136 

Kallmann syndrome 

Patients with classical Kallmann syndrome report no 
progression through puberty, although a small 
proportion of patients with hypogonadotrophic 
hypogonadism do achieve partial puberty, as in this 
case. The low LH, FSH and testosterone in the 
presence of a normal TSH fit with the underlying 
diagnosis. GnRH or pulsed gonadotrophin therapy 
can be used to achieve fertility; in those patients who 
dont desire fertility, testosterone replacement is an 
appropriate option. 
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No.: 137 

A 32-year-old woman who is known to have 
autoimmune hypothyroidism and who takes thyroxine 
replacement presents with nausea, vomiting and 
lethargy. Medication of note includes thyroxine and the 
oral contraceptive pill. On examination her BP is 1 10/70 
mmHg, with a pulse of 70/min, she has a postural drop 
of 20mmHg on standing and her pulse increases by 10 
BPM. She has areas of vitilligo on skin examination. 
Investigations; 



Hb 


10.5 g/dl 


WCC 


7.4 xl07l 


PLT 


201 xl0 9 /l 


Na + 


124mmol/l 


K + 


4.5 mmol/1 


Creatinine 


132lumol/l 



Which of the following is the most likely diagnosis? 

Autoimmune polyglandular syndrome Type 1 






Autoimmune polyglandular syndrome Type 2 

Gastroenteritis 

New onset Addison's disease 

Pernicious anaemia 



•A 



No.: 137 

Autoimmune polyglandular syndrome Type 2 

Autoimmune polyglandular syndrome Type 2 is the 
commonest type and is composed of at least 
autoimmune thyroid disease and adrenal 
insufficiency or autoimmune thyroid disease and 
Type 1 diabetes mellitus. Coeliac disease, primary 
hypogonadism and myasthenia gravis are also 
commonly observed. Type 1 polyglandular syndrome 
is associated with mucocutaneous candidiasis. In the 
case described, if delay in arranging a short 
Synacthen test was likely, it would probably be 
appropriate to begin hydrocortisone. The Hb of 10.5 
g/dl also raises the possibility of pernicious anaemia 
or coeliac. 
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No.: 138 

A 43 -year-old man is referred to the clinic because of 
attending Emergency after a road traffic accident. He 
admits that he did not see the car approaching from the 
right which hit him, and had been bumping into things at 
home. On examination in the Emergency department he 
was noted to have bilateral peripheral visual field loss. 
Past history of note includes lethargy and difficulties at 
work, for which his GP has referred him to a counsellor, 
and erectile dysfunction for which he has been trialing 
sildenafil. On review in the clinic his BP is 1 10/70 
mmHg, his pulse is 70/min regular. There are no 
abnormal findings on general examination, but 
neurological examination confirms peripheral visual 
field loss. 
Investigations; 



Hb 


12.9 g/dl 


WCC 


7.8 xl07l 


PLT 


192x1071 


Na + 


134 mmol/1 


K + 


5.5 mmol/1 


Creatinine 


121 lumol/1 


TSH 


0.4U/l(<0.5-4.5) 


Free T 4 


7.8 pmol/1 (10-22) 


Testosterone 


7nmol/l(9-35) 


Prolactin 


1510mU/l(<360) 


IGF-1 


6.0 nmol/1 (5.6-23.3) 


MRI 
pituitary 


Macroadenoma with pressure 
optic chiasm 


on the 



Which of the following is 
management? 

Radiotherapy 

Hypophys ectomy 

Somatostatin 

Cabergoline 

Adenomectomy 



the most appropriate 



No.: 138 

Adenomectomy 

This man has a pituitary macroadenoma with 
significant optic chiasm compression. On reviewing 
his investigations his sodium is low, he has mildly 
elevated potassium, his TSH and T4 are low, 
testosterone is low, and IGF-1 is below the lower end 
of the normal range. Probably due to pressure effects, 
the prolactin is elevated. Putting these results 
together, the most likely diagnosis is a non- 
functioning macroadenoma. A minority of patients 
respond to either dopamine agonists or somatostatin 
analogues, so in this situation, surgery is the 
treatment of choice. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 139 

A 67-year-old man with a history of chronic cough with 
haemoptysis comes to the Emergency room with severe 
vomiting and dehydration. His relatives tell you that he 
has suffered from the cough for over 3 months and has 
progressively lost weight. He also smokes 40-50 
cigarettes per day. On examination he looks unwell and 
has a BMI of 18, with a BP of 95/70 mmHg and a pulse 
of 75/min. There are coarse crackles on auscultation of 
both lung fields. 
Investigations; 



Hb 


11.9 g/dl 


WCC 


8.9xlO y /l 


PLT 


198 xl07l 


Na + 


124mmol/l 


K + 


4.6 mmol/1 


Creatinine 


145 lumol/1 


CXR 


right hilar mass 



Which of the following is the most likely diagnosis? 



♦ 



• 



Autoimmune adrenal failure 
Paraneoplastic syndrome 
Adrenal metastases 
Severe gastroenteritis 
Acute tubular necrosis 



•A 



No.: 139 

Adrenal metastases 

This patient has an underlying bronchial carcinoma, 
and whilst ACTH producing tumours are seen which 
lead to a Cushing's type picture, hypoadrenalism is 
usually related to the presence of metastases. Severe 
gastroenteritis with vomiting leads to hypokalemia; 
in this case, given that the potassium is in the upper 
end of the normal range, another cause such as 
Addison's is more likely. Adrenal MRI will help 
confirm the diagnosis. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 140 

A 27-year-old woman comes for her 24 week check at 
the GP and is found by the midwife to have glycosuria. 
This is her first child and she has no significant past 
medical history. On examination her BP is 1 10/72 
mmHg, her pulse is 65/min. Examination is consistent 
with a 24 week pregnancy. 
Investigations; 



Hb 


11.0 g/dl 


WCC 


5.4x1071 


PLT 


189x1071 


Na + 


138 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


82 lumol/1 


Fasting glucose 


7.3 mmol/1 


HbAlc 


48mmol/mol(6.5%) 


Urine glucose 


2+ 



Which of the following is the next most appropriate 
management step? 

Repeat fasting blood sugar after 1 week 

Review with 1 week of post prandial blood sugars 

♦ 

Arrange an oral glucose tolerance test 

Tell her she has gestational diabetes and review 
after 1-2 weeks diabetic diet 

Tell her she has gestational diabetes and start her on 
insulin 



No.: 140 

Tell her she has gestational diabetes and review after 1 -2 
weeks diabetic diet 

The answer is to tell her she has gestational diabetes 
and review after 1-2 weeks diabetic diet. Her fasting 
plasma glucose is 7.3 mmol/1 which already fits the 
diagnosis of gestational diabetes mellitus. Additional 
confirmation comes from her HbAlc which is well 
above the normal range of 36 mmol/mol or less than 
5.5%. Gaining early control of her blood sugars is 
crucial to reduce the incidence of gestational diabetes 
related complications, and as such she should be 
allowed 1-2 weeks to make lifestyle changes to gain 
control of both fasting and post prandial blood 
sugars. If this isnt achieved, metformin or 
gUbenclamide are potential oral options, and if these 
fail to achieve blood sugar control, insulin is the next 
step. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 141 

A 31-year-old man comes to the clinic for advice about 
his blood glucose control. He has suffered a number of 
significant hypoglycaemic episodes over the past 2 
months, which have corresponded with a wish to 
increase his exercise. He is currently running 1 5km per 
week in 5km blocks. He takes BD mixed insulin and 
doesnt alter his dose on the days he exercises. On 
examination his BP is 125/78 mmHg, his BMI is 27. 
There are no signs of peripheral neuropathy. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


7.6 xl07l 


PLT 


210 xl07l 


Na + 


138 mmol/1 


K+ 


4.4 mmol/1 


Creatinine 


90 lumol/1 


HbAlc 


50mmol/ml(6.73%) 



Which of the following is the most appropriate next 
step in his management with respect to glucose and 
weight management? 

Reduce his BD mixed insulin dose on the days he 
exercises 



Advise him to reduce his exercise 

Persuade him to transfer to a basal bolus regime 



Advise him to take a source of sugar with him when 
he runs 

Reassure him that he will adjust to the lower blood 
sugar and his hypos will subside 



No.: 141 

Persuade him to transfer to a basal bolus regime 

Whilst some patients with Type 1 diabetes prefer to 
take a BD mixed insulin regime because of 
convenience and number of injections, it isnt 
responsive to changes in routine such as taking 
intensive aerobic exercise. As such he should be 
persuaded to change to a basal bolus regime where he 
can alter his short acting insulin dose just prior to 
when he is planning exercise. Reducing his BD mixed 
insulin isnt an option as this is likely to precipitate an 
increase in his HbAlc. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 142 

A 42-year-old man with a 30 year history of Type 1 
diabetes comes to the clinic complaining of frequent 
falls. On two occasions he has fainted and knocked his 
head and had to be taken to the Emergency department 
and at other times he was dizzy and a short period sitting 
down improved things for him. He has a history of 
peripheral neuropathy and erectile dysfunction. He takes 
a basal bolus insulin regime involving insulin glargine 
and meal time novorapid. He also takes ramipril 5mg / 
day for renoprotection and indapamide 2.5mg. On 
examination his BP is 145/80 mmHg, with a postural 
drop of 35 mmHg systolic. He has signs consistent with 
peripheral sensory neuropathy to the mid shin. 
Investigations; 



Hb 


12.2 g/dl 


WCC 


5.4x1071 


PLT 


201 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


122 lumol/1 


HbAlc 


50mmol/ml(6.73%) 



Which of the following is the most appropriate next 
intervention? 



♦ 



Elastic stockings 
Fludrocortisone 
Reduce prandial insulin 
Reduce background insulin 
Stop indapamide 



•A 



No.: 142 

Stop indapamide 

This patient has peripheral neuropathy and almost 
certainly has significant autonomic neuropathy which 
accounts for the large postural drop in his blood 
pressure. A standing BP of 110 systolic is clearly 
acceptable, therefore the most obvious first step is in 
stopping his indapamide and monitoring his blood 
pressure over the subsequent 2-4 weeks. If he still has 
significant postural hypotension then the next steps 
would be to add elastic stockings, then 
fludrocortisone. The history of pre-syncope is much 
more suggestive of changes in blood pressure rather 
than changes in blood glucose. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 143 

A 27-year-old man with a history of Type 1 diabetes 
comes to the clinic for review. He is managed with a 
basal bolus insulin regime comprising glargine and 
novorapid. He has had Type 1 diabetes since the age of 5 
and has trouble with peripheral neuropathy. On 
examination his BP is 11 5/70 mmHg, with a postural 
drop of lOmmHg, his BMI is 29. There is glove and 
stocking peripheral neuropathy. 
Investigations; 



Hb 


12.9 g/dl 


WCC 


7.1x1071 


PLT 


184x1071 


Na + 


138 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


80 Iumol/1 


HbAlc 


64 mmol/mol (8%) 


Urinary ACR 


7.5 mg/mmol 



Which of the following is the next most appropriate 
management step with respect to reducing risk of 
progression of microvascular complications? 

Amlodipine 5mg 






Insulin pump therapy 
Metformin 500mg BD 
Ramipril 2.5mg 
Reassurance 



•A 



No.: 143 

Ramipril 2.5mg 

Evidence suggests that even with normal blood 
pressure, patients with Type 1 diabetes derive benefit 
with respect to progression of renal disease after 
microalbuminuria has become established from ACE 
inhibition. As such even though his BP is in the 
normal range, it is appropriate to trial this patient on 
ramipril. With respect to improving his glycaemic 
control, in the first instance he should be referred to 
a local DAFNE program, and if this fails to improve 
his HbAlc only then should he be moved to pump 
therapy. Metformin is considered in patients with 
Type 1 diabetes who have particular problem with 
weight gain. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 144 

A 27-year-old woman presents to the clinic because of 
problems with the physical side of her relationship. She 
is concerned that her breasts leak milk after only 
minimal stimulation from her boyfriend and that 
intercourse is difficult as she has significant problems 
with vaginal dryness. She also reports that she has not 
had a period for the past 4 months. The only other 
history of note is that she was given metoclopr amide by 
a locum doctor for a recent episode of gastroenteritis. On 
examination her BP is 142/82 mmHg, pulse is 82/min 
and regular. Cardiovascular, respiratory and abdominal 
examination is unremarkable. You can produce milk on 
minimal breast stimulation. She has some peripheral 
field visual loss. 
Investigations; 



Hb 


12.7 g/dl 


WCC 


7.6 xl07l 


PLT 


203 xl07l 


Na + 


138 mmol/1 


r 


4.4 mmol/1 


Creatinine 


100 lumol/1 


Prolactin 


1005 mU/1 (<360) 


TSH 


7.2 mU/1 (0.4-5.0) 


Free T4 


16.2 pmol/1 (10-22) 


FSH 


0.5 


LH 


2.5 



Which of the following is the most likely diagnosis? 

Non-functioning pituitary adenoma 



♦ 



. 



Metoclopr amide related hyperprolactinaemia 

Microprolactinoma 

Macroprolactinoma 

Pregnancy 



No.: 144 

Non-functioning pituitary adenoma 

The prolactin isnt raised enough to be consistent with 
a macroprolactinoma, and the peripheral visual field 
loss raises the possibility of a large tumour. The low 
FSH and LH are consistent with this; the raised TSH 
may be due to local compression or due to the fact 
that so called non-functioning adenomas may 
occasionally secrete small amounts of TSH. This 
woman should undergo an MRI scan to further 
characterise the tumour, but it is likely that surgery 
will be the mainstay of therapy as the tumour is 
highly unlikely to respond significantly to 
somatostatin or dopamine agonists. 
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No.: 145 

A 5 5 -year-old man with a 5 -year history of type-2 
diabetes presents for review. He currently takes 
metformin 2 g/day and gliclazide 160 mg/day and a 
recent HbAlc was 68.31 mmol/mol (8.4%). His 
complaint is of weight loss, burning proximal muscle 
pain and weakness. On examination there is left-sided 
quadriceps wasting. 

Which of the following treatments is most appropriate 
for this condition? 

Increased metformin dose 

Increased gliclazide dose 

Transition to insulin therapy 

Amytriptyline 

Tramadol 



No.: 145 

Transition to insulin therapy 

The aetiology of diabetic amyotrophy, the diagnosis here 
is unknown. It affects the lumbar sacral plexus lower 
motor neurones. Transition to insulin therapy is therefore 
recommended, additionally in this case it would improve 
blood glucose control. Recovery happens over 3-4 
months, but only 50% achieve complete recovery. 



No.: 146 

A 5 5 -year-old man presents to clinic and complains of 
tiredness, weakness, and loss of body hair. He has 
recently split up with his partner and he cites loss of 
sexual function as one reason for this occurring. There is 
no past medical history of note apart from mild essential 
hypertension for which he takes amlodipine. On 
examination: P 90/min; BP 100/50 mmHg. He is of 
normal appearance and has normal secondary sexual 
characteristics; however his body hair is fine and sparse. 
He also has bitemporal hemianopia. Routine bloods 
reveal mildly elevated potassium of 5.5 mmol/l.TSH is 
in the normal range. 
What test would you do next? 






High dose dexamethasone suppression test 
Insulin tolerance test 
Serum prolactin 
Random serum Cortisol 
Serum glucose 



No.: 146 
Serum prolactin 

This clinical history is highly suggestive of a pituitary 
macroadenoina. As the patient is of normal 
appearance, the differential diagnosis is that of 
prolactinoma or a non-functioning pituitary 
adenoma. Therefore, serum prolactin is therefore of 
great importance. Cortisol deficiency could be 
present, as the blood pressure is on the low side and 
the potassium is slightly elevated. A Synacthen test is 
an adequate measure of Cortisol reserve and would be 
the next most important test. MRI pituitary is 
important to document the size and invasion of the 
pituitary tumour but would be done after a 
synacthen test and serum prolactin to confirm the 
diagnosis and evaluate the most appropriate surgical 
approach. 
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No.: 147 

A 6 5 -year-old woman presents with vomiting, anorexia, 
and polyuria. She is a non-smoker. 
Her blood results are as follows: 



Na + 


141 mmol/1 


K + 


3.6 mmol/l 


Bilirubin 


20 luniol/1 


Urea 


12 mmol/1 


ALT 


30U/1 


ALP 


280 U/l 


Creatinine 


154lumol/l 


Albumin 


30g/l 


Total protein 


85 g/1 


Corrected Ca ++ 


3.0 mmol/1 


Phosphate 


1.3 mmol/1 



You start her on IV normal saline. 

Which one of the following would be the best initial 

investigation to contribute to the underlying 

diagnosis? 






Sesta MIBI scan of the neck 
CT chest 
Chest X-ray 
Ultrasound of the neck 
Skeletal survey 



•A 



No.: 147 
Skeletal survey 

This woman has hypercalcaemia without 
hypophosphataemia. Therefore, malignancy must be 
considered. The LFTs show increased globulin 
fraction (TP-ALB) indicating the possibility of 
myeloma. Therefore, the most appropriate 
management in this case is IV saline and a skeletal 
survey. Treatment of myeloma induced 
hypercalcaemia is IV saline rehydration Furosemide 
therapy with IV saline can be used as an adjunct to 
increase calcium excretion IV pamidronate is also 
useful in reducing the calcium. In myeloma 
hypercalcaemia is primarily due to increased 
osteolysis and high-dose steroids, e.g. prednisolone 40 
mg od can rapidly reduce the calcium level. IV 
pamidronate is also useful in reducing the calcium in 
resistant cases. The emphasis should be on treating 
the myeloma with chemotherapy, which will in turn 
lead to a reduction in the calcium. 
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PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 148 

A 40 -year-old South African gentleman presents to the 
A&E department. He is confused, but you can get a 
history from his wife. He is on holiday in the UK for a 
week. He is normally in good health and was well when 
he arrived in the UK. Only past history of note is an 
admission some 3 years earlier with acute lower 
abdominal pain and agitation. He is on no regular 
medications but took some over-the-counter 
antihistamines yesterday for hay fever. Since then, he 
has been complaining of a weak arm, vomiting, and 
abdominal pain. When he became confused, his wife 
became concerned and brought him to A&E. 
On examination he is confused and hallucinating. He has 
bilateral wrist drop. Otherwise, examination of his 
peripheral nervous system and cranial nerves is normal. 
Pulse is 120 per minute and regular, and his BP is 
175/100mmHg. Examination of his chest is also normal. 
Examination of his abdomen reveals diffuse tenderness. 
His blood tests are as follows: 



Na + 


120 mmol/1 


K + 


4.3 mmol/1 


Urea 


6 mmol/1 


Creatinine 


120 lumol/1 



He is given a bolus of IV glucose, what other measure 
would you take next? 

Haem arginate intravenously 



♦ 



Chi ordiazepoxide-r educing regimen 
Intravenous thiamine 
Metoclopr amide 10 mg intravenously 
Abdominal X-ray 



No.: 148 

Haem arginate intravenously 

This describes an attack of acute intermittent 
porphyria. The diagnosis requires demonstration of 
increased urinary excretion of the haem precursor 
porphobilinogen (PBG) in the urine. All attacks of 
porphyria increase activity of hepatic 5- 
aminolevulinate (ALA) synthase. The relation 
between these biochemical abnormalities and the 
neuronal dysfunction which underlies all the features 
of an acute attack is uncertain. Two procedures have 
been shown to decrease the activity of ALA synthase 
in animals , carbohydrate loading and parenteral 
infusion of haem. Consequently, these two 
procedures are the mainstay of the treatment along 
with opiate analgesia. Provoking medication, such as 
the antihistamines in this case, should be withdrawn 
Hyponatremia is common and is usually caused by 
SIADH. Therefore, hypotonic fluids should be 
avoided. Hypertension and tachycardia are common 
but rarely cause symptoms in their own right. 
Unfortunately, neither carbohydrate loading nor 
intravenous haem will reverse an established 
peripheral neuropathy. 
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No.: 149 

You are called to interpret the results of a Synacthen test 
on the oncology ward. The patient is a 60-year-old lady 
who is in hospital for chemotherapy for breast cancer. 
On examination: Pulse 120/min regular, BP 90/60 
mmHg. Her JVP is not seen, her heart sounds are 
normal, and her chest is clear. There is evidence of a 
right mastectomy. Abdominal and neurological 
examination is normal. 
Short synacthen test: 



Time (min) 





30 


60 


Cortisol (nmol/1) 


90 


130 


145 



Given the diagnosis based on these results, which one 
of the following would be a part of your immediate 
management? 

500ml Intravenous dextrose six-hourly 



♦ 



500ml Intravenous normal saline 12-hourly 
Hydrocortisone 100 mg IV tds 
Oral hydrocortisone 20 mg am, 10 mg pm 
Fludrocortisone 100 meg OD 



No.: 149 

Hydrocortisone 100 mg IV tds 

This Cortisol shows inadequate response to synacthen 
The 30 min value should rise above 550 nmol/1. 
Therefore, this lady has acute adrenal insufficiency. 
The treatment for this is intravenous saline; at least 
six-hourly initially, as her blood pressure is on the 
low side. Hydrocortisone should be given at a dose of 
100 mg IV TDS. Lower doses may not be sufficient. 
Fludrocortisone should be started but is not 
necessary for emergency treatment. The aetiology of 
the adrenal insufficiency should be elucidated but in 
this lady is likely to be due to metastatic spread, most 
commonly from a breast or lung primary. 
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No.: 150 

A 28-year-old woman attends the endocrine clinic 
because of inability to achieve a pregnancy. She and her 
husband have been trying for some 3 years for a child 
without success. Her general practitioner (GP) has 
measured a prolactin level of 2600 mU/1 (normal <360). 
You arrange pituitary magnetic resonance imaging 
(MRI) that demonstrates a microprolactinoma. She elects 
for pharmacotherapy. 

Which one of the following agents is the most 
appropriate treatment choice? 



♦ 



Cabergoline 

Fluphenazine 

Domperidone 

Haloperidol 

Thioridazine 



No.: 150 
Cabergoline 

Cabergoline is an ergot-derived long-acting 
dopamine agonist, which is taken once or twice per 
week. Other non-ergot derived dopamine agonists 
such as ropinirole are also used in the management of 
the condition. Mechanism of action of these drugs is 
activation of the D2 receptors. Side-effects that occur 
commonly at treatment initiation include nausea and 
postural hypotension Rarely, patients have been 
known to develop hallucinations and psychosis, but 
this is only at very high drug doses. It is important to 
warn female patients that, within a few months, 
menstrual cycles are likely to return, and that 
pregnancy has a much higher probability. Although 
cabergoline is not licensed in pregnancy whereas 
bromocriptine is, neither drug has so far been 
associated with birth defects. When patients become 
pregnant, they should cease dopamine agonist 
therapy as soon as they have a positive pregnancy 
test. All of the other options in this question are drug 
therapy causes of hyperprolactinaemia. 
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No.: 151 

You review a 32-year-old man with a history of type 1 
diabetes who is complaining of tiredness, lethargy and 
weight loss. He admits to nausea and vomiting. He has 
been working in Spain for some months. On examination 
he is very thin and you notice he is tanned. 
Blood results: 



Free thyroxine (T4) 


5.7 pmol/1 (10-22) 


Na + 


132mmol/l 


K + 


5.2mmol/l 


Glucose 


5.8mmol/l 


Urea 


9.1mmol/l 



He has a normochromic, normocytic anaemia. 
Which one of the following options would represent 
the best initial screening test to determine the 
underlying diagnosis? 

Arrange a 9 am Cortisol and adrenocorticotrophic 
hormone (ACTH) sample 






Check testosterone levels 

Arrange a computerised tomography (CT) head scan 
Check urine osmolality and sodium excretion 
Check growth hormone levels 



No.: 151 

Arrange a 9 am Cortisol and adrenocorticotrophic 
hormone (ACTH) sample 

This man has adrenal insufficiency until proven 
otherwise. This is illustrated by his blood picture of 
hyponatremia, hyperkalemia (levels may have been 
blunted by vomiting), raised urea and normochromic 
normocytic anaemia. 9 am Cortisol and 
adrenocorticotrophic hormone (ACTH) levels are a 
very sensitive way to detect adrenal insufficiency, 
with inappropriately low Cortisol levels compared to 
raised ACTH levels indicating a positive diagnosis. 
Thyroid function tests are often abnormal at the time 
of diagnosis of adrenal insufficiency with raised 
thyroid-stimulating hormone (TSH) and reduced T4 
levels. Commencing thyroid hormone replacement 
may actually worsen the adrenal crisis, and thyroid 
function testing should be repeated a few weeks after 
stabilising glucocorticoid replacement. Around 70% 
of cases of adrenal insufficiency occur due to 
autoimmune destruction of the adrenal glands, 
adrenal insufficiency occurring with increased 
frequency in patients with a history of type 1 diabetes 
or other autoimmune disease. Malignant destruction 
and infection by tuberculosis are other possible 
causes. Management is with glucocorticoid and 
mineralocorticoid replacement. 
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No.: 152 

A 21 -year-old student with type 1 diabetes is brought to 
the emergency department by her flat mates. She has 
been suffering from a cold for a few days. On 
examination she is barely conscious and has a respiratory 
rate of 40/minute. Finger prick blood glucose in the 
department is measured at 38. 1 mmol/1 and this is 
confirmed on venous sampling. Arterial blood gases 
reveal a pH of 7.05 and serum bicarbonate of 12 mmol/1. 
Electrolytes are abnormal, with potassium of 5.9 mmol/1, 
urea of 15.5 mmol/1 and creatinine of 193 mmol/1. 
Which of the following options would represent the 
most appropriate initial treatment for her? 






1 1 of normal saline over 8 h 

1 1 of normal saline over 1 h 

1 15% dextrose over 1 h 

Hourly subcutaneous insulin therapy 

IV bicarbonate therapy 



No.: 152 

1 1 of normal saline over 1 h 

This patient presents with diabetic ketoacidosis, the 
likely precipitant of which has been her recent 
respiratory infection. Initial investigations of choice 
for diabetic ketoacidosis (DKA ) include blood for 
urea, electrolytes and glucose, full blood count, 
arterial blood gases, blood and urine cultures, chest 
radiograph and electrocardiogram (ECG). Initial 
management involves 2 1 of 1 M saline administered 
over 2 h unless the patient has cardiovascular or fluid 
management issues. Potassium administration is set 
according to serum potassium, (intravenous (IV) 
insulin may result in rapid potassium reductions) 
recommended range of administration ranges from 
40 mmol/1 K+ added per litre bag of lM/saline if 
serum potassium is less than 3 mmol/1, to no 
potassium added if serum potassium is 6.0 mmol/1 or 
above. IV insulin therapy was previously 
recommended to be replaced according to a sliding 
scale based on measured glucose, but this has now 
been replaced by advice to replace according to 
weight at a fixed rate. 
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No.: 153 

A 72-year-old man presents to the endocrine clinic for 
review. He has been taking amiodarone for the past few 
months for paroxysmal atrial fibrillation. During the past 
2 months he has noticed weight loss and heat 
intolerance, with a return of short runs of irregular heart 
beat. Thyroid function testing is abnormal, with a 
suppressed thyroid- stimulating hormone (TSH) 
suggestive of thyrotoxicosis. Radioiodine uptake scan is 
normal, as is serum inter leukin 6 (IL-6). 
His amiodarone is discontinued. 
Which one of the following options is the best initial 
therapy for him? 
(? 






Prednisolone 40 mg/day 

Carbimazole and potassium perchl orate therapy 

Total thyroidectomy 

Radioiodine treatment 

Partial thyroidectomy 



•A 



No.: 153 

Carbimazole and potassium perchlorate therapy 

This man probably has amiodarone-induced 
thyrotoxicosis (AIT) type 1, as exemplified by the 
presence of symptoms of thyrotoxicosis, normal 
radioiodine uptake, and normal interleukin 6 (IL-6) 
levels. AIT type 1 results primarily from iodine 
excess and therefore increased hormone synthesis. In 
contrast, AIT type 2 is thought to result from a direct 
toxic effect of amiodarone and is associated with 
decreased radioiodine uptake on thyroid scan and 
raised IL-6 levels. In both cases, amiodarone should 
be discontinued if possible. There is little value in 
continuing amiodarone at lower dose as this would 
still represent a significant iodine load or stimulate 
increased IL-6 and immunotoxicity while providing a 
subtherapeutic anti-arrhythmic effect. Treatments 
differ in that type 1 is usually treated with a 
combination of anti-thyroid drugs and potassium 
perchlorate therapy, whereas type 2 is usually treated 
with a combination of anti-thyroid drugs and 
corticosteroids such as prednisolone. Type 1 AIT 
should be treated when stable with either radioiodine 
therapy or thyroidectomy, eventually type 2 AIT may 
progress to hypothyroidism, and patients should be 
monitored for this possibility. In both cases, if 
amiodarone cannot be withdrawn then total 
thyroidectomy should be considered. 
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No.: 154 

A 18-year-old man presents to his general practitioner 
(GP) with recurrent episodes of penile thrush. He has no 
other significant symptoms indicating hyperglycaemia. 
A strong family history of type 2 diabetes is noted and 
the GP arranges to check fasting plasma glucose. Two 
samples are checked and results are 8.1 mmol/1 and 8.2 
mmol/1. Urine is negative for ketones. Haemoglobin 
A1C also checked by the GP is elevated at 8.9%. His 
BMI is 22 and his BP is 105/72. 
Which one of the following options represents the 
best initial management plan for this patient? 



• 



Metformin 

Gliclazide 

Sitagliptin 

Mealtime short acting insulin 

Acarbose 



No.: 154 
Gliclazide 

This man is most likely to have maturity onset of 
diabetes of youth 3 (MODY3) due to HNFl-alpha 
mutation (Hepatic nuclear factorl). MODY3 is the 
cause of 1-2% of type 2 diabetes and makes up 
around 70% of MODY cases. It presents most 
commonly in early adulthood and is associated with 
severe hyperglycaemia in some cases and frequent 
microvascular complications. One-third of patients 
require insulin therapy and around one-third may be 
controlled on oral hypogrycaemic drugs. 
Sulphonylureas would be the initial oral therapy of 
choice. It is linked to a mutation on chromosome 
12q24, which is the cause of the HNFl-alpha 
mutation. Next commonest MODY variant is MODY 
2, which results from a glucokinase mutation leading 
to altered glucose sensing in pancreatic beta cells. In 
contrast, 90% of MODY2 patients are controlled on 
diet therapy alone. 



•A 
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No.: 155 

A 62-year-old gentleman is admitted with confusion. He 
has a background of chronic obstructive pulmonary 
disease and is on home nebulisers and oxygen. His 
relatives have noticed increased breathlessness and 
vomiting. General examination reveals skin bruises, and 
dry mucous membranes. On chest auscultation there are 
bi-basal inspiratory crepitations with prolonged 
expiratory wheeze. His pulse is 78/min, blood pressure 
85/54 mmHg, temperature 37.5 °C. Chest radiograph 
shows chronic obstructive airways changes and 
electrocardiogram (ECG) shows sinus rhythm 
Initial investigations reveal: 



Hb 


13.2 g/dl 


WCC 


14 10 9 /1 


PLT 


470 10 y /l 


Na + 


125 mmol/1 


K + 


5.3 mmol/1 


Urea 


17.2 mmol/1 


Creatinine 


130lumol/l 


Glucose 


2.8 mmol/1 



You give him a bolus of IV glucose. 

Which of the following is the next best immediate 

management step? 



♦ 



Intravenous hydrocortisone 
Intravenous antibiotics 
Intravenous calcium gluconate 
Atropine 
IV T3 



& 



No.: 155 

Intravenous hydrocortisone 

Acute adrenal insufficiency in this patient is most 
likely due to a chest infection and prior suppression 
of the adrenocortical axis by exogenous steroids. 
Patients present with hypotension and confusion. 
Examination may reveal evidence of prior treatment 
with steroids. Biochemistry shows hyponatraemia, 
hyperkalemia, hypoglycaemia and an increased 
urea. Treatment includes correction of 
hypoglycaemia, administration of glucocorticoids and 
adequate hydration. Antibiotics, while appropriate, 
would follow these other measures in terms of 
urgency. 



"'J, 
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No.: 156 

A 42-year-old lady is admitted to hospital with angina. 

She has been previously fit and well. On the ward round 

she mentions that her mother suffered from Conn's 

syndrome. She is concerned that she might also have this 

syndrome. 

What abnormality would you expect to find in her 

biochemical blood tests if she was suffering from 

Conn's syndrome? 

(? 



♦ 



Hyponatremia 

Hyperkalaemia 

Metabolic acidosis with normal anion gap 

Metabolic alkalosis 

Raised creatinine 



No.: 156 
Metabolic alkalosis 

Conn's syndrome, a cause of secondary hypertension, 
is usually due to an aldosterone-secreting adenoma. It 
was previously thought that adrenal adenomas were 
responsible for the majority of cases of 
hyporeninaemic hyperaldosteronism, but it's now 
realised that the split is much more 50:50. 
Aldosterone has an action on the distal tubule of the 
kidney to increase sodium resorption and enhance 
potassium and hydrogen ion loss. Renin levels are 
suppressed and do not rise with an upright posture. 
Medical treatment includes a low sodium diet with an 
aldosterone receptor antagonist (spironolactone). 
Surgical therapy is usually indicated after 
localisation of adenoma. 



No.: 157 

An 18-year-old heterosexual male patient is being seen 
in clinic for recurrent oral candidal infections over the 
past year. He has been previously fit and well. HIV 
antibody and polymerase chain reaction tests are 
negative. The patient has a normal glucose tolerance test. 
The consultant is concerned about type 1 polyglandular 
autoimmune syndrome. 

Apart from mucocutaneous candidiasis, which one of 
the following is another major pathology associated 
with type 1 polyglandular autoimmune syndrome? 
<? 






. 



Hyperthyroidism 
Hypothyroidism 
Hyperparathyroidism 
Hypoparathyroi dism 
Diabetes mellitus 



No.: 157 

Hypopar athyr oidi sm 

Type 1 polyglandular autoimmune syndrome consists 
of mucocutaneous candidiasis, chronic 

hypoparathyroidism, and autoimmune 

hypoadrenalism. Other autoimmune pathologies 
associated with the condition include diabetes, 
pernicious anaemia and vitiligo, 
components tend to present in 
order of candidiasis, 

hypoparathyroidism, followed 
insufficiency. Treatment includes antifungals, 
vitamin D, calcium and glucocorticoid replacement. 



The three major 

the chronological 

followed by 

by adrenal 
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No.: 158 

A 6 5 -year-old woman is brought into hospital moribund. 
Her relatives state she has been increasingly lethargic 
over the past month and had put on weight. She had been 
slightly confused with constipation and was commenced 
on antibiotics for a presumed urinary tract infection. She 
currently takes no regular medication. Her pulse is 
55/min, blood pressure 125/98 mmHg, Temperature 
34°C, respiratory rate 8/min, oxygen saturations 98% on 
air. Examination reveals coarse facial features with dry 
skin and brittle nails. 
Initial investigations reveal: 



ECG 


Sinus bradycardia 


Glucose 


5.9mmol/l 


Na + 


127 mmol/1 


r 


5.8mmol/l 


Urea 


15.2 mmol/1 


Creatinine 


223 Vmol/1 



You give her IV hydrocortisone, which other therapy 
would you consider? 

Rapid intravenous fluids 

iV 

Intravenous thyroxine 
Rapid rewarming 
Hypertonic saline 
Demeclocycline 






•A 



No.: 158 
Intravenous thyroxine 

Myxoedema coma can be the initial presentation of 
hypothyroidism, but more usually occurs on a 
background of long-standing disease where patients 
are unable to comply with their thyroxine 
replacement. Patients will have a history of cold 
intolerance, weight gain, increasing lethargy, and 
constipation Facial features include general 
coarsening with periorbital oedema and hair 
thinning. This is an emergency and treatment 
involves intravenous thyroxine and slow rewarming. 
It is also important to take serum for thyroid 
function and adrenal function Coexisting 
hypoadrenalism is suggested by hyperkalemia, and 
a raised urea. Patients may also be hypoglycaemic, 
although that is not the case here. Treatment with 
hydrocortisone is recommended till Addison's disease 
can be excluded although with this presentation 
thyroid hormone deficiency is the most prominent 
problem here. It is important to provide 
hydrocortisone until Addison's is excluded as just 
giving thyroid hormone alone may worsen an adrenal 
crisis. 
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No.: 159 

A 42-year-old female patient is referred to clinic with 
palpitations. Approximately 3 weeks ago she had 
suffered with the flu and since then she has been getting 
occasional palpitations, anxiety attacks and loose bowel 
motions. Her weight has remained stable and she has 
previously been fit and well. Examination reveals a 
tender thyroid, but no enlargement or focal masses. Her 
pulse rate is 1 10/min and regular. 
Thyroid function tests reveal: 



Thyroi d- stimulating 
hormone(TSH) 



Thyroxine (T4) 



Tri-iodothyronine (T3) 



Erythrocyte 
sedimentation rate 



0.3 rnU/1 (0.4-5 mU/1) 



190 nmol/1 (58-174 
nmol/1) 



3.21 nmol/1 (1.07- 
3.18 nmol/1) 



45 mm/1 st hour (<20 
mm/lsthour) 



What is the next most appropriate management step? 

Carbimazole 






Propylthiouracil 

Ibuprofen 

Radioiodine 

Subtotal thyroidectomy 



•A 



No.: 159 
Ibuprofen 

De Quervain's thyroiditis is transient inflammation 
of the thyroid, which typically occurs in females in 
the fourth and fifth decade. Patients can have a 
preceding viral infection followed by mild symptoms 
of hyperthyroidism. The thyroid gland is usually 
tender by this time. If bloods are taken early, the 
patient can display a low thyroid-stimulating 
hormone (TSH) and raised thyroxine (T4)/tri- 
iodothyronine (T3). The mainstay of treatment is 
management of pain over the thyroid with NSAIDs. 
Prednisolone can be used if NSAIDS are ineffective. 
The symptoms should resolve but can take weeks to a 
few months to do so, and the patient's thyroid status 
should be monitored. Some patients are left 
hypothyroid after the inflammation has settled. 
Propranolol may be considered if palpitations or 
anxiety are particularly severe. 



"'J, 
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No.: 160 

A 50 -year-old woman with Graves disease attends clinic 
for follow-up of her thyroid status. She is currently 
taking propranolol and carbimazole. In clinic she 
complains of sore eyes and double vision. Examination 
reveals marked proptosis. She has tried artificial tears 
and eye patches with no relief. 

Which of the following would be the initial treatment 
of choice to improve the ophthalmopathy? 






• 



Radio-iodine 

Ibuprofen 

Prednisolone 

Surgical decompression 

Orbital radiotherapy 



No.: 160 
Prednisolone 

Graves disease causes ophthalmopathy with signs of 
lid lag, lid retraction, proptosis, and diplopia. There 
are usually two phases: an initial inflammatory phase 
followed by a fibrotic stage. If the symptoms are mild 
patients can be managed with lubricants and eye 
patches. For active disease treatment, options include 
orbital decompression, orbital radiotherapy and 
glucocorticoids, although it is glucocorticoids, 
(prednisolone), which are the initial treatment of 
choice. There is concern that radio-iodine could 
exacerbate Graves ophthalmopathy. Patients with 
pretibial myxoedema tend to have more severe 
ophthalmopathy. 
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No.: 161 

A 32-year-old lady presents with headaches, anxiety, and 
palpitations. She states that members of her family on 
her father's side have had similar symptoms and have 
required operations. She has elevated urinary 
catecholamines and her blood pressure is elevated at 
155/92. Her physician is concerned about the possibility 
of multiple endocrine neoplasia (MEN) type 2. 
Apart from phaeochromocy toma, which is the other 
most important conditions that the patient be 
investigated for? 



♦ 






Hypoparathyroidism 

Medullary carcinoma of the thyroid 

Glucagonoma 

Insulinoma 

Pancreatic adenocarcinoma 



No.: 161 

Medullary carcinoma of the thyroid 

► Multiple endocrine neoplasia (MEN) type 2 A: 
medullary carcinoma of the thyroid, 
phaeochromocytoma, hyperparathyroidism 

► MEN type 2B: the above features which are found 
in MEN 2A and mucosal neuromas. 

They are inherited in an autosomal dominant 

fashion 

Phaechromocytomas are also associated with other 

conditions : von Hippel-Lindau disease, 

neurofibromatosis, and tuberous sclerosis. 



No.: 162 

A 25 -year-old female patient is attending clinic for 
follow-up. She has a background of McCune- Albright 
syndrome, which had been complicated by multiple 
previous fractures, precocious puberty and 
thyrotoxicosis. The patient has remained well and is 
concerned about the risk of malignancy. 
Which of the following malignancies is she most at 
risk of developing? 



♦ 



• 



Lung carcinoma 
Small bowel lymphoma 
Colorectal carcinoma 
Osteosarcoma 
Melanoma 



No.: 162 
Osteosarcoma 

McCune-Albright syndrome is due to a mutation in a 
G-protein. This results in a spectrum of polyostotic 
fibrous dysplasia, caf©-au-lait spots and 
endocrinopathies. There is an increased risk of 
osteosarcoma and other connective tissue tumours, 
especially if the patient has had multiple radiographs 
of affected areas. In relation to precocious puberty, 
the patient is at increased risk of developing breast 
carcinoma. The increased risk of osteosarcoma is in 
the setting of polyostotic fibrous dysplasia, although 
it still only has an overall incidence of around 1%. 
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No.: 163 

A 44-year-old gentleman is referred to clinic with 
headaches and a raised fasting glucose. He has also 
noticed a change in his facial appearance and 
enlargement of his hands. Examination reveals 
prognathism, enlarged digits and bitemporal hemianopia. 
His BP is elevated at 155/90mmHg. A glucose tolerance 
test fails to suppress growth hormone levels. A magnetic 
resonance scan of the pituitary fossa reveals an adenoma. 
The patient does not wish for surgery at present but 
agrees to try medical therapy. 

Which of the following is the most appropriate initial 
medical therapy for him? 






Insulin 

Glucagon 

Bromocriptine 

Somatostatin analogue 

Pegvisomant 



No.: 163 
Somatostatin analogue 

Acromegaly is usually related to a pituitary adenoma, 
although it is occasionally caused by ectopic secretion 
of growth hormone from malignant cells. This results 
in coarsening of facial features, prognathism, and 
macroglossia. The patient is at increased risk of 
cardiovascular disease with hypertension and 
diabetes. Transphenoidal removal of the adenoma 
would be curative. Dopamine agonists such as 
bromocriptine are usually more useful for the 
treatment of prolactinomas rather than growth 
hormone producing tumours. Somatostatin is initial 
medical therapy of choice, with pegvisomant, a 
growth hormone antagonist the usual second line 
agent. In this patient's case it would be hoped that he 
will eventually accept surgery. 



No.: 164 

A 20 -year-old female comes to the clinic complaining of 
excess facial hair and acne. On examination her BMI is 
elevated at 26 kg/m2 her BP is raised at 155/92 mmHg, 
and her pulse is 80/min and regular. You notice excess 
hair around her beard line, upper chest and lower 
abdomen. On further questioning she tells you that her 
periods are irregular, only occurring every 3 months, and 
they are heavy when they do occur. 
Which one of the following would be an appropriate 
initial investigation? 



• 



Plasma ACTH 

MRI pituitary 

LH/FSH ratio 

High- dose dexamethasone suppression test 

Alcohol level 



No.: 164 
LH/FSH ratio 

LH/FSH ratio will usually be >2 in polycystic ovary 
disease, which should be the first differential 
diagnosis for this patient. Another of the diagnoses to 
be considered is Cushing's syndrome. The overnight 
dexamethasone suppression test or 24hr urinary 
Cortisol may both be appropriate initial screening 
tests. The high-dose dexamethasone suppression test 
has to be done over 2 days; this is therefore only used 
in suspected Cushing's disease if the overnight test 
was positively suppressed. Plasma ACTH and MRI 
are performed to localise the cause of the Cortisol 
production once the suppression tests have been 
shown to be positive. An adrenal tumour will cause 
an undetectable ACTH; therefore, you can proceed to 
scan the pituitary, ideally with an MRI. 
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No.: 165 

A patient comes to your clinic complaining for 2 months 
of abdominal pain. He has lost significant weight. He 
complains of feeling dizzy on standing. He has had a 
normal upper GI endoscopy, colonoscopy and barium 
follow-through. His blood pressure from lying to 
standing dropped by 30 mmHg from 120mmHg systolic 
to 90mmHg. He has pigmentation on his hands and 
inside his mouth. 

Which one of the following blood test results might 
you most expect to see? 



♦ 






Glucose 3 mmol/1 (3.5-5.5) 
Calcium 2.1 mmol/1 (2.12-2.65) 
Lymphocytes 15% (20-45%) 
Neutrophils 90% (40-75%) 
Sodium 148 mmol/1 (135-145) 



No.: 165 

Glucose 3 mmol/1 (3.5-5.5) 

Addison's disease, the most likely diagnosis here, can 
present with hyperkalemia, hyponatraemia, ureamia, 
hypoglycaemia, mild acidosis, hypercalcaemia, 
neutropenia, lymphocytosis, eosinophilia, anaemia 
and abnormal liver function tests. In the UK, non- 
iatrogenic Addison's disease is most commonly due to 
autoimmune destruction of the adrenal glands. 
Adrenal autoantibodies are present in about 75% of 
cases. The next most common cause is TB. Other 
causes include haemorrhage including during 
pregnancy, sepsis including Waterhouse-Friderichsen 
syndrome from meningococcaemia, shock, 
coagulopathy and metastases. Other causes are 
metastases in over 90% in both glands, HIV and 
opportunistic infections associated with AIDS. 



No.: 166 

A 45 -year-old teacher presents with a tingling sensation 
in the fingers of both hands, especially the thumb and 
index fingers, which is worse at night and disturbs his 
sleep. He also describes aching pain in his forearms, 
exacerbated by carrying heavy objects. He describes 
polydipsia and generalised aches and pains and his wife 
has commented that he must have put on weight as his 
wedding ring no longer fits. Clinical examination 
confirms reproducible sensory loss to pinprick in both 
hands particularly over the thumb, index and middle 
fingers but is otherwise unremarkable. His blood 
pressure is 150/96 mmHg. His general practitioner has 
recently performed a fasting glucose which was 8.4 
mmol/1. You suspect he has carpal tunnel syndrome and 
arrange nerve conduction studies. 
Which of the following is the next most appropriate 
step in his management? 

Random growth hormone (GH) level 
>-» 

Oral glucose tolerance test (OGTT) with GH 

measurement 

Magnetic resonance imaging (MRI) of the pituitary 



No.: 166 

Oral glucose tolerance test (OGTT) with GH 
measurement 



fossa 



Pituitary function tests 
Visual field testing 



This gentleman has presented with bilateral carpal 
tunnel syndrome which, in association with 
macroglossia, enlarged hands, arthralgia, diabetes 
and hypertension (although a one-off measurement) 
would strongly suggest acromegaly. This is a rare 
disease usually presenting at 30-50 years and is due to 
hypersecretion of growth hormone (GH) from a 
pituitary tumour. Random GH measurement may 
show increased secretion, but levels vary diurnally 
and are therefore not diagnostic. The oral glucose 
tolerance test (OGTT) is definitive with samples 
collected for glucose and GH at intervals of 30 min 
(0-150 min). Normally GH is suppressed but not in 
acromegaly (levels may rise). Magnetic resonance 
imaging (MRI) or computed tomography (CT) is 
used to visualise the tumour, and trans-sphenoidal 
surgery is usually the treatment of choice. Irradiation 
is used in older patients or following failed surgery. If 
the OGTT confirms the diagnosis then MRI/CT + 
surgery and investigation/management of other 
complications (visual fields, pituitary function, 
echocardiogram etc) are indicated. 
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No.: 167 

A 42-year-old man on a visit to his GP has been noticed 
to have a blood pressure of 160/90 mm Hg. He has a 7- 
year history of diabetes, which is currently managed 
with metformin and gliclazide. Systemic examination 
otherwise was normal apart from bilateral peripheral 
sensory loss consistent with diabetic neuropathy. Other 
medication of note includes ramipril lOmg daily, 
atorva statin, and aspirin, which were started some 5 
years earlier. 
Investigations: 



Creatinine 


225 umol/1 


Urea 


16.7mmol/l 


Potassium 


4.8 mmol/1 


Sodium 


138mmol/l 


Calcium 


2.27 mmol/1 


Phosphate 


1.02 mmol/1 


Albumin 


38g/l 


Bicarbonate 


18 mmol/1 


Chloride 


115 mmol/1 


HbAlc 


70.49 mmol/mol (8.6%) 


Urine protein 


0.8g/24h 


ECG 


Normal 



Which next step in his management would be the 
most appropriate? 

Stop gliclazide and metformin and start a basal 

bolus insulin regime 

"• 

Reduce the dose of ACE inhibitor by 50% 

Stop his ACE inhibitor 






Start beta-blockers 
Start flirosemide 



No.: 167 

Stop gliclazide and metformin and start a basal bolus 
insulin regime 

Renal impairment is an absolute contraindication to 
metformin, so this drug should be stopped. Given 
that he already has significant renal dysfunction it 
would seem sensible to begin a basal bolus insulin 
regime to maintain as good a glucose control as 
possible. The target blood pressure for diabetics is 
recommended as < 140/80 mmHg, or 125/75 mmHg 
in type 1 diabetic patients and proteinuria > 1 g/day. 
ACE inhibitors are renoprotective in patients with a 
history of diabetic nephropathy, as such continuing 
the ACE inhibitor at maximal tolerated dose is 
recommended. It is likely that the creatinine seen 
here is chronically elevated and has not been 
worsened by ACE inhibition 



^ 



1 






O 




ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 168 

A 57-year-old non-insulin- dependent diabetic man 
presented to the A&E department with sudden onset of 
shortness of breath. A chest X-ray (CXR) on admission 
revealed bilateral pleural effusions and pulmonary 
oedema. He was commenced on insulin 4 weeks ago due 
to persistent hyperglycemia despite being on 1 g BD of 
metformin and gliclazide 160mg BD, the oral 
medications were continued. Since being on insulin, he 
has noticed a weight gain of about 3 stones. He was a 
heavy drinker and had been treated on multiple 
occasions for withdrawal symptoms. Other medication 
includes ramipril, aspirin and atorvastatin. On 
examination, he had bilateral pitting oedema up to the 
knees and facial puffiness. Auscultation revealed 
bilaterally decreased air entry and widespread crackles. 
Jugular vein pulse (JVP) was not visualised. 
Investigations revealed a normal renal, liver and cardiac 
profile. Electrocardiogram (ECG) was normal. CXR 
showed bilateral pleural effusions and pulmonary 
oedema. An echocardiogram revealed a slightly reduced 
ejection fraction. 

Select the most appropriate management step for this 
patient: 



Discontinue insulin 



♦ 



♦ 



: 



Reduce insulin dosage 

Fluid restriction 

Furosemide and thiamine supplements 

Add in a beta blocker such as bisoprolol 



No.: 168 

Furosemide and thiamine supplements 

This is a well-established but largely under- 
recognised clinical scenario of insulin related 
worsening of heart failure and fluid overload, which 
occurs because insulin itself promotes salt and water 
retention. Thiamine deficiency may also have 
contributed to his heart failure symptoms. 
Management of choice is with furosemide to promote 
salt and water excretion and thiamine in view of his 
excessive alcohol consumption Once his fluid status 
is stable, if he still has symptoms of heart failure, 
addition of a cardios elective beta blocker such as 
bisoprolol may be of value. 
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No.: 169 

You review a 52-year-old farmer who rarely consults 
with medical services. He complains of ocular pain and 
loss of vision. High magnification slit lamp examination 
reveals neo vascular tufts of capillaries at the pupillary 
margin. The pupil is poorly reactive. Retinal 
photography reveals bilateral cotton wool spots, hard 
exudates, aneurysms and small dot and blot 
haemorrhages. He has a past history of diabetes and 
hypothyroidism. You suspect rubeosis iridis and 
subsequent glaucoma. 

Which of the following is the most important 
preventative intervention to reduce the risk of 
glaucoma in this patient? 

Control of hypertension 

Control of blood glucose 

Control of thyroid function 

Pan retinal photocoagulation 

Oral acetazolamide 






No.: 169 

Pan retinal photocoagulation 

An important part of the work up of rubeosis iridis is 
with fluorescein angiography to assess extent of 
retinal ischaemia and ultrasound. Once eye disease 
has progressed to rubeosis, the mainstay of therapy is 
pan retinal photocoagulation to reduce the area of 
viable retina. Of course, improved blood pressure 
control and management of blood glucose can 
positively impact on progression of eye disease, but at 
this stage it is rather too late. Topical steroids and 
standard treatments for open angle glaucoma are 
also of value. Unfortunately prognosis for this 
condition is generally poor as many patients present 
at a late stage. 
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No.: 170 

A 60-year-old lady has been referred to the endocrine 
clinic with a history of increasing shoe size and 
problems with her dentures fitting. She also complains of 
flushing and sweating. Because of a suspected diagnosis 
of acromegaly, an oral glucose tolerance test with 
growth hormone is performed as well as a gadolinium- 
enhanced magnetic resonance image (MRI) of the 
pituitary. She attends for review after the tests have been 
performed. 

The results of the oral glucose tolerance test are as 
follows: 



Time (min) 


Growth hormone (GH) (mU) 





8 


30 


8 


60 


7 


90 


8 


120 


9 


150 


9 



The gadolinium- enhanced MRI of the pituitary is 

reported as not showing an adenoma. 

Which step would you take next to best manage her 

case? 



• 



% 



Arginine test 

CT of the chest and abdomen 

Refer for transphenoidal hypophysectomy 

Insulin tolerance test 

Inferior petrosal vein sampling 



No.: 170 

CT of the chest and abdomen 

The oral glucose tolerance test shows non- 
suppression of growth hormone (GH) secretion with 
the 75 g glucose load indicating the diagnosis of 
acromegaly. However the magnetic resonance image 
(MRI) of the pituitary is normal which is unusual, as 
acromegaly is usually caused by a pituitary 
macroadenoma. This raises the possibility of other 
causes of acromegaly. The patient complains of 
flushing, which is a symptom of carcinoid syndrome. 
Carcinoid tumours can rarely produce growth 
hormone-releasing hormone (GhRH), causing 
pituitary hyperplasia and acromegaly. The insulin 
tolerance test and arginine test are for growth 
hormone deficiency and therefore do not have utility 
here. There is no pituitary macroadenoma, so 
transphenoidal hypophysectomy is unnecessary. CT 
of the chest and abdomen would look for a carcinoid 
tumour and chromogranin A, also known as 
parathyroid secretory hormone 1, is a serum marker 
for carcinoid tissue. 
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No.: 171 

A 48-year-old man is referred to the clinic with newly 
diagnosed Type 2 diabetes. He also complains of 
excessive sweating and worries that his hands have 
swollen so that his wedding ring no longer fits him. Past 
medical history includes hypertension which is managed 
with amlodipine and indapamide. On examination his 
blood pressure is 150/90 mmHg and he has a very 
prominent lower jaw. There is also soft tissue swelling of 
his hands. 
Investigations; 



Hb 


14.9 g/dl 


WCC 


5.0xl0 y /l 


PLT 


300 xl07l 


Na + 


138 mmol/1 


K + 


4.0 mmol/1 


Creatinine 


100 umol/1 


Random glucose 


12.1 mmol/1 



Which one of the following would be the most 
appropriate initial investigation towards confirming 
this man's likely underlying diagnosis? 

Fasting plasma glucose 






Random growth hormone measurement 
Prolactin measurement 
Random Cortisol measurement 
IGF-1 measurement 



No.: 171 

IGF-1 measurement 

This patient has a clinical picture consistent with a 
diagnosis of acromegaly. IGF-1 measurement varies 
with age and nutritional status, but reference ranges 
exist for comparison IGF-1 has a long half-life and 
as such is a useful measure of growth hormone status. 
Failure of growth hormone to suppress in response to 
an oral glucose challenge is the other diagnostic 
method of choice for assessing patients with possible 
acromegaly. Of course, other pituitary dependent 
hormones may also be elevated, but assessment of the 
growth hormone axis needs to be done first. In 
practice an MRI of the pituitary would be arranged 
in parallel to the laboratory investigations. 
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No.: 172 

A 25 -year-old postman presents for review. He is 6 feet 
4 inches tall and has signs of delayed puberty and 
infertility on examination, notably small testes with 
scanty pubic hair. 
Blood results are shown below: 



follicle- stimulating hormone 
(FSH) 


35 U/l (1-7) 


testosterone 


5 nmol/1 (9- 

35) 



Which diagnosis fits best with this clinical picture? 
(5* 






. 



47XXY 

Down's syndrome 

Fragile-X syndrome 

Hypogonadotropic hypogonadism 

Kallmann's syndrome 



No.: 172 
47XXY 

This is 47XXY or Klinefelter' s syndrome. 
Hypogonadotropic hypogonadism occurs in 
hypopituitarism, selective gonadotrophin 

deficiency, (eg Kallmann's syndrome), systemic illness 
or severe weight reduction. Fragile-X syndrome is 
associated with macro-orchidism and learning 
difficulties in males. Klinefelter' s syndrome affects 1 
in 1000 males and involves the loss of Ley dig cells 
and seminiferous tubular dysgenesis. Treatment is 
with androgen replacement unless testosterone levels 
are normal No treatment is possible for associated 
infertility. Chromosomal disorders such as 
Klinefelter' s syndrome, which occur due to loss, gain 
or rearrangement of one or more chromosomes, have 
no clear pattern of inheritance and carry a low risk of 
inheritance in relatives. 



No.: 173 

A 40 -year-old man presents to the hypertension clinic 
with difficult to control blood pressure. He is now taking 
ramipril 10 mg daily and amlodipine 10 mg, but his 
blood pressure is still 153/88 mmHg. 
Blood tests reveal: 



Sodium 


145 mmol/1 


Potassium 


3.0mmol/l 


Urea 


5.2 mmol/1 


Creatinine 


85 umol/l 


Renal ultrasound scan 


normal sized kidneys 



Which of the following represents the best 
investigation for this patient? 

Plasma renin, aldosterone and Cortisol level 

Plasma renin, aldosterone and Cortisol level after 
washout of antihypertensives 

Echocardiogram 

Renal angiogram 

Oral salt loading 



No.: 173 

Plasma renin, aldosterone and Cortisol level after 
washout of antihypertensives 

ACE inhibitors may increase plasma renin activity, 
and calcium antagonists may reduce aldosterone. 
Hence, renin, aldosterone and Cortisol should be 
measured after a 2 -week washout period to confirm 
primary hyperaldosteronism, the most likely 
diagnosis here. Resection of adenoma leads to 
resolution of hypertension in around 70% of patients 
where a discrete adenoma has been identified. 
Bilateral adrenal hyperplasia may be managed with 
spironolactone for many years; dexamethasone is the 
treatment of choice for those with glucocorticoid 
suppressible hyperaldosteronism. 
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No.: 174 

A 28-year-old single woman presents to the endocrine 
clinic with recent symptoms of sweating, weight loss and 
palpitations. She tells you that there is a history of 
thyroid disease in the family and she has recently applied 
for a job as a nurse because she wants to help people. On 
examination she has a BMI of 20, there is no palpable 
goitre and a tremor is noted. 
Investigations: 



TSH 


<0.05 mU/1 (0.5-4) 


Free T4 


32.1 pmol/1 (10-22) 


Thyroid scintography 


revealed decreased uptake 



Which of the following is the most appropriate next 
investigation? 






Thyroid ultrasound scan 
Fine needle aspiration biopsy 
Beta HCG 
Thyroglobulin levels 
Abdominal ultrasound scan 



No.: 174 
Thyroglobulin levels 

One possible cause of recent -onset thyrotoxicosis is 
thyroiditis. Thyroglobulin levels can be used to 
differentiate thyroiditis and other causes of 
hyperthyroidism from thyrotoxicosis factitia. Low 
thyroglobulin levels are associated with a diagnosis of 
thyrotoxicosis factitia(inappropriate abuse of thyroid 
hormone), and this is also associated with no thyroid 
enlargement, and suppressed TSH in the presence of 
elevated T4 levels. Decreased isotope uptake is seen 
on thyroid scanning. Expert psychiatry input is 
advised in cases such as this one, as presentation of 
the diagnosis may be met with a hostile reaction and 
appropriate psychological assessement is required. 



No.: 175 



You are asked to see a 24 -year-old woman who is in her 
first pregnancy. She has suffered vomiting and is finding 
it difficult to maintain weight. On examination she is 
clearly anxious. Her BP is 105/70, pulse is 75 and 
regular. Her BMI is 22. 
Thyroid function testing reveals: 



Total T4 



TSH 



185 nmol/1 (58-174) 



0.6 mU/1 (0.4-5) 



Which of the following is the most appropriate 
management in this case? 






♦ 



Start propylthiouracil 

Start carbimazole 

Start propylthiouracil and thyroxine (block-replace) 

Start thyroxine therapy 

Observe 



No.: 175 
Observe 

This patient has increased total T4 with a TSH which 
is in the normal range. There are no clinical signs of 
hyperthyroidism. The weight loss and vomiting are 
most likely to be related to hyperemesis gravidarum 
Although normal in this case, TSH itself may be 
suppressed in 13.5% of patients in the first trimester 
due to the thyrotrophic effects of beta HCG. There is 
a twofold increase in thyroid binding globulin levels 
in pregnancy due to a combination of reduced 
hepatic clearance of thyroid binding globulin and 
increased synthesis in response to oestrogen. The 
increased level of thyroid binding globulin plateaus at 
20 weeks and then gradually falls. In this case thyroid 
binding globulin may be useful in confirming the 
diagnosis. 
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No.: 176 

A 27-year-old woman attends the GP 3 months after the 
birth of her second child. She complains of an increasing 
inability to cope over the past few months and frequent 
tearfulness. On examination her BP is 132/72 mmHg, 
her pulse is 66/min and regular, her BMI is 28, and she 
tells you she has gained weight over the past 2-3 weeks. 



TSH 


8.5 mU/1 (0.4-5) 


Free T4 


6.5 pmol/1 (10-22) 


Anti TPO antibodies 


positive 



Which of the following diagnoses fits best with this 
clinical picture? 



(5* 



* 



Grave's disease 
Hashimoto's thyroiditis 
Post-partum thyroiditis 
Riedel's thyroiditis 
De Quervain's thyroiditis 



No.: 176 
Post-partum thyroiditis 

Post-partum thyroiditis is said to develop some 3-7 
months after pregnancy and is often associated with 
mild symptoms such as tiredness or depression. It is 
said to occur to varying degrees in 5-7% of women 
and in 30-52% of cases anti-TPO antibodies are 
positive. Permanent hypothyroidism is said to 
develop in around 40% of patients, the frequency is 
increased in patients with positive anti-TPO 
antibodies. Standard treatment for postpartum 
hypothyroidism is low -dose thyroxine (around 50 ug), 
with a withdrawal period after 6 months to measure 
recovery of thyroid function. 



No.: 177 

A 48-year-old woman is referred to the endocrine clinic 
after routine blood testing at the GP surgery. She has no 
significant previous medical history; her only recent 
attendance at the doctor's was after fainting at a wedding 
when the weather was noted to be rather hot. 
Results: 



K + 


3 .0 mmol/1 


HC0 3 " 


32 mmol/1 



There was no other past history of note and examination 

revealed blood pressure of 130/82 mmHg. No previous 

history of hypertension was noted, nor any episodes of 

hypovolaemia. 

Which of the following is the most appropriate next 

investigation? 



♦ 



Renin and aldosterone levels 
Urinary electrolytes 
Renal ultrasound scan 
Renal biopsy 
Renal angiography 



No.: 177 

Renin and aldosterone levels 

This patient has hypokalemic alkalosis without 
evidence of hypovolaemia or hypertension. The 
presentation is typical of Gitelman's syndrome 
presenting at older age, with no symptoms of 
hypovolaemia. Gitelman's is caused by mutation in 
the thiazide-sensitive Na-Cl transporter and resultant 
salt wasting leads to activation of the renin- 
angiotensin system also leading to raised aldosterone 
levels. Gitelman's is associated with hypocalciuria 
and hypomagnesaemia. Treatment is with potassium 
and magnesium replacement. Where patients fail to 
respond to supplementation, potassium sparing 
diuretics may be required to restore serum potassium 
levels. Whilst hypokalemia alkalosis is seen in the 
context of Conn's syndrome, there is no sign of 
hypertension to support Conn's as a diagnosis here. 
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No.: 178 

A 16-year-old girl from a travelling family presents for 

review. Her mother is concerned as her periods have not 

started. On examination she is significantly shorter than 

would be expected given her parental height, her nipples 

are widely spaced and there is a suspicion of a high 

arched palate. There appears to be failure of secondary 

sexual characteristics. 

Investigations reveal an FSH > 40 IU/1 on at least two 

occasions. 

Which of the following is the best investigation in this 

case? 

<? 






♦ 



Karyotyping 
Autoimmune screen 
Pituitary MRI 
Abdominal ultrasound scan 
Oestrogen levels 



No.: 178 
Karyotyping 

The best investigation is karyotyping. There is a 
strong suspicion that this patient has Turner's 
syndrome. Features include short stature, webbing of 
the neck, micrognathia, low-set ears, a high arched 
palate, widely spaced nipples and cubitus valgus, 
some of which are clearly present here. Turner's 
occurs due to the complete or partial absence of one 
X chromosome and diagnosis is by lymphocyte 
karyotyping. Turner's is associated with a number of 
other associated abnormalities including aortic 
coarctation and other left-sided congenital heart 
defects, osteoporosis, hypothyroidism, lymphoedema, 
skeletal abnormalities and congenital malformations 
of the renal tract. Surveillance echocardiography and 
renal ultrasound are recommended. 



No.: 179 

A 42-year-old woman is referred with difficult to treat 
hypertension. She is currently taking ramipril 10 mg 
daily and bendrofluazide 2.5 mg daily yet recent blood 
pressure was 165/90 mmHg. Past medical history in the 
family of subarachnoid haemorrhage was noted. She is 
currently being treated with amitriptyline for depression. 
Circulating calcitonin levels are elevated. Examination 
in the clinic reveals a patient of normal body habitus, 
with a blood pressure of 170/90 mmHg. Abdominal 
ultrasound is suspicious of a left adrenal mass. 
Which of the following is the most appropriate 
treatment for her blood pressure prior to surgery? 



No.: 179 



Phenoxyb enzamine 



aioxyb 






Doxazosin 
Prazosin 
Atenolol 

Phenoxyb enzamine 
Propranolol 



This patient has difficult hypertension, a left adrenal 
mass, and raised calcitonin levels. The suspicion is 
that she has MEN-2a. Given the adrenal mass and 
hypertension, 24-hour urinary catecholamines should 
be assessed to rule out phaeochromocytoma. 
Amitriptyline can interfere with catecholamine 
measurements and should be discontinued for 4 days 
prior to the measurements. Phenoxybenzamine is the 
most potent available alpha blocker and is the 
treatment of choice for phaeochromocytoma. Starting 
dose is 10 mg bd, which should be increased up to a 
maximum of 20 mg qds. Beta blockade can be started 
around 3 days after phenoxybenzamine. Intravenous 
phenoxybenzamine is commonly used for the 3 days 
prior to surgery to ensure complete alpha blockade. 
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No.: 180 

A 72-year-old woman presents with severe vomiting and 
dehydration. There has been a history of tiredness, 
weakness, malaise and weight loss which has increased 
over the past few months. Other past medical history of 
note involves a left breast lumpectomy 6 years 
previously and increasing bone and joint pain over the 
past few years. On examination she looks dehydrated. 
Her BP is 100/60 mmHg, with a pulse of 96/min. Her 
BMI is 21 . There is a scar over her left breast and she is 
tender over the lower part of her back and over her left 
hip. 
Investigations reveal: 



Corrected calcium 


3.6 mmol/1 


Urea 


15.2mmol/l 


Creatinine 


286 umol/1 


Album n 


28g/l 


Haemoglobin 


10.8 g/dl 


Viscosity 


2.8mPa/s(l 


5-1.72) 


Urine analysis 


proteinuria 



Which of the following is the initial management of 
choice in this case? 






IV normal saline 
IV 5% dextrose 
Furosemide (frusemide) 
Bendroflumethiazide 
IV calcitonin 



•A 



No.: 180 

IV normal saline 

Initial management of choice would be fluid 
rehydration with normal saline, aiming for 3-6 litres 
in 24 hours depending on fluid and cardiovascular 
status. Where there is evidence of fluid overload this 
can be combined with furosemide which encourages 
urinary calcium excretion. Bendroflumethiazide 
however promotes renal calcium retention. 
Bisphosphonates also help to lower serum calcium, 
but a fall in calcium levels is not seen until a few 
hours after IV treatment is administered. Although 
the history of lumpectomy may be a pointer towards 
carcinoma of the breast, the raised viscosity and 
anaemia is suggestive of myeloma. It is likely that the 
development of renal amyloidosis secondary to the 
myeloma has precipitated the proteinuria seen here. 
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No.: 181 

A 54-year-old man with type-1 diabetes presents for his 
annual review. Over the past couple of years he has 
suffered problems with early satiety, indigestion and 
regurgitation of food matter but has not lost weight, and 
now requests investigations. His diabetes is relatively 
well controlled, with a recent HbAlc of 57.38 mmol/mol 
(7.4%), his Hb is normal at 13.0 g/dl and his ESR is 13 
mm/hr. You note that he does have a postural drop of 35 
mmHg on blood pressure measurement. 
Which of the following actions is most appropriate 
for managing his GI symptoms? 
<? 






Oesophageal pH monitoring 

Isotope gastric motility studies 

Upper GI endoscopy 

Trial of anti-acids 

Trial of proton pump inhibitor therapy 



No.: 181 

Isotope gastric motility studies 

This patient likely has diabetic autonomic 
neuropathy, manifest in postural hypotension and 
delayed gastric emptying. Isotope gastric motility 
studies are the most appropriate way to assess gastric 
emptying and treatments involve prokinetic agents 
such as domperidone, metoclopramide or 
erythromycin, although response to treatment is 
generally poor. Treatment of postural hypotension 
involves mechanical measures such as bed-head 
elevation and wearing of support stockings. Intake of 
sodium chloride should be adequate, and 
fludrocortisone may be added starting at a dose of 50 
ug/day, increased up to 400 ug as required. Diuretics, 
vasodilators and tricyclic antidepressants may 
exacerbate the condition and for this reason review of 
current medications which may exacerbate postural 
hypotension is important before commencing further 
therapy. 
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No.: 182 

A 61 -year-old man with type-2 diabetes and a recent 
HbAlc of 83.61 mmol/mol (9.8%) asks for urgent clinic 
review. He complains of a swollen, hot left foot. On 
examination there is increased heat over the tarsal - 
metatarsal joint and the foot is swollen. Dorsalis pedis 
and posterior tibial pulses are palpable and there is 
obvious neuropathy. 
Investigations; 



Hb 


12.1 m 


WCC 


12.1xl0 y /l 


Pits 


204x1071 


Na + 


140 mmol/1 


r 


4.5 mmol/1 


Creatinine 


101 umol/1 


CRP 


9 mg/1 



Which of the following represents the investigation of 
choice in this case (where available)? 

Technetium isotope scan 






Indium-labelled white cell scan 

Plain radiograph 

ESR 

Joint aspiration 



•A 



No.: 182 

Indium-labelled white cell scan 

Although not widely available, an indium labelled 
white cell scan is the best way to differentiate 
between infective causes of this clinical presentation 
and Charcot's arthropathy. Charcot's is thought to 
occur due to increased blood flow as a result of 
neuropathy. This results in increased osteoclast 
activity and bone turnover; the foot is then 
susceptible to often very minor trauma and 
destructive changes take place. Experts recommend 
immobilisation for at least 3 months in an aircast 
type non-weight-bearing plaster. This is to allow bone 
remodelling/repair to occur. Bisphosphonates are a 
useful adjunct to the healing process as they reduce 
osteoclast activity. Whilst insulin therapy is likely to 
improve glycaemic control and slow further 
progression of neuropathy, it will not affect recovery 
of the Charcot's joint. 



"'J, 



ib 



ANGELS TEAM 




PaS Test 2012... MRCP 2... Endocrinology & Metabolic medicine 



No.: 183 

A 42-year-old Portuguese woman presents to her GP 
with increasing lethargy. He had seen her twice in the 
past few months and commenced antidepressants at her 
last appointment. Most recently she had been 
complaining of increasing nausea and vomiting and lost 
a considerable amount of weight. On examination her 
blood pressure was 105/65 mmHg and her BMI was 21. 
There was a postural drop of 20mmHg in her blood 
pressure on standing, with a corresponding increase in 
her pulse rate. 
Investigations: 



Na = 


126 mmol/1 


K + 


4.8mmol/l 


TSH 


7mU/l(0.4-5) 


Free 
T4 


7pmol/l(10-22) 


Urea 


10.1 mmol/1 


Hb 


10.1g/dl(n rmochromic, 
normocytic), eosinophil count raised 



Which of the following is the initial treatment of 
choice in this patient? 

Thyroxine 






Fludrocortisone 
Hydrocortisone 
IV 5% dextrose 
Fluid restriction 



•A 



No.: 183 
Hydrocortisone 

This patient has the clinical features of adrenal 
insufficiency, with hyponatraemia, a raised urea, 
normochromic normocytic anaemia with eosinophilia 
and a relatively high potassium level despite repeated 
episodes of vomiting. She should not be treated with 
thyroxine at this stage; thyroid function testing 
should be repeated after treatment with 
corticosteroids. Mild biochemical hypothyroidism is 
often seen at the point of diagnosis of Addison's, but 
early treatment of abnormal thyroid numbers, 
particularly before corticosteroid stabilisation may 
further decompensate the adrenal insufficiency. She 
should be rehydrated but with N saline. Autoimmune 
adrenalitis is the commonest cause of primary 
adrenal insufficiency. Metastatic carcinoma from 
lung, breast or kidney primaries is also known to 
result in adrenal failure. Infiltration due to amyloid, 
infection due to tuberculosis, vascular haemorrhage 
or infarction are other documented causes. 
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No.: 184 

A 23 -year-old final year medical student presents to the 
student health service complaining of increased hairiness 
and trouble with acne. Her periods are erratic and she is 
an intermittent user of the oral contraceptive pill. On 
examination her BMI is 31, her blood pressure is mildly 
elevated at 145/89 mniHg. She has slight thinning of the 
hair on the front of her head, increased hair around her 
moustache and beard line, and hair around her nipples 
and lower abdomen. 

Investigations reveal an increased LH/FSH ratio 
Testosterone is 5 nmol/1 (1-2.5 nmol/1) 
Which of the following is the investigation most likely 
to confirm the diagnosis in this case? 






Transvaginal ultrasound scan 

Pituitary MRI 

17-OH progesterone levels 

Adrenal ultrasound scan 

Karyotyping 



No.: 184 

Transvaginal ultrasound scan 

This patient's clinical picture is suggestive of 
polycystic ovarian syndrome (PCOS) and 
transvaginal ultrasound is said to have 91% 
diagnostic sensitivity for the condition in experienced 
hands. The presence of more than eight follicular 
cysts of less than 10 mm and increased ovarian 
stroma is sufficient to make the diagnosis. 
Cyproterone acetate is useful for suppression of 
ovarian androgens, and electrolysis is useful for 
reducing hirsuitism. Metformin increases insulin 
sensitivity and as such has positive effects on 
associated metabolic features and helps restore 
ovulatory function. Weight loss is however the gold- 
standard treatment for PCO S, and improves 
ovulation, androgen levels, hirsuitism and metabolic 
features associated with insulin resistance. A loss in 
weight of only 5% reduces hirsuitism by up to 40%. 



No.: 185 
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No.: 185 



A 28-year-old single man with type-1 diabetes presents 
for review. His Hb Ale is 50.82 mmol/mol (6.8%) yet he 
is concerned that morning sugars are occasionally as 
high as 24 mmol/1. He is currently managed on a basal 
bolus insulin regime. 

Which of the following is most appropriate for his 
further management? 






Increase his nocturnal dose of long acting insulin 



Switch his nocturnal long acting insulin to the 
morning 

Divide his nocturnal long acting insulin into 
morning and evening doses 

Add in an extra dose of short-acting insulin at 10pm 

Arrange for continuous glucose monitoring 



Arrange for continuous glucose monitoring 



His long term blood glucose control is excellent, and 
his occasional high morning sugars are suggestive of 
the Somogyi effect, related to nocturnal 
hypoglycaemia, reactive release of counter-regulatory 
hormones such as adrenaline and rebound 
hyperglycaemia. Continuous glucose monitoring 
would be useful in producing a 72 -hour profile of 
glucose excursions to rule out nocturnal 
hypoglycaemia. In the event that a significant 
problem with morning dipping in glucose is revealed, 
then his long acting insulin dose will require a 
reduction, as may his evening insulin dose. 
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No.: 186 

You review a 28-year-old woman with Hashimoto's 
thyroiditis in the thyroid clinic. She has been stable on 
100 ug of thyroxine for the past few years and recent 
TSH was measured at 1 .0 mU/1 some 6 months ago 
(normal range 0.4-5). The reason for this appointment is 
that she is 12 weeks pregnant. 
How would you manage her thyroxine therapy 
during this pregnancy? 



♦ 



Increase her thyroxine dose by an average of 100 ug 
Increase her thyroxine dose by an average of 25-50 

Reduce her thyroxine dose by an average of 25 ug 
Reduce her thyroxine dose by an average of 50 ug 
Keep her thyroxine dose unchanged 



No.: 186 

Increase her thyroxine dose by an average of 25-50 ug 

In patients already on thyroxine when they become 
pregnant, thyroid function tests should be assessed at 
6-8 weeks gestation and then at 16-20 and 28-32 
weeks. Average increase in thyroxine requirements is 
25-50 ug and the increased need for thyroxine ceases 
immediately after delivery. In patients with positive 
thyroid autoantibodies there is a twofold increased 
risk of spontaneous abortion In patients who are 
suboptimally treated for hypothyroidism there is a 
21% risk of pregnancy -induced hypertension 
Maternal hypothyroidism is also associated with 
increased risk of pregnancy induced anaemia and 
postpartum haemorrhage, for these reasons it is 
crucial that patients with hypothyroidism are 
followed up appropriately during pregnancy. 
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No.: 187 

A 17-year-old boy presents for review with concerns 
about his sexual function. He has recently begun a 
relationship with a girl and is unable to become sexually 
aroused. Past history of note includes repair of cleft lip 
and palate. On examination he is normal height and is 
thin. He has failure of development of secondary sexual 
characteristics. Other history of note includes a lack of 
sense of smell, which he put down to an accident as a 
toddler. 
Investigations; 



TSH 


normal 


LH 


low 


FSH 


low 


Testosterone 


low 



He is thought to have Kallmann's syndrome, and a 
failure of GnRH and hence LH, FSH secretion. The 
history of cleft palate defect and lack of sense of smell 
both fit best with this as the most likely diagnosis. It is 
due to disordered migration of GnRH producing 
neurones to the hypothalamus. It has an incidence of 1 in 
10,000 males with a male to female ratio of 4: 1 . 
Anosmia is present in 75% and there is an increased 
association with cleft lip and palate. 
Several years later he returns to the clinic. He is looking 
to try for a child and wants to become fertile if possible. 
Which of the following is the most appropriate 
treatment? 






Testosterone supplementation 
Continuous GnRH therapy 
Pulsed GnRH therapy 
FSH therapy 
LH therapy 



No.: 187 

Pulsed GnRH therapy 

Whilst testosterone therapy will restore secondary 
sexual characteristics, it wont restore fertility. Pulsed 
GnRH therapy is required to do this. Continuous 
GnRH therapy does not restore fertility as pulsed 
treatment is needed to restore LH, FSH release. It 
needs to be continued for as long as fertility is 
required. Once his family is complete switching to 
testosterone therapy may be more convenient for 
him. 
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No.: 188 

A 21 -year-old student nurse presents with frequent 
episodes of collapse. One of these occurred during a 
placement in the emergency department at the same time 
as a cardiac arrest. Blood glucose at the time was noted 
to be 1.4 mmol/1. Other blood tests were unremarkable. 
On examination straight after an event her BP is 123/82 
mmHg, pulse is 95/min and regular, and she is cold and 
sweaty. Blood taken at the time confirmed a venous 
blood glucose of 1.2 mmol/1, c-peptide level was low- 
normal, and insulin levels were markedly elevated. 
Which of the following is the most likely diagnosis in 
this case? 
<? 






Insulinoma 
Sulphonylurea misuse 
Insulin misuse 
Alcohol misuse 
Retroperitoneal sarcoma 



No.: 188 
Insulin misuse 

Hyperinsulinaemia in the absence of raised C-peptide 
is suggestive of insulin misuse. Elevation in both C- 
peptide and insulin may raise suspicion of 
sulphonylurea abuse. It is possible to assay levels of 
commonly used sulphonylureas in urine and this 
should be considered. Insulinoma is a rare diagnosis 
and should only be entertained as a diagnosis of 
exclusion. Whilst elevated C-peptide and insulin may 
also be seen in insulinoma it is by far the rarer 
diagnosis versus abuse of insulin therapy. 



No.: 189 

A 31-year-old adopted man presents with acute onset 
central crushing chest pain. ECG confirms anterior 
myocardial infarction. He is a non-smoker. Cholesterol 
on admission was 10.5 mmol/1, with relatively normal 
triglycerides and a marked increase in LDL. You suspect 
he has familial hypercholesterolaemia, which has an 
incidence of 1:500 and is inherited in autosomal 
dominant fashion. Physical findings include tendon 
xanthomata, corneal arcus, and xanthelasma. 
You elect to treat his high cholesterol; 
Which of the following is the most appropriate long 
term treatment? 



No.: 189 
Atorvastatin 80 mg 

This patient is at serious risk of further 
cardiovascular events and requires maximal statin 
therapy to reduce his LDL cholesterol. If 80mg of 
atorvastatin fails to achieve the LDL target, ezetimibe 
can be added. Fibrates and nicotinic acid mainly 
target low HDL cholesterol and raised triglycerides, 
as such they are not the best option here. 






• 



Atorvastatin 10 mg 
Atorvastatin 80 mg 
Nicotinic acid 1.5g 
Bezafibrate 200mg po bd 
Pravastatin 40 mg 
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No.: 190 

You review a 62-year-old homosexual type-2 diabetic 
who is taking metformin 2 g per day and gliclazide 160 
mg per day and ramipril for renoprotection. Recent 
HbAlc was 68.31 mmol/mol (8.4%) and his blood 
pressure was 140/75 mmHg. You review his eye 
photograph that reveals dot and blot haemorrhages, 
cotton wool spots and microaneurysms. None are within 
close proximity to the macula. 

Which of the following treatments represents the best 
option for reducing the probability of further 
deterioration of his diabetic retinopathy over the long 
term? 



♦ 
♦ 
♦ 



♦ 



Transition to insulin therapy 

Addition of valsartan to his blood pressure regime 

Addition of amlodipine to his blood pressure regime 

Laser therapy 

Increasing gliclazide to 320 mg/day 



No.: 190 

Transition to insulin therapy 

This patient's blood pressure is relatively well 
controlled, yet there is room for significant 
improvement in his blood glucose. Achievement of 
target HbAlc of 47.54 mmol/mol (6.5%) would be 
associated with significantly reduced progression of 
retinopathy. The dose-response curve for gliclazide 
above 160 mg is fairly flat; therefore the best option 
to improve glycaemic control would be insulin. The 
next step in further intensification of blood pressure 
control is addition of a calcium antagonist such as 
amlodipine, although amongst the calcium antagonist 
class, only diltiazem has been shown to impact 
significantly on proteinuria. 



•A 
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No.: 191 

A 45-year-old contract painter presents for review. He 
consulted the GP complaining of tiredness and lethargy, 
abdominal pain and headaches. He works regularly on 
renovation jobs in old houses. Only past history of note 
includes atenolol for hypertension and gout which has 
become a recent problem over the past few months. On 
examination his BP is 138/80 mmHg, pulse is 72 and 
regular. He looks pale and has a peripheral neuropathy. 
Investigations; 



Hb 


9.1 g/dl (Hypochromic, microcytic 
anaemia) 


WCC 


9.7 xlO y /l 


PLT 


173 xl07l 


Na + 


133 mmol/1 


K + 


5.8mmol/l 


Creatinine 


122 umol/1 



What diagnosis fits best with this clinical picture? 

Interstitial nephritis 






Lead poisoning 
Hypertensive nephropathy 
Pseudohypoaldosteronism 
Atenolol use 



•A 



No.: 191 
Lead poisoning 

The picture here, with hypochromic, microcytic 
anaemia, gout and hyperkalemia fits best with lead 
poisoning. Hyperkalemia occurs as a result of 
aldosterone resistance, also known as renal tubular 
acidosis Type 4, because of lead related renal 
damage. Pencillamine is one effective treatment for 
lead poisoning, promoting increased lead excretion 
Reduced lead levels over time can result in a partial 
reversal of aldosterone resistance. 
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No.: 192 

A 58-year-old woman with a previous psychiatric history 
presents to the emergency department for review with 
severe left loin pain. Medication of note includes 
paroxetine which was started some 6 months earlier by 
her GP. On examination her BP is elevated at 155/80 
mmHg, pulse is 95/min and regular and she is in pain. 
Examination of the abdomen reveals severe left loin 
pain. 
Investigations; 



Hb 


13.2 g/dl 


WCC 


9.9x1071 


PLT 


188xl0 9 /l 


Na + 


137 mmol/1 


K + 


4.2 mmol/1 


Creatinine 


124 umol/1 


Calcium 


3.2 mmol/1 


Phosphate 


0.7 mmol/1 



Which of the following is the most likely diagnosis in 
this case? 



• 



Hypoparathyroidism 
Primary hyperparathyroidism 
Secondary hyperparathyroidism 
Multiple myeloma 
Paget' s disease 



•A 



No.: 192 

Primary hyperparathyroidism 

There is confirmed nephrolithiasis and a history of 
previous psychiatric disorder. In the presence of 
hypercalcaemia and hypophosphataemia, this is 
highly suggestive of hyperparathyroidism. The 
condition occurs most frequently in postmenopausal 
women, and the prevalence in this group may be as 
high as 3%. Paget' s disease is a cause of raised 
alkaline phosphatase, not commonly a cause of 
hypercalcaemia. The differential here is between 
parathyroid hyperplasia and a solitary parathyroid 
adenoma. Technetium (99mTc) sestamibi scanning 
has a high specificity and sensitivity for parathyroid 
adenoma. This patient already has symptoms of 
primary hyperparathyroidism, so that surgery is the 
definitive management. A sestamibi scan is most 
likely to inform on location of any adenoma prior to a 
surgical approach. 
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No.: 193 

A keen SHO studying for his MRCP examination shows 
the medical registrar an ECG recorded on a 36-year-old 
woman in the medical clinic in the morning. 
Examination of the patient reveals a normal body habitus 
with BMI of 23, but she was hypertensive. She takes no 
medications and apparently complains of lethargy and 
muscle aches most of the time. The patient had been 
urgently referred by the GP for investigation for a 
metabolic abnormality. The ECG shows ST segment 
depression, low-amplitude T waves, and a further wave 
seen after the T wave which is of the same polarity as the 
T wave. 

Based on the ECG, what is the most likely underlying 
metabolic abnormality? 

a 



♦ 



♦ 



Hyperkalaemia 

Hypokalaemia 

Hypercalcaemia 

Hypocalcaemia 

Hypomagnesaemia 



No.: 193 
Hypokalaemia 

A U wave on the ECG is thought to correspond with 
after-depolarisation events in the ventricles. A 
normal U wave is of the same polarity as the T wave 
but one-third of the amplitude. The differential 
diagnosis of prominent upright U waves include 
hypokalaemia, left ventricular hypertrophy, some 
cases of mitral valve prolapse, hyperthyroidism, and 
quinidine and other type 1A anti-arrhythmics. 
Conn's syndrome is characterised by increased 
aldosterone secretion (primary hyperaldosteronism) 
from the adrenal gland from a unilateral aldosterone- 
producing adenoma. Metabolically, this manifests as 
suppression of plasma renin activity, hypertension 
and hypokalaemia. Bartter's syndrome is a cause of 
congenital salt wasting which presents in childhood 
with failure to thrive, polyuria and polydipsia. 



No.: 194 






A 25 -year-old woman presents with palpitations, a blood 
pressure of 130/80 mmHg and is found to have atrial 
fibrillation on her ECG. On examination, she has a 
palpable smooth thyroid goitre. She is 3 months 
postpartum and is currently breast-feeding. Her daughter 
is very healthy. She has no past medical history. 
Which one of the following is the most likely 
diagnosis of her goitre? 



• 



♦ 



Postpartum thyroiditis 
Pregnancy 
Graves disease 
Struma ovarii 
Riedel's thyroiditis 



No.: 194 
Postpartum thyroiditis 

The patient is clinically hyperthyroid; therefore, the 
cause of the goitre is not likely to be pregnancy or 
Riedel's thyroiditis (a chronic fibrotic hard goitre 
that is usually euthyroid or sometimes hypothyroid). 
Struma ovarii is caused by ectopic thyroid tissue, so 
there is no goitre present. Postpartum thyroiditis 
usually occurs 2-12 months after birth and may 
present with goitre, hence the timing fits with this as 
the underlying diagnosis. The main diiferential is 
between Graves disease and post-partum thyroiditis. 
In post partum thyroiditis anti-TPO antibodies are 
often positive, and ESR is usually in the normal 
range. Treatment generally isnt required, since 
following the thyrotoxic phase there is a later period 
of hypothyroidism, followed by a return to the 
euthyroid state for the majority of patients. 
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No.: 195 

You review a 36-year-old woman who presents to the 
emergency department with anxiety and palpitations. 
She has an 8-month-old child. Over the past 4 months 
she has lost 5kg in weight but puts this down to all the 
work looking after her baby. The admitting nurses notice 
that she has rather staring eyes and on examination you 
notice she has obvious chemosis, proptosis and lid lag. 
Thyroid- stimulating hormone (TSH) measurement is 
0.05 mU/1. 

Which of the following best fits the underlying 
diagnosis of her systemic condition? 



♦ 



♦ 



Graves disease 

Hashimoto's thyroiditis 

Riedel's thyroiditis 

Hyperthyroidism secondary to a toxic nodule 

Post-partum thyroiditis 



No.: 195 
Graves disease 

This woman has Graves ophthalmopathy and 
thyrotoxicosis. Graves ophthalmopathy occurs due to 
local accumulation of glycosaminoglycans; 75% of 
Graves patients develop Graves disease within a year 
of ophthalmopathy occurring. The condition can be 
worsened by smoking and by hypothyroidism post- 
radioiodine treatment. If visual impairment, with 
blurring or visual field loss, or pain occurs, then this 
is a sign of optic neuropathy, which should be 
referred to an ophthalmologist for treatment. 
Standard therapy involves a portfolio of treatment 
modalities which may include systemic 
corticosteroids, radiotherapy or orbital 

decompression, or a combination of treatments. In 
patients with thyroid eye disease undergoing 
radioiodine treatment, post-radioiodine 

hypothyroidism should be avoided, because of the 
risk of worsening Grave's eye disease. For this reason 
patients are stabilised on a block replace regimen 
before moving to radioiodine therapy. 
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No.: 196 

A 60-year-old lady on long-term therapy for depression 
has been referred by the psychiatric services. She 
presented acutely via the community psychiatric nurse 
with increasing drowsiness and confusion. According to 
her carer she had complained of increasing thirst and 
going to the bathroom over the past few days. 
Her blood results are shown below: 



Sodium 


156 mmol/1 


Urea 


20 mmol/1 


Creatinine 


205 umol/1 


Chloride 


112 mmol/1 


Glucose 


6.1 mmol/1 


Calcium 


2.6 mmol/1 



Which of the following medications is likely to be 
responsible for this lady's presentation? 






♦ 



Paroxetine 

Fluoxetine 

Lithium 

Amitriptyline 

Chlorpromazine 



No.: 196 
Lithium 

This lady's long history of depression is likely to be 
related to bipolar disorder which has resulted in a 
long-term script for lithium and her presentation 
with nephrogenic diabetes insipidus, as shown by her 
hypernatraemia and picture of dehydration on blood 
testing. Causes of nephrogenic diabetes insipidus 
include an X-linked inherited disorder, an autosomal 
recessive pattern of inheritance, lithium, 
demeclocycline, chronic renal disease, post- 
obstructive uropathy, hypercalcaemia and 
hyperglycaemia. Therapy should only be stopped 
with the advice of her psychiatrist, although her 
symptoms are highly unlikely to improve unless the 
lithium therapy is ceased. Bendroflumethiazide and 
indomethacin may be useful in nephrogenic DI due to 
their local action on the kidney in cases which fail to 
respond to cessation of lithium DDAVP (vasopressin) 
is a treatment for cranial diabetes insipidus and so is 
of little value here. 
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No.: 197 

A 3 3 -year-old female auxiliary nurse presents for 
review. She has had difficulty with managing her 
hypertension and is currently taking atenolol 100 mg and 
ramipril 10 mg, yet her blood pressure is still raised at 
165/80 mmHg. She takes amlodipine for hypertension 
and beclomethasone lOOmcg BD for asthma, but nil else 
of note. On examination she has a body mass index 
(BMI) of 32, with no obvious abdominal striae. 



Fasting blood resu 



Na + 



K + 



HCO, 



Glucose 



ts reveal: 



140mmol/l 



2.8mmol/l 



40 mmol/1 



7.2 mmol/1 



What diagnosis fits best with this clinical picture? 

Fibromuscular hyperplasia 
Diabetic nephropathy 
Conn's syndrome 
Cushing's syndrome 
Essential hypertension 



No.: 197 
Conn's syndrome 

Adrenal adenomas account for around 60% of cases 
of hyperaldosteronism, the likely cause of the 
profound hypokalemia and resistant hypertension 
seen here. Small aldosterone-producing adrenal 
adenomas are commoner in young women, whereas 
bilateral adrenal hyperplasia tends to occur later and 
is commoner in men. This patient fits the criteria for 
diabetes mellitus, although this is most likely early 
and is a chance finding here and not the cause of her 
hypertension Cushing's syndrome would have been 
obvious from her clinical examination and is not the 
cause here. The best test for Conn's syndrome from 
this list would be renin/aldosterone levels with 
antihypertensive medication having been 
discontinued for around 3 weeks. This is because the 
pre-existing antihypertensives can impact the 
renin/aldosterone ratio. Clearly the diagnosis would 
be supported if aldosterone levels were raised in the 
presence of depressed renin levels. Raised 
aldosterone is particularly pertinent when it is not 
suppressed by normal saline infusion or 
fludrocortisone administration 
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No.: 198 

A 5 6 -year-old woman was admitted to the intensive 
therapy unit (ITU) after a road traffic accident. There 
were multiple long bone fractures and significant 
bleeding, and she required a period of mechanical 
ventilation due to a chest injury. Past medical history of 
note includes hypertension which is managed with 
indapamide and obesity with a BMI of 3 1 . During her 
recovery the orthopaedic surgeons noticed a small goitre. 
Results obtained 6 days after admission showed: 



Free thyroxine (T4) 


4.1 pmol/l(10a€ 22) 


Free tri-iodothyronine 
(T3) 


1.5 pmol/1 (5-10) 


Thyroi d- stimulating 
hormone (TSH) 


0.5 mU/1 (0.4-5) 


Random Cortisol 


1250nmol/l (200-700 
at 0900 h) 



Which of the following is the most appropriate 
management of her thyroid disorder? 






Thyroxine 50 ug/ day 

Thyroxine 100 ug/ day 

Carbimazole 

Propylthiouracil 

Repeat thyroid function testing in 3 months 



No.: 198 

Repeat thyroid function testing in 3 months 

This patient has a normal thyroid-stimulating 
hormone (TSH) level, which suggests that she is 
suffering from sick-euthyroid syndrome. This 
condition, characterised by low tri-iodothyonine (T3) 
and thyroxine (T4) and normal TSH, is associated 
with severe illness and frequently occurs in patients 
admitted to the intensive therapy unit. Most 
physicians advise repeating thyroid function testing 
in a few months; whether patients might benefit from 
temporary thyroid replacement is unclear. This 
patients level of Cortisol is entirely appropriate given 
her admission to the intensive therapy unit and road 
traffic accident. While she is obese, the possibility of 
co-existent Cushing's disease is unlikely. It might be 
appropriate to repeat a morning Cortisol level a few 
more weeks into her recovery. 
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No.: 199 

A 38-year-old woman presents with decreased libido, 
vaginal dryness and absence of periods for the past 4 
months. Most recently she has begun to suffer 
embarrassing milk leakage from her breasts on only 
minor nipple stimulation. Medication history includes 
use of the oral contraceptive pill. Prolactin level is 
1300IU and she maintains that she could not possibly be 
pregnant as she has bought a home test which is 
negative. Her BP is normal at 132/72 mmHg, pulse is 
74/min and regular and her BMI is 23 . 
Which of the following is most likely to yield the 
diagnosis? 



♦ 



CT scan of the pituitary fossa 
MRI scan of the pituitary fossa 
Laboratory pregnancy test 
Stop the oral contraceptive pill 
Ultrasound abdomen and pelvis 



No.: 199 

MRI scan of the pituitary fossa 

Prolactin levels are too elevated to be due to the oral 
contraceptive pill; with this symptomatic picture it is 
important to rule out a prolactinoma or other 
pituitary tumour leading to raised prolactin levels 
due to pressure etfects. MRI scanning is needed to 
determine tumour size and location. Shop bought 
pregnancy tests have an accuracy of above 95%, so 
pregnancy is unlikely; however it would be 
reasonable to perform a re-test to make absolutely 
sure as well as a general biochemical and 
haematological work-up. Given her prolactin level, 
the most likely diagnosis is a microadenoma 
producing prolactin; as such the management of 
choice is with a dopamine agonist such as 
bromocriptine or cabergoline in the first instance. 



No.: 200 

A 36-year-old man presents complaining of loss of libido 

and impotence. He finds work and entertaining clients 

very stressful. Results of blood tests from GP were 

prolactin 3200 mU/1 (<360), normal thyroid function 

tests, MCV 100 fl, testosterone low. He admits on 

further questioning to drinking three glasses of wine per 

night. There is no reported visual field disturbance. 

Which of the following is the most likely cause of his 

impotence? 

• 

Crani opharyngioma 

Microprolactinoma 

Alcohol abuse 

Macroprolactinoma 

Compression of pituitary stalk 



No.: 200 
Microprolactinoma 

This patient's prolactin results are above 3000 mU/1 
which is suggestive of a prolactinoma. Levels above 
6000 mU/1 would be suggestive of 
macroprolactinoma. There is also evidence of alcohol 
abuse as shown by the history and raised MCV - 
although this may be contributing to his symptoms of 
stress and lethargy it is unlikely to be the main cause 
of his problems. Diagnostic test of choice would be 
MRI pituitary; microprolactinomas appear as 
hypointense lesions within the pituitary on Tl- 
weighted scanning. Given the fact that there are no 
signs of optic chiasm compression and this patient's 
thyroid function tests are normal, it would be 
reasonable to give this patient a trial of dopamine 
agonist therapy. Surgery would be kept in reserve for 
this man if he was resistant or intolerant to drug 
therapy. 
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No.: 201 

A 23 -year-old man presents to the clinic complaining of 
a lump at the base of his neck. He has noticed that this 
has become particularly prominent with swallowing. 
There is also a problem with diarrhoea over the past few 
months. Clinical examination reveals a thyroid nodule. 
On further questioning it transpires that his mother died 
during a thyroidectomy some years ago. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


5.4x1071 


PLT 


203 xl07l 


Na + 


140 mmol/1 


r 


5.2mmol/l 


Creatinine 


110 umol/1 


Ret oncogene 


positive 



Which of the following is the most likely diagnosis? 



♦ 



Medullary thyroid carcinoma 
Papillary thyroid carcinoma 
Follicular thyroid carcinoma 
Anaplastic thyroid carcinoma 
Thyroid adenoma 



•A 



No.: 201 

Medullary thyroid carcinoma 

Ret oncogene positivity raises the possibility of MEN- 
2. Occasionally patients suffer troublesome diarrhoea 
in response to increased calcitonin levels which cause 
increased gastrointestinal secretions. We are not 
given calcitonin levels here, but it is to be assumed 
that they are likely to be raised. The thyroid nodule is 
most likely to be a medullary thyroid carcinoma. 
Given that his mother died on the operating table, the 
possibility of MEN-2 with co-existent 
phaeochromocytoma is further raised. The most 
appropriate initial screening test would be 24hr urine 
for catecholamines. MRI with or without 
metaiodobenzylguanidine (MIBG) scanning is useful 
at a later stage for localising the site of a potential 
tumour. It is crucial to rule out a 
phaeochromocytoma, or to manage it appropriately 
with maximal alpha blockade, before progressing to 
thyroid surgery. 
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No.: 202 

A 49-year-old man with a history of diabetes mellitus 
and hypertension is referred to the endocrine clinic. Most 
recently he has noticed swelling of his hands and is 
unable to keep his wedding ring on. His brother also 
visited from Australia, and thought that his appearance 
had changed a little. Medication includes ramipril lOmg 
daily, amlodipine lOmg daily, metformin lg BD and 
gliclazide 160mg BD. On examination he has soft tissue 
swelling of his hands, a prominent lower jaw. He is 
hypertensive with a BP of 162/90 mmHg. 
Investigations; 



Hb 


13.9 g/dl 


WCC 


4.6 xl0 9 /l 


PLT 


200x1071 


Na + 


140 mmo/1 


K + 


4.8 mmol/1 


Creatinine 


155 urn 1/1 


HbAlc 


68.31 mmol/mol (8.4%) 



You arrange for him to undergo a 75g oral glucose 
tolerance test. You look at the low point reached in terms 
of growth hormone level during the test. 
Immunoradioassay reveals a growth hormone level of 
1.6 mcg/1 and you diagnose a growth hormone producing 
adenoma. He progresses to surgery but he then presents 
1 year later with a raised IGF-1 level. His diabetes 
control has worsened a little and again his blood pressure 
is proving difficult to control. 
Which of the following would be the most 
appropriate option for 1st line medical therapy for 
him? 






Selegeline 

Bromocriptine 

Sandostatin 

Pegvisomant 

Pergolide 



No.: 202 
Sandostatin 

Dopamine agonists are somewhat less effective in the 
treatment of acromegaly than they are in the 
treatment of hyperprolactinaemia. For this reason, 
somatostatin analogues are considered first line 
medical therapy. Treatment failures may be 
considered for pegvisomant, a growth hormone 
antagonist. Indeed, pegvisomant may be more 
suitable for patients with particularly marked 
features of hyperinsulinaemia, as in this gentleman, 
but currently it is considered a choice only for those 
who have failed therapy with a somatostatin 
analogue. 
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No.: 1 

Which of the following renal pathologies is most 
likely to recur in a renal transplant patient? 



C 

♦ 



Diabetic renal disease 
Focal segmental glomerulosclerosis 
Minimal change glomerulonephritis 
Membranous glomerulonephritis 
Mesangi opr oli f erative gl omeru lonephriti s 



No.: 1 

Mesangioproliferative glomerulonephritis 

Mesangioproliferative glomerulonephritis is 
associated with a 30-80% recurrence rate post renal 
transplant. Whilst the recurrence rate is also high 
with FSGS, it doesn't quite approach these levels. 



No.: 2 

A young man attends his GP complaining of reduced 
exercise tolerance, nocturia and frequent hiccups. He 
also has generalised bony pain. 
The results of routine blood tests show: 



Creatinine 


250 umol/1 


Haemoglobin 


14g/dl 


Phosphate 


2.0 mmol/1 


Calcium 


2.1mmol/l 



What is the most likely cause of these results? 

Adult polycystic kidney disease 



Diabetes 



V 






Contrast nephropathy 

Hypertensive nephropathy 

Diffuse proliferative glomerulonephritis 



No.: 2 

Adult polycystic kidney disease 

These results are a picture of chronic renal failure as 
there is a raised phosphate and creatinine. This has 
probably resulted in hypovitaminosis D and 
secondary hyperparathyroidism. This could be due to 
diabetic or hypertensive renal failure however you 
would also see a chronic anaemia picture. APKD can 
cause chronic renal failure with a maintained 
haemoglobin level due to excess erythropoietin 
secretion Contrast nephropathy and diffuse 
proliferative glomerulonephritis would cause an acute 
renal failure picture with normal phosphate, calcium, 
and haemoglobin levels. 
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No.: 3 

A 66-year-old patient has just undergone angiography 
and stent insertion for left renal artery stenosis. She had 
the other side stented a year ago and is currently on 
warfarin. On her return to the ward she tells you that she 
has had severe abdominal and foot pain since the 
angiography. You notice her foot has changed colour. 
She has not passed any urine since her return to the 
ward. 

Which of the following would be the most useful test 
for determining the diagnosis? 



<? 






Full blood count 

ANCA 
AXR 
ECG 
Cholesterol 



No.: 3 

Full blood count 

Cholesterol emboli are associated with risk factors for 
atherosclerosis: precipitating factors include 
anticoagulation, angiography, coronary artery bypass 
grafting (CABG) and thrombolysis. The clinical 
syndrome associated with cholesterol embolism may 
be a low C3 level, eosinophilia, raised erythrocyte 
sedimentation rate (ESR) and urine proteinuria. In 
this case the correct answer is full blood count because 
it enables determination of the eosinophil count. 



No.: 4 

A patient presents with a history of poor urine output 

over the past 2 days. Other than diarrhoea about a week 

ago he has no other significant history. 

Which of the following tests would be useful for 

establishing the cause of his acute renal failure? 

(? 






G 



Potassium measurement 
Stool culture 
Clotting screen 
Blood film 



AXR 



No.: 4 
Blood film 

You should suspect a diagnosis of haemolytic-uraemic 
syndrome associated with diarrhoea caused by 
Escherichia coli. The potassium concentration may 
well be high in cases of both acute renal failure (ARF) 
and haemolysis, but it will not tell you the diagnosis. 
The clotting screen will be normal unless the patient 
becomes so unwell they show a disseminated 
intravascular coagulation (DIC) picture. 
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No.: 5 

A patient presents with a history of poor urine output 

over the past 2 days. Other than diarrhoea about a week 

ago he has no other significant history. A diagnosis is 

reached of haemolytic-uraemic syndrome associated 

with diarrhoeacaused by Escherichia coli. 

What would be the most useful treatment for this 

patient? 



• 



Supportive (dialysis, fluids, blood transfusions) 

Diuretics 

Heparin 

Intravenous immunoglobulins 

Antibiotics 



No.: 5 

Supportive (dialysis, fluids, blood transfusions) 

This is the mainstay of treatment, although in some 
cases plasma exchange will remove the inhibitor of the 
von Willebrand factor protease enzyme. About 70% 
of affected patients will recover with no long-term 
problems. 



•A 
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No.: 6 

A 42-year-old banker was admitted with a 2-hour 
history of central crushing chest pain radiating down his 
left arm. He admits to abusing intravenous drugs in the 
past and is a lifelong smoker. His past medical history 
includes hypertension and irritable bowel disease. On 
admission, a fast track troponin level was raised. ECG 
demonstrated anterolateral ST segments elevated > 2 
mm. He was treated for an MI with intravenous 
thrombolysis followed by intravenous heparin infusion. 
ST segments returned to normal. Three days later in 
hospital this man developed a purpuric rash over his 
legs. On examination, there were normal heart sounds 
with no added murmurs. Chest examination revealed 
clinically a small left- sided pleural effusion. The 
abdominal examination was unremarkable. 
Neurological examination revealed weakness of his left 
arm: the patient felt this has been present for a while 
now since sustaining an injury playing football. ECG 
demonstrated sinus rhythm and anterolateral Q waves. 
Blood results at this time show: 



Na 


139mmol/l 


K 


4.6 mmol/1 


urea 


15.0mmol/l 


creatinine 


179 mmol/1 


CRP 


150mg/l 


ESR 


87mm/h 


ANA 


positive 


ANCA 


negative 


Hb 


lOg/dl 


WCC 


11.4 10 9 /1 


neutrophils 


8.0 1071 


eosinophils 


0.09 1071 


pits 


560 1071 


HBsAg 


positive 


HBeAg 


negative 


Hep B anti-core AB 


positive 


Hep C AB 


negative 






: 



What is the most likely diagnosis? 

Systemic lupus erythematosus 
Wegener's granulomatosis 
Streptokinase-induced vasculitis 
Microscopic polyangiitis 
Polyarteritis nodosa 



No.: 6 
Polyarteritis nodosa 

The American College of Rheumatology states that 
patients must have three of the following to have a 
diagnosis of polyarteritis nodosa (PAN): weight loss > 
5 kg, livedo reticularis, testicular pain/tenderness, 
myalgia, mono/polyneuropathy, diastolic BP > 90 
mmHg, elevated urea/creatine, hepatitis B virus. This 
man clearly has a systemic vasculitis giving a history 
of cardiac, gastrointestinal and renal involvement. 
The recent neurological involvement clinches the 
diagnosis of PAN. 

Being ANCA-negative rules out microscopic 
polyangiitis. Patients with SLE tend to present with 
other skin manifestations and low platelets. Wegener's 
granulomatosis affects the respiratory tract more 
commonly. A vasculitis secondary to streptokinase 
occurs mainly in those who have received previous 
streptokinase therapy and doesnt explain the other 
manifestations. It is an immune-complex phenomenon 
and anti-streptokinase antibodies can be measured. 
Renal impairment can occur. 
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A patient on regular haemodialysis is receiving 
erythropoietin, but his Hb is still low. There is no 
evidence of active or past infection. He is on oral iron, 
which was started after a confirmed low ferritin. 
What is the next step in his management? 



• 
♦ 



• 



Transfuse 

Give higher doses of iron tablets 

Give iv iron 

Give folic acid 

Check for antibodies against erythropoietin 
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Give iv iron 

Antibodies to erythropoietin can occur but iron 
should be given iv to dialysis patients, as in this case. 
Iron given orally is poorly absorbed in patients with 
chronic renal failure. The gold standard method of 
replacement recommended by renal physicians is IV. 
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A 40 -year-old woman on established peritoneal dialysis 
(PD) is admitted with generalised abdominal pain, 
vomiting and pyrexia. 
What is the likely cause of her abdominal pain? 

Ectopic pregnancy 

Appendicitis 

Peritonitis 

* UTI 

Menstruation 



•A 
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Peritonitis 

Patients on peritoneal dialysis (PD) are at risk of 
peritonitis. Enquiry should be made about the colour 
of the dialysate. A cloudy dialysate would suggest that 
the possibility of an underlying infection. Microscopy, 
culture and sensitivity (MC+S) of the fluid should be 
requested, in addition to the standard septic screen 
Patients in chronic renal failure are unlikely to either 
pass urine or menstruate. 
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A 25 -year-old woman presents complaining of back 
pain. Past medical history of note includes hypertension 
which is currently monitored by the GP. Apparently one 
of her family died suddenly of a stroke at the age of 41 . 
She is found to have raised haemoglobin and 
erythropoietin levels. 
What investigation should be performed next? 

Bone marrow examination to exclude 
myeloproliferative disorder 






♦ 



Renal USS 
CXR 



ABGs 



Enquire about altitude training and smoking 
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Renal USS 



The combination of back pain and raised Hb should 
raise the suspicion of renal cystic disease. One cause 
may be autosomal dominant polycystic kidney disease 
accounting for the death of a relative at an early age. 
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A 19-year-old man with malaria has been admitted to 
the Zambiauniversity teaching hospital. On admission 
he was started on oralchloroquine. After being on the 
ward for 3 days, his condition continues to worsen and a 
nurse noticesthat he hasnt passed urine. He is already 
managed with IV fluids. 

His blood results are as follows: 



sodium 


138mmol/l 


potassium 


6.0mmol/l 


urea 


54 mmokl 


creatinine 


785 lumol/1 


Hb 


8.7g/dl 


MCV 


80 fl 


WCC 


6 10 9 /1 


platelets 


213 10 y /l 


Blood film 


+++ for ring forms 
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Start intravenous quinine 

This patient has severe malaria and renal impairment 
is common among adults with severe falciparum 
malaria. Blackwater fever is characterised by massive 
haemolysis, black urine and renal failure. If the 
anuric patient survives the acute phase and effective 
dialysis is undertaken, the flow of urine usually 
recommences in about 4 days. The patient should be 
started on intravenous quinine with a loading dose of 
20 mg/kg (up to maximum dose of 1.4 g) infused over 
4 hours. 



The patient is catheterised and only 50 ml of dark urine 
is drained. 

What is the appropriate step in the immediate 
management of this patient's infection? 

♦ 



♦ 



Repeat the blood film 
Start intravenous quinine 
Arrange a blood transfusion 
Urine microscopy and culture 
Peritoneal dialysis 
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A 61 -year-old woman is being reviewed in the medical 
follow-up clinic. She received a renal transplant 6 
months ago because of end-stage renal failure. She has 
been fine but complains that she feels embarrassed 
whenever she laughs because her gums have become 
very prominent. Ciclosporin was started after her renal 
transplant, and this is the only medication she is taking. 
What other complications of ciclosporin treatment 
should this patient be aware of? 






♦ 



Hypertrichosis 

Pigmentation 

Alopecia 

Purpura 

Staining of the teeth 
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Hypertrichosis 

Oclosporin was introduced in 1983 and led to great 
improvements in patients and graft survivals in organ 
transplantation It is metabolised through the 
cytochrome P450 system in the liver. Drugs affecting 
this enzyme system affect the blood levels of 
ciclosporin. Recognised side effects include: 
hypertension, hirsutism, diabetes mellitus, infection, 
tumours, gingival hyperplasia, nephrotoxicity, 
headache, hyperkalemia, hyperuricaemia, gout, 
hypercholesterolaemia and pancreatitis. 



•A 
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A 42-year-old man with severe acute left- sided flank 
pain is referred by his GP to A&E. This is the first time 
he has had such severe sudden pain. He has no past 
medical history of cardiovascular or renal disease, his 
brother died of a sub-arachnoid haemorrhage. On 
examination his blood pressure is 170/100 mmHg, pulse 
78 bpm and regular. His JVP is not raised, heart sounds 
are normal and his chest is clear. His liver is not 
palpable but he has a mass in the left flank. The mass is 
bimanually palpable and you can get above it. 

Blood results are as follows: 



Na + 


140mmol/l 


K + 


4.2 mmol/1 


Urea 


10.2mmol/l 


Creatinine 


203 umol/1 


Hb 


15.0 g/dl 


WCC 


5.1 1071 


MCV 


81 fl 


Platelets 


243 10 9 /l 


ESR 


8mm/hr 


Urine dipstick 


blood +++, pro ein + 



Which first line investigation would you request? 






CT scan of the abdomen 

MRI scan of the abdomen 

IVU 

Ultrasound of the abdomen 

Urine microscopy 






> 
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Ultrasound of the abdomen 

Ultrasound of the abdomen is easily performed, non- 
invasive and plays a critical diagnostic role. The 
suspicion here would be one of polycystic kidney 
disease. There is an association with Berry aneurysm 
which may well have resulted in the death of his 
brother. Aggressive management of hypertension is 
the most appropriate way to prevent or at least slow 
the accelerated deterioration in renal function 
associated with this condition 



am* 
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A 42-year-old man is referred by his GP to A&E with 
severe acute left sided flank pain. This is the first time 
he has had such severe suddenpain. He has no past 
medical history of cardiovascular or renal disease. On 
examination his pulse 78 bpm and regular. His JVP is 
not raised, heart sounds are normal and hischest is clear. 
His liver is not palpable but he has a mass in the left 
flank. The mass is bimanually palpable and you can get 
above it. 
Blood results are as follows: 



sodium 


140 mmol/1 


potassium 


4.2 mmol/1 


urea 


10.2 mmol/1 


creatinine 


203 mmol/1 


Hb 


15.0 g/dl 


WCC 


5.1 1071 


MCV 


81 fl 


platelets 


243 10 9 /1 


ESR 


8 mm/h 


Urine dipstick 


blood +++, protein + 



What other disorderis this patient likely to suffer 
from? 



♦ 



Aortic valve prolapse 

Gallstones 

Hypertension 

Diabetes mellitus 

Berry aneurysms in 50-75% 



•A 
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Hypertension 

The most likely diagnosis in this patient is adult 
polycystic kidney disease. It is a common autosomal- 
dominant disease with a gene defect on the short arm 
of chromosome 16 and usually presents in the fourth 
and fifth decades. In this patient, it was most likely 
complicated by haemorrhage into a cyst, and hence 
the pain. It usually presents with haematuria, 
hypertension, loin pain, urinary tract infection and 
renal failure. It is associated with hepatic, pancreatic 
and ovarian cysts, berry aneurysms (20-25%) and 
subarachnoid haemorrhage, renal calculi, mitral valve 
prolapse, polycythaemia and anaemia of chronic renal 
failure. With respect to a diagnosis of gallstones, that 
seems unlikely here, there is no association between 
APKD and gallstones, and no symptoms to suggest 
that as the underlying acute problem. Diabetes 
mellitus may co-exist if we are suspecting a diagnosis 
of MODY, but he would have been expected to 
present with diabetes before the age of 42. 
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A 31-year-old housewife attends the diabetic clinic for 
her annual review. She has been a Type 1 diabetic for 8 
years and her blood sugar level is usually between 5 and 
9 mmol/1. She leads a sedentary lifestyle, is obese and 
smokes about 10 cigarettes/day. On examination her 
blood pressure is 140/95 mmHg and her pulse is 68 bpm 
and regular. 

Blood results: 



Hb 


13.4 g/dl 


WCC 


5.2x1071 


MCV 


78 11 


pits 


214x1071 


HbAi c 


69.40 mmol/mol (8.5%) 


Na 


135 mmol/1 


K 


4.0 mmol/1 


urea 


7.3 mmol/1 


creatinine 


131 lumol/1 


24 hour protein 


30 mg 



What is the likely outcome of intensively treating her 
hyperglycaemia? 

There would be no significant effect on the 
occurrence of neuropathy 

Reduce the occurrence of microalbuminuria by at 
least 30% 

Significantly reduce the occurrence of retinopathy 
by at least 70% 



Reduce the risk of myocardial infarction 



• 



She is likely to need renal replacement therapy 
within the next 10 years 
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Reduce the occurrence of microalbuminuria by at least 
30% 

The Diabetes Control and Complications Trial was a 
long-term trial that examined whether intensive 
treatment, with the goal of maintaining blood glucose 
concentrations close to the normal range, could 
decrease the microvascular complications of insulin- 
dependent diabetes. Intensive therapy slowed the 
progression of retinopathy by 54% compared with 
conventional therapy for the secondary-intervention 
cohort. Intensive therapy reduced the occurrence of 
microalbuminuria (urinary albumin excretion of = 40 
mg) by 39% and that of clinical neuropathy by 60%. 
The main side effect of intensive therapy was an 
increase in severe hypoglycaemia. The patient in the 
above scenario did not have microalbuminuria. The 
link EDIC follow up study showed these benefits 
persisted even after the end of the trial. 



AM* 
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A 23 -year-old woman presents with a 3 -week history of 
increasing swelling of her ankles. There are no 
preceding symptoms and there is no past medical or 
drug history of note. She then develops hand and facial 
swelling and finds her trousers increasingly tight around 
the waist. She has no rash, joint pains or other 
symptoms. On examination she has gross pitting 
oedema of both legs, ascites and facial, hand and sacral 
oedema. Investigations include a chest X-ray (CXR) 
demonstrating small bilateral pleural effusions. A urine 
dipstick shows 4+ proteinuria and no blood. A 24-hour 
urine collection shows 4.2 g/24 -hours proteinuria. Her 
serum creatinine is 67 umol/1, albumin 16 g/1 and 
glucose 4 mmol/1. Her cholesterol is 10 mmol/1. 
What is the most likely diagnosis? 



♦ 
♦ 



Post-infectious glomerulonephritis 
Goodpasture's syndrome 
Minimal change disease 
IgA nephropathy 
Diabetic nephropathy 



No.: 15 

Minimal change disease 

This woman has nephrotic syndrome (oedema, 
hypoalbuminemia, hypercholesterolaemia and more 
then 3.5g/24-hours proteinuria). Post-infectious 
glomerulonephritis (GN) and Goodpasture's 
syndrome are more likely to present as a nephritic 
illness with hypertension, haematuria as well as 
proteinuria, oedema and renal impairment. The latter 
would also by definition have pulmonary 
haemorrhage. Diabetic nephropathy can present as 
nephrotic syndrome but only in longstanding diabetics 
and this girl has no past medical history and normal 
serum glucose. IgA nephropathy rarely causes 
nephrotic syndrome and usually has haematuria as 
well as proteinuria. A renal biopsy would be required 
to confirm the diagnosis of minimal change disease 
and the treatment would be steroids. 
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A 60-year-old woman presents with a short history of 
sinus congestion, epistaxis and joint pains in her hands. 
She becomes increasingly short of breath and develops 
haemoptysis precipitating admission to hospital. On 
direct questioning she admits to passing less urine in the 
preceding few days. On examination she has splinter 
haemorrhages in both hands and feet. Heart sounds are 
normal with no murmurs. She has bibasilar fine crackles 
on auscultation of the lungs but her JVP is not elevated 
and she has no pedal oedema. A chest X-ray (CXR) 
shows bilateral air space shadowing throughout both 
lung fields. Urinalysis demonstrates red blood cells and 
red blood cell casts. Her haemoglobin (Hb) is 6 g/dl and 
her urea is 45 mmol/1, with a creatinine of 800 umol/1. 
What is the most likely diagnosis? 



• 



IgA nephropathy 
Goodpasture's syndrome 



Antineutrophil cytoplasmic antibody (ANCA)- 
positive vasculitis 






Cryoglobulinemia 
Uric acid nephropathy 
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Antineutrophil cytoplasmic antibody (ANC A) -positive 
vasculitis 

This is a classic history for Wegener's granulomatosis. 
She would need treatment with dialysis; 
immunosuppression and most centres would advocate 
plasma exchange with a creatinine above 400 umol/1. 
None of the other diagnoses would classically cause 
sinus or joint involvement, and pulmonary 
haemorrhage is typically seen only in Goodpasture's 
syndrome and ANCA-positive vasculitis. Note (LVF) 
can lead to pink sputum and may be confused for 
pulmonary haemorrhage. To confirm the diagnosis of 
pulmonary haemorrhage, a raised KCO would be 
seen on lung function tests. The low haemoglobin (Hb) 
in the setting of acute renal failure and the 
disproportionate degree of abnormality seen on chest 
X-ray (CXR) compared to clinical findings suggest 
pulmonary haemorrhage rather than infection or 
fluid to explain the CXR findings. 






fefeil 
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A 25-year-old mechanic presents to his general 
practitioner (GP) with a 3 -week history of worsening 
leg swelling. The rest of the history is unremarkable. He 
is on no medication. Examination confirms pitting 
oedema to the thighs. Blood pressure is 125/63 mmHg 
with no postural drop. 
Blood results are shown below. 



Sodium 


121 mmol/1 


Potassium 


4.6 mmol/1 


Urea 


4.4 mmol/1 


Creatinine 


90 umol/1 


Albumin 


17g/l 


Glucose 


4.6 mmol/1 


Plasma osmolality 


280 mOsmol/kg 


24 hour urinary protein 


6.2 g 



What investigation would best explain this patient's 

hy ponat raemia ? 
/-» 

Urine osmolality 
Plasma lipids 
Spot urinary sodium 
Short Synacthen test 






Plasma antidiuretic hormone 



> 
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Plasma lipids 

This patient has pseudohyponatraemia due to 
hyperlipidaemia secondary to the nephrotic 
syndrome. The major clue to this is the normal 
measured plasma osmolality. The mechanism of 
pseudohyponatraemia can be explained by the 
electrolyte exclusion effect. This is the exclusion of 
electrolytes from the fraction of total plasma volume 
that is occupied by solids. The volume of total solids 
(primarily protein and lipid) in an aliquot of plasma is 
normally approximately 7%. This will be increased in 
conditions that cause a rise in protein or lipid. A 
spuriously low sodium result occurs because the 
measured sodium is confined to the aqueous phase, 
but has its concentration expressed in terms of the 
total volume of plasma. It is important to diagnose 
pseudohyponatraemia, because as the plasma 
osmolality is normal no treatment is required. 
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A 44-year-old female received a cadaveric renal 
transplant 8 weeks previously. At a routine transplant 
clinic appointment she is well and on the following 
medication: ciclosporin, azathioprine, prednisolone, co- 
trimoxazole and lisinopril. 
Results of investigations are shown below. 


No.: 18 

IV calcium gluconate 

This patient has severe hyperkalemia with typical 
changes on the electrocardiogram (ECG) indicating 
that the hyperkalemia is having an adverse effect on 
the cardiac conduction system Although some 
patients show a gradual progression of ECG findings, 
many progress rapidly without warning. As such, 
patients with potassium levels greater than 6.5 mmol/1 
and ECG changes should be treated as a medical 
emergency. Protection of the heart is paramount. 
Calcium gluconate acts within minutes and works by 
raising the de polarisation threshold for myocytes. The 
effect of bolus calcium gluconate is transient, and 
repeated boluses may be necessary until the plasma 
potassium has been lowered. The fastest way to 
decrease the extracellular potassium is to shift the 
potassium to the intracellular compartment. This can 
be accomplished by insulin (along with glucose to 
prevent hypoglycaemia). 


Sodium 


138 mmol/1 




Potassium 


6.9mmol/l 


Urea 


11.2 mmol/1 


Creatinine 


139 umol/1 


Bicarbonate 


24 mmol/1 


Electrocardiogram (ECG) Peaked T waves and 
prolongation of PR interval 

What is the most appropriate initial therapy 

Inhaled salbutamol 
intravenous (IV) insulin with glucose 
PO polystyrene sulphonate resin 
Immediate withdrawal of lisinopril 
IV calcium gluconate 


9 
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A 21 -year-old Nigerian woman was referred by her 
general practitioner with a progressive history of 
polydipsia and polyuria of 6 months duration. She has a 
history of sickle cell disease and had been admitted on 
two previous occasions to hospital with chest pain 
precipitated by crisis. Fasting blood glucose is 4.5 
mmol/1. She is not on any medication. A water 
deprivation test was performed. 
Water deprivation phase 



plasma 
osmolality 



urine osmolality 



298 mosm/kg (278-305 
mosm/kg) 



300 mosm/kg (350-1000 
mosm/kg) 



DDAVP Phase 



plasma 
osmolality 



urine osmolality 



295 mosm/kg (278-305 
mosm/kg) 



325 mosm/kg (350-1000 
mosm/kg) 



What diagnosis would best fit the clinical picture 
and investigation result? 



• 






Analgesic nephropathy 
Cranial diabetes insipidus 
Psychogenic polydipsia 
Nephrogenic diabetes insipidus 
Lithium-induced nephrotoxicity 



& 
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Nephrogenic diabetes insipidus 

The disease is characterised by the inability to 
concentrate urine due to the lack of response of renal 
tubules to antidiuretic hormone (ADH). Normally the 
kidneys concentrate urine by increasing water 
resorption by the collecting duct in the presence of 
ADH; this mechanism helps to maintain plasma 
osmolality and extracellular volume. Without ADH, a 
large amount of dilute urine is excreted. 

The water deprivation test after an overnight fast 
assesses the kidneys urine-concentrating ability and 
response to ADH. The result shows abnormally low (< 
750 mosm/kg) urine osmolality, which increases only 
slightly after exogenous ADH (l-deamino-8-D- 
arginine- vasopressin (DDAVP), vasopressin). 

Nephrogenic diabetes insipidus (NDI) is X -linked 
recessive. 

Homozygous affected people (all males) are 
completely unresponsive to ADH while heterozygous 
females show normal or slight impairment. Acquired 
NDI occurs in disorders that disrupt the medulla or 
distal nephron and impair concentrating ability. 

Causes are: sickle cell nephropathy, polycystic kidney 
disease, pyelonephritis, amyloidosis, certain 
nephrotoxins such as lithium and demeclocycline. 
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A 72-year-old woman was reviewed in outpatients 
having recently been treated with furosemide and 
amiloride combination tablets for heart failure. You 
understand that the GP inappropriately increased the 
number of combination tablets 6 weeks ago, rather than 
just increasing the furosemide component. She also has 
a history of angina for which she takes a slow release 
nitrate preparation. 
The results of her blood tests were: 



Na + 


134 mmol/1 


r 


5.9mmol/l 


urea 


14.2 mmol/1 


creatinine 


258 lumol/1 



An electrocardiogram (ECG) showed deep Q waves in 
the anterior leads but was otherwise unremarkable. Her 
amiloride was stopped. 
What further action needs to be taken? 



♦ 



♦ 



♦ 



intravenous calcium gluconate 10% 
intravenous insulin 10 u and dextrose 5 % 



none 



nebulised salbutamol 5 mg 
oral calcium resonium 



•A 
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none 



This woman has renal impairment and slightly 
elevated potassium In the absence of 
electrocardiogram (ECG) changes suggestive of 
hyperkalemia (peaked T waves, widened QRS), no 
further action is required immediately. It is likely that 
the deep Q waves are indicative of previous 
myocardial infarction Where peaked T waves and 
widened QRS exist in conjunction with 
hyperkalemia, calcium gluconate and intravenous 
insulin and dextrose would be initial therapies of 
choice. 



AM* 
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A 5 6 -year-old man with chronic renal failure is 
admitted for an arthroscopy of the right knee. His 
admission U&E reveals potassium of 5.9 mmol/1, 
creatinine of 450 umol/1 and urea of 28 mmol/1. 
Which of the following stems represents the best 
plan with respect to his surgery? 



He is safe to continue with surgery 



♦ 



Surgery should be delayed until his potassium is 
below 5.5 mmol/1 

He should be commenced on calcium resonium and 

surgery can proceed 

a 

He should be given insulin and dextrose and 

surgery may proceed 

He should be given nebulised salbutamol and 
surgery be postponed by 6 hours 
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Surgery should be delayed until his potassium is below 
5.5 mmol/1 

Guidelines for surgery in patients with chronic renal 
failure suggest that surgery should be postponed until 
serum potassium is below 5.5 mmol/1. In addition, in 
patients undergoing surgery potassium should be 
monitored immediately after and then again 4-6 
hours later. Where surgery is likely to involve 
significant circulatory compromise and acute on 
chronic renal failure may be precipitated, such as in 
coronary artery bypass surgery, patients should 
ideally be stabilised on dialysis first. 
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You are asked to urgently review a 62-year-old man 
who is admitted to the Emergency Department. There is 
a past history of chronic renal failure, on this occasion 
he complains of increasing shortness of breath. Bloods 
reveal a creatinine of 570 umol/1, urea of 48 mmol/1. He 
is also anaemic with a haemoglobin (Hb) of 8.9 g/dl. On 
examination he has a pericardial rub and there are 
bib a sal crackles consistent with heart failure. 
Which of the following represents the best treatment 
option in this patient? 

Erythropoietin 



♦ 






Blood transfusion 
Urgent haemodialysis 
Intravenous iron replacement 
Intravenous fiirosemide 
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Urgent haemodialysis 

This man has uraemic pericarditis, an indication for 
urgent haemodialysis. Haemorrhagic pericardial 
effusion and atrial fibrillation are often associated. 
Anticoagulation is not advised because of the risk of 
precipitating cardiac tamponade. Uraemic 
pericarditis usually resolves after a period of intensive 
dialysis. Uraemic neuropathy is also an indication for 
urgent dialysis. 



No.: 23 



No.: 23 



. 



A 40 -year-old patient with end- stage renal failure is due 

to undergo renal transplantation from her sister the 

following day. Her K + is 5.8 mmol/1. 

Which of the following represents the best treatment 

plan? 

Do nothing 






Give calcium resonium 
Consider dextrose and insulin infusion 
Arrange an extra haemodialysis session 
Give regular salbutamol nebulisers 



Arrange an extra haemodialysis session 

Raised serum potassium in a patient with end-stage 
renal failure is an indication for delaying routine 
surgery. As this patient is not due to have her 
transplant until the following day however, there is an 
opportunity to intervene with an extra haemodialysis 
session. Serum potassium above 5.5 mmol/1 is the level 
at which intervention should be considered. Calcium 
resonium, insulin and dextrose and salbutamol 
nebulisers are all treatments for acute hyperkalemia. 
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A 48-year-old man presents with painless microscopic 
haematuria discovered by his GP at a new patient 
medical. He also has vague right iliac fossa pain. There 
is a past history of tuberculosis and chest X-ray is 
suggestive of right apical fibrosis. His father died of a 
brain haemorrhage. There is appears to be a palpable 
mass on balloting the right kidney. Blood pressure (BP) 
is 160/100, haemoglobin (Hb) is reduced at 10.4 and 
plasma viscosity is normal. 
Which of the following stems fits best with this 
diagnosis? 



Renal cell carcinoma 



Autosomal- dominant polycystic kidney disease 
(APKD) 






♦ 



Wilms' tumour 
Medullary sponge kidney 
Transitional cell carcinoma 
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Autosomal-dominant polycystic kidney disease (APKD) 

APKD may present at any age from the second decade 
with acute loin pain or haematuria due to cyst 
haemorrhage or infection, loin pain due to increased 
renal size, subarachnoid haemorrhage due to berry 
aneurysm rupture, complications of hypertension, 
complications of liver cyst formation or symptoms of 
chronic renal failure. The picture seen here with mild 
anaemia, hypertension and a palpable right kidney 
points towards the diagnosis, the normal viscosity 
counts against renal-cell carcinoma. 
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A 24-year-old man presents with macroscopic 
haematuria. He is seen a few days following an upper 
respiratory tract infection. Urine is positive for blood 
and protein, but no growth is seen after urine culture. 
Blood pressure is normal. Renal biopsy reveals focal 
proliferative glomerulonephritis with mesangial IgA 
deposition. 

Which of the following diagnoses fits best with the 
clinical picture? 

Post- streptococcal glomerulonephritis 

IgA nephropathy 

Goodpasture's syndrome 

Wegener's granulomatosis 

Minimal change disease 
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IgA nephropathy 

This is the most common form of glomerulonephritis 
seen world-wide and consists of focal proliferative 
glomerulonephritis with mesangial deposits of IgA. It 
is thought to occur due to an exaggerated immune 
response to viral or other antigens and may follow 
respiratory or gastrointestinal infection. They may 
present with asymptomatic microscopic haematuria 
or macroscopic haematuria, proteinuria occurs and 
5% may be nephrotic. Good prognosis is associated 
with normal blood pressure, renal function and 
absence of proteinuria at presentation. The main 
distinguishing feature here from post -streptococcal 
glomerulonephritis is the presence of mesangial IgA. 
Although small amounts of IgA may be present in 
post-strep GN, significant quantities suggest a 
different diagnosis. 
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A 6 8 -year-old man with a long history of hypertension 
and chronic renal failure (creatinine 190 umol/1 on 
admission) is admitted for angiography. He is kept in 
over the weekend and you are asked to review him 3 
days post procedure. Nursing staff have noticed a 
purpuric rash over his feet and think the blood supply to 
his lower limbs is impaired. Blood tests reveal 
erythrocyte sedimentation rate (ESR) of 86, 
eosinophilia and a creatinine level of 450 umol/1. 
Which of the following stems represents the most 
likely diagnosis? 



♦ 



♦ 



Acute vasculitis 
Contrast nephropathy 
Renal artery thrombosis 
Cholesterol embolism 
Renal vein thrombosis 
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Cholesterol embolism 

This is most commonly seen in patients with existing 
arterial disease who have undergone arterial 
manipulation Pre-existing renal failure, diabetes 
mellitus and hypovolemia at time of procedure are 
all associated with increased risk It may be silent or 
patients can present with a peripheral purpuric rash 
and dusky lower limbs. Associated laboratory tests 
include eosinophilia, worsening renal failure raised 
erythrocyte sedimentation rate (ESR) and low levels 
of complement. Unfortunately there is no specific 
treatment shown to be of benefit. 



No.: 27 

A 44-year-old woman presents to her GP for review. 
She has attended the GP on a number of occasions 
during the past year for sinusitis and is now concerned 
that the bridge of her nose has collapsed and that she 
may require cosmetic surgery. Chest X-ray is abnormal 
and reveals multiple nodules. Routine blood testing 
reveals a creatinine of 205 umol/1. Renal biopsy reveals 
a necrotising microvascular glomerulonephritis. 
Which of the following is the best initial treatment 
for this condition? 

Corticosteroids 

Cyclophosphamide 

Corticosteroids and cyclophosphamide 
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Corticosteroids and cyclophosphamide 

The clinical history is highly suggestive of Wegener's 
Granulomatosis. Often patients present with severe 
rhinorrhoea, complicated by nasal ulceration and 
later cough with haemoptysis. Chest X-ray reveals 
nodular changes +/- pneumonic features. Renal 
involvement is characterised by microvascular 
glomerulonephritis. Treatment is with 

cyclophosphamide in combination with corticosteroids 
in patients with severe disease. 






Azathioprine 
Methotrexate 
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A 3 5 -year-old man with a history of mild asthma comes 
to your clinic with 10 days history of malaise, fever, and 
tightness in the chest. On further inquiry he also 
mentions shortness of breath, weight loss and swelling 
in the legs and scrotum. There is no significant past 
medical history. On examination, his temperature is 
38°C, blood pressure is 175/90 mmHg, pulse is 77 
beats/min and respiratory rate 14 breaths/min. Physical 
examination confirms bilateral paedal and scrotal 
oedema. There are also scattered bilateral wheezes. 
Chest X-ray is unremarkable. 
Some laboratory results are: 



Sodium 


140 mmol/1 


Potassium 


5.1 mmol/1 


Chloride 


99 mmol/1 


Bicarbonate 


21 mmol/1 


Urea 


19 mmol/1 


Creatinine 


221 mmol/1 


Eosinophils 


Mildly elevated 


Urinalysis: 




Specific gravity 


1.020 




Protein 


2+ 




Blood 


4+ 




Red cell casts 


Many 




24 hour protein 


1.9 g 





A 



Which laboratory finding would support the most 
likely diagnosis? 






♦ 



Antiglomerular basement membrane antibody 

Antistreptolysin titre 

cANCA (antineutrophil cytoplasmic antibodies) 

pANCA 

Serum immunoglobulin A (IgA) levels 
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pANCA 

This patient has Churg-Strauss syndrome: a nephritic syndrome 
associated with oeosinophilia and asthma. It is associated with 
positive pANCA The patient has nephritic syndrome as evidenced 
by hypertension, oedema, and haematuria. Asthma is suggested by 
his chest tightness and shortness of breath. 

The American College of Rheumatology has defined criteria for a 
diagnosis of Churg-Strauss syndrome: 

► asthma 

► high numbers of eosinophils 

► pain, numbness, or tingling in the arms and legs (called 
mononeuropathy) 

► lung abnormalities 

► sinus problems such as abnormal growths (polyps) 

► a tissue sample showing a blood vessel with eosinophils around 
it. 

A person with Churg-Strauss syndrome may have some or all of 
these symptoms. 

Besides the criteria for diagnosis listed above, the person with 
Churg-Strauss syndrome may have: 

► lumps (nodules) or raised patches (purpura) in the skin 

► kidney, abdominal, or heart problems because of blood vessel 
inflammation 

► weakness and fatigue (malaise) 

► loss of appetite (anorexia) and weight loss 

► other symptoms specific to the part of the body affected in the 
person 



I 



Frequency 

Internationally: incidence is approximately 2.5 cases per 100 000 

adults per year. 

Mortality/m orbidity 

► The principal causes of morbidity and mortality are 
myocarditis and myocardial infarction secondary to coronary 
arteritis. 

► With treatment, the 1-year survival rate is 90% and the 5-year 
survival rate is 62% . 

► Overall, without treatment, the 5-year survival rate is about 
25%. 

Treatment 

Glucocorticoids alone usually are adequate for treatment of 
Churg-Strauss syndrome. Cytotoxic drugs are necessary in fewer 
than 20% of patients. Major life -threatening organ involvement 
may require treatment with pulse doses of intravenous (iv) 
corticosteroids as well as other cytotoxic agents. Other treatments 
include intravenous immune globulin, interferon-alpha, and 
plasma exchange. Plasma exchange has not improved the course 
of the disease. 

Complications 

Complications of Churg-Strauss syndrome depend on the specific 

organ system involvement. 
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You saw a 38-year-old gentleman in your clinic 2 days 
ago with sore throat, cough and fever. You suspected 
upper respiratory tract infection and prescribed 
cephalexin, took some routine blood tests and asked the 
man to return in 2 days. Today in your clinic he 
mentions that his urinary volume has decreased 
dramatically within last few days, and he is only passing 
few millilitres of urine. His blood results show urea of 
24 mmol/1 and creatinine 186 umol/1. You immediately 
admit him in the hospital and repeat bloods today show 
urea of 38 mmol/1 and creatinine of 372 umol/1. His 
urine output in hospital is only 5-10 ml in past 2 h. The 
temperature is 38.3 °C. He has an erythematous 
oropharynx with tonsillar exudates. Urinanalyis shows 
red cell casts and dysmorphic red blood cells. 

What is the most appropriate next step? 

Administer penicillin intravenously 



♦ 



Prescribe a high dose of ciclosporin 



Give a low dose of methylprednisolone 
intravenously (IV) 

Give a high dose of methylprednisolone IV and 
cyclophosphamide 

Administer broad-spectrum antibiotic 
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Give a high dose of methylprednisolone IV and 
cyclophosphamide 

This is rapidly progressive glomerulonephritis. In adults where 

the outcome is much worse, early initiation of a high dose of 

steroids has been associated with improved mortality and more 

rapid return of kidney function. 

Rapidly progressive glomerulonephritis (RPGN) is a disease of the 

kidney that results in a rapid decrease in the glomerular filtration 

rate of at least 50% over a short period (a few days to 3 months). 

The main pathological finding is fibrinoid necrosis (>90% of 

biopsy specimens); extensive crescent formation is present in at 

least 50% of glomeruli. 

This type of glomerulonephritis is also known as c re sc enteric 

glomerulonephritis after the crescents seen on light microscopy. 

These crescents are collections of epithelial cells and macrophages 

within Bowman's space. 

The presence of crescents indicates that glomerular damage is 

rapid and progressive (from onset to end-stage renal failure within 

weeks to months). 

Immunofluorescence detects deposits of immunoglobulin G (IgG) 

or complement factor C3 in the glomerular basement membrane. 

There are three distributions of immunofluorescence in crescentic 

glomerulonephritis: 

► absent immunofluorescence 

► granular immunofluorescence 

► linear immunofluorescence. 

Frequency 

Internationally: in the United Kingdom, the frequency is 
estimated at 2 cases per 100 000 persons. In Sweden, the frequency 
is estimated at 1 case per 100 000 persons. 

Mortality/m orbidity 

Massive pulmonary hemorrhage is the most common cause of 
death in patients presenting with ANCA-associated disease. 
However, once immunosuppressive therapy has begun, infection is 
more common. 

Two major patterns ofANCA are 

a- proteinase 3 - PR3 ANCA (formerly cytoplasmic or cANCA): 

Positive in Wegener's granulomatosis in 90% of cases 

b- Myeloperoxidase - MPO ANCA (formerly p ANCA): Positive in 

60% of other vasculitis such as Polyarteritis nodosa and Chrug 

Strauss syndrome. 

Clinical features 

Symptoms and signs of renal failure. There may be loin pain, 
haematuria and systemic symptoms (fever, malaise, myalgia, 
weight loss). 

Histological fin dings 

Renal biopsy specimens show a diffuse, proliferative, necrotising 

glomerulonephritis with crescent formation. 

Treatment 

High- dose corticosteroids; cyclophosphamide +/- plasma 

exchange/renal transplantation. 

Prognosis 

Poor if initial creatinine >600 t(imol/l 
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A 39-year-old man comes to the office because of 
having an achy low back pain for the past few weeks. 
He describes pain as a dull ache that came on gradually. 
There are no other specific symptoms. He has been 
taking hydrochlorothiazide and enalapril for 
hypertension for the last five years. His father and 
younger sister also have hypertension. On examination, 
his pulse rate was 65 beats/min, blood pressure 135/90 
mmHg, and temperature 36.6°C. He has got mild 
tenderness on the left flank and a mid systolic click on 
cardiac examination. Urine dipstick showed 
microscopic haematuria. 
What is the most appropriate next step? 

Arrange a kidney biopsy 

Ultrasound scan of the kidneys 

Computed tomography (CT) scan of the kidneys 

Intravenous pyelogram 

Genetic linkage analysis 






No.: 30 

Ultrasound scan of the kidneys 

This patient is most likely to have adult polycystic 
kidney disease. Ultrasound scan will be the most 
appropriate test as it will show multiple renal cysts. It 
presents with hypertension, flank pain, micro- or 
macroscopic haematuria and chronic renal failure. It 
is associated with intracranial aneurysms, colonic 
diverticula, mitral valve prolapse, and cysts in other 
organs - the liver, pancreas and spleen 
Renal biopsy is not indicated in the diagnosis of adult 
polycystic kidney disease. Computed tomography 
(CT) is a sensitive test, but it is done after the 
ultrasound scan. Genetic linkage analysis will give the 
diagnosis in suspected cases when the radiographic 
imaging is negative. 

Intravenous pyelogram is the least sensitive of all the 
tests. 
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U 
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A 40-year-old man who is now approaching end-stage 
renal disease requires haemodialysis three times a week. 
His brother who is an identical twin has perfectly 
normal kidney function. During the initial workup for 
the kidney transplant, his twin brother is 
cardiovascularly fit for the transplant. The kidney is 
placed anteriorly in the abdomen. 
This type of transplantation is described as: 

orthotopic autograft 

heterotopic isograft 

orthotopic isograft 






orthotopic allograft 
heterotopic xenograft 



heterotopic isograft 
Transplants are classified as: 

• autografts: in which the same individual acts as both 
donor and recipient 

• isogrqfts: in which the donor and recipient are 
genetically identical 

• allografts: where the donor and recipient are 
genetically dissimilar but belong to the same species 

• xenografts: in which the donor and recipient belong 
to different species. 

In orthotopic transplants, the transplanted part is 
placed in its normal anatomical location, while in 
heterotopic transplants it is placed in a different 
anatomical location. 
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A 58-year-old man previously in good health suddenly 
develops severe abdominal pain radiating from the left 
loin to the groin and associated with nausea, 
perspiration and frequent urination. There is a history of 
diverticular disease but nil else of note. He is restless, 
tossing and turning in bed. His BP is elevated at 180/90 
mmHg, his pulse is 95/min and he is in obvious pain. 
What is the most likely diagnosis? 

Herpes zoster involving the left lower rib 
dermatome 



♦ 



Sigmoid diverticulitis 
Torsion of the left testicle 
Left ureteric calculus 
Retroperitoneal haemorrhage 
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Left ureteric calculus 

This is a typical case of ureteric colic. It is sudden in 
onset radiates from loin to groin, and is associated 
with urge to urinate frequently. It is the pain 
radiating to the groin that points more towards 
ureteric colic versus diverticulitis, the major 
differential here. The usual causes are blood clots and 
calculi. Urine examination reveals macroscopic or 
microscopic haematuria. 



No.: 33 

A 61 -year-old man who came to your clinic complains 
of weakness and loss of weight. His voice is hoarse. On 
examination he has pedal oedema up to the tibial 
tuborosity, enlarged tongue and liver edge palpable up 
to three finger breadths below the right costal margin. 
Urinalysis showed 3+++ protein. 

What is the most appropriate test that will lead to 
the correct diagnosis? 

♦ 



♦ 



• 



24-h urinary protein 
Liver spleen scan 
Subcutaneous fat biopsy 
Urine protein electrophoresis 
Urine protein immunopharesis 
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Subcutaneous fat biopsy 

The clinical features of the patient are suggestive of 
amyloidosis. It is characterised by extracellular 
deposition of fibrous protein in various tissues and 
organs. It may be primary or associated with other 
chronic diseases like myeloma or rheumatoid 
arthritis. Diagnosis is made by typical findings and 
demonstration of amyloid fibrils by Congo red 
staining under polarised light. Abdominal 
subcutaneous fat pad aspirate or rectal submucosal 
biopsy are often performed to reach a final diagnosis. 
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A 72-year-old woman comes to the emergency 
department with severe flank pain. On examination she 
is mentally obtunded with fever of 39°C, blood pressure 
of 80/40 mmHg and pulse rate of 1 10 beats/min. On 
further evaluation, her blood results show a white cell 
count of 22 10 9 with neutrophilia. Urgent ultrasound 
scan shows left hydronephrosis and hydroureter. 
Computed tomography (CT) scan confirms the presence 
of an obstructing stone. Intravenous vasopressors are 
initiated. 

What will be the most appropriate next step in 
management? 

Perform extracorporeal shock wave lithotripsy 

Schedule a nephrectomy 

Commence antibiotics and review response before 
inserting a nephrostomy tube 

Administer antibiotics intravenously and observe 

Commence antibiotics and schedule cystoscopy 
and ureteral stent placement 
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Commence antibiotics and review response before 
inserting a nephrostomy tube 

This patient has obstructing pyelonephritis with 
sepsis. The patient needs urgent IV antibiotics with 
assessment of the response. If they are still spiking 
fevers, or complaining of significant colic, insertion of 
a nephrostomy tube is the next step. 
Lithotripsy will be an elective procedure to break 
large stones so that they can be passed naturally. This 
is not suitable for an urgent next step in treatment. 
Antibiotics will be suitable for the sepsis, which this 
patient has but she also needs urgent decompression 
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A 25 -year-old woman comes to the office with a 3 -day 
history of lower abdominal pain that is now beginning 
to radiate to her right flank. She denies nausea, 
vomiting or diarrhoea but states she feels feverish and is 
worried that she may have the flu. She has noticed an 
increase in her urinary frequency. 
Vital signs are temperature 39.2°C, blood pressure 
120/70 mmHg, pulse 95/min, and respiration 16/min. 
Physical examination shows tenderness in the 
suprapubic region, hyperactive bowel sounds and no 
signs of peritoneal irritation or masses. Her right flank 
is tender to light percussion. The remainder of the 
physical examination is within normal limits. 

Some of the laboratory results are: 



Urinalysis 




Leucocytes 


+++ 


Proteinuria 


+ 


Gram stain 


Gram-negative bacilli 



What is the most likely diagnosis? 

Acute appendicitis 
Acute pyelonephritis 



• 



• 



•A 






Ovarian torsion 

Perinephric abscess 

Pelvic inflammatory disease 
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Acute pyelonephritis 

This is a typical picture of pyelonephritis. Additional 
testing such as renal ultrasonography or intravenous 
pyelography is indicated only if there is suspicion of a 
complication such as a stone stricture or tumour 
causing the pyelonephritis. These tests are not 
necessarily part of routine management of a simple 
uncomplicated pyelonephritis. If symptoms persist 
beyond 3 to 5 days of effective treatment an 
ultrasound or computed tomography (CT) scan of the 
kidney should be obtained to exclude a perinephric 
abscess or other drainable collection of fluid. 
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A 3 5 -year-old otherwise healthy man comes to the 
office one day after running the marathon, complaining 
of diffuse muscle aches and weakness. He also reports 
progressive darkening of his urine since the previous 
night. He denies associated fevers, chills or abdominal 
pain. He appears to be in no acute distress. Vital signs 
are temperature 36.8°C, blood pressure 100/72 mmHg, 
pulse 110/min, and respiration 18/min. His pupils are 
equal round and reactive to light and accommodation. 
His heart is tachycardic with normal sounds. His lungs 
are clear and his abdomen is soft and non-tender 
without hepatosplenomegaly. Examination of 
extremities shows mild tenderness to palpation over the 
quadriceps. 

Test results show: 
Urine stick testing 



Red blood cells (RBCs) 



-++ 



White blood cells (WBCs) 



What is the most likely diagnosis? 

Nephrolithiasis with hematuria 






a 



Viral syndrome 
Rhabdomyolysis 
Profound dehydration 
Multiple myeloma 



•A 
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Rhabdomyolysis 

Rhabdomyolysis is a syndrome that occurs in the 
setting of muscle injury, where the intracellular 
contents of myocytes are released into the plasma. 
Any vigorous muscular activity can lead to 
rhabdomyolysis. Complications may be life 
threatening and include severe electrolyte imbalances 
(hyperl^aemia,hyperuricaemia,hyperphosphataemia, 
hypocalcaemia, hypercalcemia), myoglobinuric renal 
failure, metabolic acidosis, and disseminated 
intravascular coagulation, although thankfully post 
exercise complications are actually rare. Urine stick 
testing confuses myoglobin with haemoglobin from 
red blood cells hence the reason for the results seen 
here. 
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A 23 -year-old male presents with a 4-day history of 
sore throat. He also mentions a change in colour of 
urine and it looks blood stained. There are no other 
associated urinary complaints. Chest X-ray is normal. 
Blood results are normal. Renal biopsy shows 
mesangial proliferation with positive 
immunoflorescence for immunoglobulin A (IgA) and 
C3. 

What is the most likely diagnosis? 

{a 

Henoch-Schonlein purpra 

Post- streptococcal glomerulonephritis 
Berger's disease 



♦ 






Kawasaki disease 

Adult polycystic kidney disease 
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Berger's disease 

Immunoglobulin A (IgA) nephropathy or Berger's 
disease is the commonest cause of glomerulonephritis 
worldwide. A typical patient is a young male with 
asymptomatic microscopic haematuria or episodic 
macroscopic haematuria, precipitated by infections( 
e.g. pharyngitis) Recovery is usually rapid between 
attacks. It consists of focal proliferative 
glomerulonephritis with mesangial deposits of IgA. 
Prognosis is usually good with patients who have 
normal blood pressure, normal kidney function and 
absence of proteinuria at presentation Approximately 
20% of patients develop renal failure 20 years from 
the time of diagnosis. 
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A 69-year-old man with hypertension comes to the 
emergency department complaining of dysuria, flank 
pain, fever and chills for 2 days. He takes metoprolol 
and hydrochlorothiazide for his hypertension. Vital 
signs are temperature 39.3°C, blood pressure 100/60 
mmHg, pulse 120/min, respiration 28/min, oxygen 
saturation 98% on room air. He has mild tenderness on 
the left costovertebral angle. The rest of the physical 
examination is normal. The chest X Ray is normal and 
urine dipstick positive. Blood and urine are sent for 
analysis and cultures. 

What is the most appropriate next step in 
management? 

Call for a urological consultation 

Insert a foley catheter 

Obtain an ultrasound of the kidneys 

Start a dopamine infusion 

Start intravenous antibiotic therapy 
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Start intravenous antibiotic therapy 

The patient is experiencing signs and symptoms of 
Gram-negative sepsis stemming from a urinary tract 
infection The most important intervention is early 
antibiotic therapy. The choice of antibiotic depends on 
history and Gram stain of the urine. The most 
common pathogens are Gram-negative rods ( E. coll), 
so initial antibiotic coverage should include Gram- 
negative coverage and be adjusted depending on the 
culture sensitivity. Urinary tract infection in men is 
less common than in women, due to the anatomical 
difference, and is usually caused by obstruction 
because of benign prostatic hyperplasia (BPH), 
especially in elderly men. 

In today's office practice, the dipstick test for nitrite is 
used as a surrogate marker for bacteriuria. It should 
be noted that not all uropathogens reduce nitrates to 
nitrite. For example, enterococci, S. saprophyticus 
and Acinetobacter species do not and therefore give 
false-negative results. 
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A 64-year-old man comes to the office complaining of 
left flank pain and gross haematuria. The pain is non- 
radiating, dull in nature and not associated with any 
fever or chills. The patient has not had any medical care 
in 20 years. His vital signs and physical examination are 
unremarkable. A complete blood count and biochemical 
profile are normal. A computed tomography (CT) scan 
of the abdomen and pelvis reveals a contrast enhancing 
5 cm mass in the lower pole of the left kidney. A chest 
X-ray and ultrasound of the abdomen are unremarkable, 
as is a CT thorax. 

What is the most appropriate intervention at this 
time? 

Order a MIBI scan 

order a magnetic resonance image (MRI) with 
gadolinium 



♦ 



Schedule chemotherapy 

Schedule radiation therapy 

Send him to a urologist for radical nephrectomy 
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Send him to a urologist for radical nephrectomy 

This patient has renal cell carcinoma of the left 
kidney. Computed tomography (CT) scan with and 
without contrast that reveals a contrast -enhancing 
mass is the primary radiological modality used to 
diagnose this disease. This patient presents with two 
of the three symptoms of the classic triad of renal cell 
carcinoma: costovertebral pain, hematuria and 
palpable mass. Unfortunately this triad is only seen in 
10% of the patients diagnosed with renal cell 
carcinoma. Surgical removal remains the only 
potential curative therapy for renal cell carcinoma. 
While a variety of therapeutic modalities are available 
(i.e. partial nephrectomy), radical nephrectomy 
provides this patient with the best possible chance of 
cure. Prognosis for patients with Tl renal cell 
carcinoma (less than 7 cm in size) is >85% with 
appropriate treatment. 
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A 39-year-old man comes to the clinic for follow-up 
after a short hospital admission for an episode of renal 
colic. At the time of admission the patient had an 
intravenous pyelogram performed that showed a mid 
ureteric calculus on the left side. There was delayed 
uptake and excretion of the contrast in the left kidney, 
consistent with obstruction. There was also a filling 
defect at the level of L5 consistent with the calcification 
seen on pre-contrast films. While in the hospital, he 
underwent ureter oscopic stone extraction of the left 
mid-ureteral calculus. The stone was sent to the 
laboratory for chemical analysis. He denies any history 
of stones in the past or history of stones in the family. 

What will be the likely composition of the stones? 

Cysteine 

Indinavir 

Calcium oxalate 

Magnesium-ammonium-phosphate 

Uric acid 
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Calcium oxalate 

This patient has a radio -opaque calculus. Calcium 
oxalate-containing stones account for nearly 60% of 
all kidney stones. They are radio-opaque. Cysteine 
stones result from cysteinuria which is due to an 
inherited autosomal recessive disorder of renal 
tubular reabsorption of four amino acids. Uric acids 
stones are not radio-opaque. Magnesium-ammonium- 
phosphate stones are infectious in aetiology. The most 
common organisms are Proteus, Kleibsiella, and 
Pseudomonas. 



No.: 41 

An 8 -year-old boy is brought to the office by his mother 
because of a 5 -week history of bed wetting at night. The 
mother mentions you that he has been able to hold his 
urine at night since he was 4 years old. He is also able 
to stay dry during the day. She states that he is a very 
active child and the bumps and bruises on his arms, legs 
and buttocks are the battle wounds. His temperature is 
36.7°C. 

What will be the most appropriate first step? 

Call his teacher and ask about issues or problems at 
school 
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Ask the mother and child separately what is going on in 
his environment 

This patient has secondary enuresis, which is the 
involuntary discharge of urine after bladder control 
has been reached. One of the most important causes of 
secondary enuresis is a stressful environment that 
may include a new house or new school, the birth of a 
sibling, parental conflicts or any other real or 
perceived life-altering events. Therefore talking to 
both the parties individually will determine the cause. 






Obtain a urine culture 

Order a voiding cystourethrogram 

Prescribe imipramine 



Ask the mother and child separately what is going 
on in his environment 
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A 31-year-old previously healthy man presented with a 
6-month history of nasal congestion and sinusitis. 
During the 6 -month period, he was treated with 
antibiotic therapy, but his symptoms persisted. His 
current complaints include frontal headache and a nose 
bleed. On examination, he is pyrexial and dyspnoeic. 
He has a purpuric rash on his legs and a right foot drop. 



The results of investigations are: 


Chest X-ray 


Cavitating 
lesion in the 
right upper lobe 


Haemoglobin 
(Hb) 


10.8 g/dl 


Erythrocyte 

sedimentation 

rate(ESR) 


84mm/h 


Urinalysis: 


Blood 


++ 


Protein 


++ 



What is the most likely diagnosis? 

Polyarteritis nodosa 
Churg-Strauss syndrome 






Wegener's granulomatosis 

Post- streptococcal glomerulonephritis 

Subacute bacterial endocarditis 
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Wegener's granulomatosis 

Wegener's granulomatosis (WG) is a necrotising 
vasculitis involving the respiratory tract and kidneys. 
It causes epistaxis, sinusitis, destruction of the nasal 
cartilage and glomerunephritis and renal failure. The 
serum contains antibodies reacting with the cytoplasm 
of neutrophils (cANCA). 

WG is an idiopathic, systemic inflammatory disease 
characterised by the presence of granulomas, necrosis, 
and/or vasculitis. Although WG typically affects the 
upper and lower airways and the kidneys, it may 
involve any organ system. WG is classified with 
microscopic polyangiitis (MPA) and Churg-Strauss 
syndrome (CSS) as a primary systemic small-to- 
medium-sized vessel vasculitis associated with 
antineutrophil cytoplasmic antibodies (ANCAs). 
However, WG can also affect medium and even large 
arteries, and may lack an association with ANCAs. It 
is a renal/ pulmonary disease which often presents 
with hemoptysis, sinusitis, oral lesions and otitis. 
The diagnosis of WG is based on a combination of 
clinical, laboratory and, if necessary, pathological 
features. If a typical clinical picture is associated with 
a positive ANCA finding with specificity for 
proteinase 3 (PR3), the diagnosis of WG can be 
presumed. It remains incumbent for the clinician to be 
certain that WG 'mimics', especially granulomatous 
infection, are not present. In the setting of only a 
moderate suspicion of WG and a negative ANCA 
result, it would be judicious to pursue histological 
support for the diagnosis. 

The outcome of WG has been dramatically altered by 
treatment with glucocorticoids (GCs) and 
cyclophosphamide (CP). 
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A 5 5 -year-old man from another area visiting his 
daughter is known to have chronic renal failure and, at 
the insistence of his daughter whom he is visiting, 
presents with back pain to a temporary GP who refers 
him on to the medical team at the local hospital. He has 
been complaining of generalised bone and joint pains 
for a number of weeks now which have got increasingly 
worse. He is a known diabetic and hypertensive and 
takes the appropriate medications for these but can't 
recall their names. He also suffers from severe 
indigestion problems for which he takes antacid 
medication. After a general examination which confirms 
localised tenderness along the lumbar spine, routine 
blood investigations are requested. 
Some of these results are outlined below: 



Serum calcium 


1.8mmol/l 


Serum phosphate 


1.8mmol/l 


Serum ALP 


170 U/l 


Na 


143 mmol/1 


K 


5.5 mmol/1 


Cr 


220 umol/1 


Urea 


9.1 mmol/1 



Which of the following pathological processes is 
LEAST likely to be a contributing factor to the 
above findings? 






Decreased vitamin D metabolism 
Primary hyperparathyroidism 
Secondary hyperparathyroidism 
Osteomalacia 
Aluminium toxicity 
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Primary hyperparathyroidism 

The parathyroid glands are involved in the regulation 
of calcium and phosphate levels by varying the release 
of parathyroid hormone (PTH). The effect of this 
hormone is to raise serum calcium levels and lower 
serum phosphorus levels. Primary 

hyperparathyroidism is a condition where 
hypercalcaemia results from excessive secretion of 
PTH, usually from a solitary adenoma. Secondary 
hyperparathyroidism is where PTH levels are high 
after long-term stimulation to release PTH in response 
to a chronically low circulating calcium level. This is 
commonly seen in chronic renal failure. Chronic renal 
insufficiency can also cause osteoma lcia as well as a 
reduction in vitamin D metabolism, both causes of 
hypocalcaemia, in turn leading to the development of 
secondary hyperparathyroidism. Aluminium 

accumulates in patients undergoing long-term 
haemodialysis and this prevents the mineralisation of 
osteoid. Aluminium is also found as an ingredient in 
antacid formulations The consequent problems that 
may be encountered with aluminium toxicity in bones 
include osteopenia, fractures and osteomalacia. 
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A 70 -year-old-man was admitted with anuria and lower 
back pain of 24 h duration. His only medication is 
bendroflumethiazide 2.5 mg for hypertension. He is 
awaiting an appointment for urinary frequency, urgency 
and dribbling, otherwise he is fit and well. 



Investigations reveal: 




Haemoglobin (Hb) 


12.5 g/dl 


White blood count (WBC) 


5.6 1071 


Platelets 


160 1071 


Sodium 


134 mmol/1 


Potassium 


6.5 mmol/1 


Urea 


20.6 mmol/1 


Creatinine 


400 umol/1 


Corrected calcium 


2.70 mmol/1 


Albumin 


35g/l 


Total protein 


80g/l 



You have given him IV insulin and dextrose to 
reduce his potassium, a follow up is measured at 5.4 
mmol/1 and you catheterize him, which of the 
following is the next most appropriate management? 



Urgent haemodialysis 

Central venous line for monitoring intravascular 
volume 

Urgent intravenous urography (IVU) 









Restrict oral fluid 

Urgent renal tract ultrasound 



No.: 44 

Urgent renal tract ultrasound 

The symptom of urinary frequency and the age of the 
patient suggest probable prostatic hypertrophy. 
Prostatic obstruction is the commonest cause of 
obstructive uropathy in men. In community studies, 
urinary tract obstruction is responsible for 25% of 
cases of acute renal failure. It is easily treatable if 
diagnosis is made accurately and early. The cause of 
the acute presentation in this case is most likely due to 
obstructive uropathy. The first investigation should be 
renal and pelvic ultrasound to exclude hydronephrosis 
which, if present, warrant urgent nephrostomy for 
ureteric obstruction, or transurethral/supra-pubic 
catheter as appropriate for bladder obstruction Renal 
function often normalises with relief of the 
obstruction 
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Mr Appiah is a 4 5 -year-old male from Ghana. He 
underwent a live-related renal transplant 3 weeks ago 
for end- stage renal failure due to hypertensive 
nephropathy. His current medications are: 
ciclosporin, mycophenolate mofetil, prednisolone, 
cotrimoxazole, ranitidine, amlodipine and atenolol. 
There were no complications after the procedure and his 
creatinine normalised a few days after surgery. Two 
days ago his serum creatinine was 155 (imol/1 and a 
repeat biochemistry today shows a rise in serum 
creatinine to 165 fxmol/1. He has no other symptoms. 

What definitive investigation will confirm that acute 
rejection is the problem? 

Ciclosporin level 

Renal ultrasound scan 

Serum immunoglobulin 

Renal biopsy 

24 h urine with creatinine estimation 
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Renal biopsy 

Acute rejection develops in 30-50% of renal 
transplant recipients. The risk is greater in the first 3 
weeks after transplant. In patients on ciclosporin 
there are often no symptoms. Patients with 
deteriorating renal function with normal ciclosporin 
level should be investigated by percutaneous renal 
biopsy. 
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An 18-year-old girl presented with a 3 -day history of 
fever, abdominal pain, diarrhoea and vomiting. She had 
returned from holiday in Morocco 1 week ago. She has 
no significant past medical history and she was well 
while on holiday. 

On examination, she is unwell and slightly jaundiced. 
There is no lymphadenopathy and abdominal 
examination was normal. Temperature was 37.8°C, 
blood pressure was 98/56 mmHg, pulse of 1 10 
beats/min and Glasgow Coma score of 15/15. 



Investigations are shown be 


ow: 


Haemoglobin (Hb) 


6.9 g/1 


White cell count (WCC) 


15 x I0 9 g/1 


Platelets 


22 x 1071 


Mean corpuscular volume 
(MCV) 


86 11 


Reticulocyte count 


160 x 10 9 /1 (25-100 
xl0 9 /l) 


Blood film 


Multiple fragmented 
red cells 


Sodium 


134 mmol/1 


Potassium 


4.5 mmol/1 


Urea 


21.5 mmol/1 


Creatinine 


350 umol/1 


Bilirubin 


58 umol/1 


Lactate dehydrogenase 


300 IU/1 (70-250 
IU/1) 


Aspartate transaminase 


38 IU/1 


Alanine aminotransferase 


36 IU/1 



What is the most likely underlying diagnosis? 

Thrombotic thrombocytopaenic purpura (TTP) 
Leptospirosis icterohaemorrhagia 
Familial Mediterranean fever 
Haemolytic-uraemic syndrome (HUS) 
Acute hepatitis B infection 
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Haemolytic-uraemic syndrome (HUS) 

Haemolytic uraemic syndrome and thrombotic 
thrombocytopaenic purpura are characterised by 
widespread deposition of loose strands of fibrin in 
multiple small blood vessels, which damage platelets 
and red blood cells (RBCs), resulting in 
microangiopathic haemolytic anaemia, disseminated 
intravascular coagulation and thrombocytopaenia. 
The diseases are characterised by: 

thrombocytopaenia, fragmented RBCs on blood film 
(acanthocytes, shistocytes, burr cells, helmet cell etc), 
fever, renal failure, central nervous system (CNS) 
manifestations (confusion, coma) and jaundice 
(elevated direct and indirect bilirubin). 
HUS often follows gastroenteritis associated with 
enterohaemorrhagic Escherichia coli 0157 and Shiga 
toxin-producing bacteria such as Shigella dysenteria. 
In Thrombotic thrombocytopaenic purpura (TTP), 
manifestation of ischaemic organ damage such as 
neurological disturbance (confusion and coma) and 
myocardial damage are characteristically found. 
TTP and HUS are part of the same spectrum of 
microangiopathic disease. They are differentiated by 
the following points: 

• children account for 90% of the cases of HUS, while 
adults are more frequently affected with TTP 

• renal failure and fever predominates in HUS, while 
in TTP neurological symptoms are more common 

• the prognosis is worse in TTP compared to HUS 

• treatment is supportive with plasma exchange till the 
activity of the disease has subsided. Steroids are also 
beneficial. 
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A 50-year -old Turkish male with a 3-year history of 
liver cirrhosis secondary to hepatitis C was admitted 
with a right gangreneous leg ulcer of 2 months duration 
with pain in his joints. He has developed pleuritic chest 
pain with dyspnoea over the last few days. He is on 
interferon for his liver disease. He is a non-smoker and 
does not drink. 

On examination he is dyspnoeic and slightly jaundiced, 
with widespread spider naevi. He also has multiple 
purpuric rashes on his legs with a reticulated pattern to 
the skin. The leg ulcer is below the right knee with large 
ulceration and necrosis. 

Investigations reveal: 



PH 


7.45 


Pa(0 2 ) 


7.2 kPa 


Pa(C0 2 ) 


3.5 kPa 


Chest X-ray 


normal 


Sodium 


135 mmo/1 


Potassium 


4.8 mmol/1 


Urea 


18mmol/l 


Creatinine 


280 Vmol/1 


Corrected calcium 


2.5 mmol/1 


Albumin 


27g/l 


Bilirubin 


60 Vmol/1 


Aspartate transaminase 
(AST) 


200 IU/1 


Alanine aminotransferase 
(ALT) 


289 IU/1 


Haemoglobin (Hb) 


11.5 g/dl 


White cell count (WCC) 


10.5 10 y /l 


Platelets 


200 10 9 /1 


Mean corpuscular volume 
(MCV) 


88 fl 


Urinalysis 


Protein +++, blood 
+++ 



What is the underlying diagnosis? 

Multiple myeloma 
Rheumatoid arthritis 
Waldestrom's macroglobulinaemia 
Cryoglobulinemia 
Hepatocellular carcinoma 
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Cryoglobulinaemia 

Cryoglobulins are immunoglobulins that precipitate 
when blood is cooled while flowing through the skin 
and subcutaneous tissues. This leads to small vessel 
damage in the limbs and deposition on the wall of 
small vessels result in generalised vasculitis, which 
present with a reticulated skin pattern of 
microthrombosis and areas of gangrene. Pulmonary 
embolism, arterial and venous thrombosis are 
common Vasculitis results in glomerulonephritis, 
polyneuropathy, Raynaud's phenomenon and leg 
ulcers. Recognised associations are chronic infections 
such as hepatitis C, systemic lupus erythematosus , 
rheumatoid arthritis and Sjogren's syndrome. 
Management is with plasma exchange, chemotherapy 
and treatment of the underlying condition 
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A 16-year-old male is under investigation for long- 
standing muscle weakness, polyuria and polydipsia. He 
appeared malnourished with muscle wasting, there is no 
peripheral oedema and serial blood pressures are 
normal. 



Investigations reveal: 




Sodium 


125 mmol/1 


Potassium 


2.2 mmol/1 


Urea 


4.5 mmol/1 


Creatinine 


110 umol/1 


Chloride 


80 mmol/1 


Renin, supine 


25 ng/1 (3-19 ng/1) 


Aldosterone, supine 


0.35 ng/1 (0.08-0.27ng/l) 



What is the most likely underlying diagnosis? 

Hypokalaemic periodic paralysis 






Bartter's syndrome 
Nephrogenic diabetes insipidus 
Renal tubular acidosis 
Primary hyperaaldosteronism 
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Bartter's syndrome 

Bartter's syndrome is characterised by renal sodium, 
potassium and chloride wasting, resulting in chronic 
hypokalemia and hyperreninaemic 

hyperaldosteronism with a normal blood pressure. 
The syndrome is either sporadic or familial 
(autosomal reccesive). There is deranged Na + Cl" 
transport in the ascending loop of Henle and the distal 
tubule resulting in Na + , K + and O" wasting. The 
plasma volume is low despite normal blood pressure, 
this stimulates renin release and high aldosterone 
levels. 
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A 28-year-old female sustained a minor head injury, 
was seen in the emergency department with headache 
and was discharged following a normal computed 
tomography of the head. She presented again 2 months 
later with polyuria and polydipsia. She has a 2-year 
history of recurrent pyelonephritis and is under 
investigation by the urologists. 

A water deprivation test was performed: 

Water deprivation phase 



Plasma 
osmolality 


295 mOsmol/kg (285-295 
mOsmol/kg) 


Urin 
osmolality 


220 mOsmol/kg 



Desmopressin (DDAVP) phase (after administration of 

2 ug desmopressin) 



Plasma osmolality 


300 mOsmol/kg 


Urine osmolality 


250 mOsmol/kg 



What is the diagnosis? 

Psychogenic polydipsia 






Cranial diabetes insipidus 
Partial cranial diabetes insipidus 
Nephrogenic diabetes insipidus 
Diabetes mellitus 



A 
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Nephrogenic diabetes insipidus 

In nephrogenic diabetes insipidus, the water 
deprivation test after overnight fast shows the 
maximal osmolality of urine is abnormally low <250 
mOsmol/kg. After administration of exogenous 
vasopressin (DDAVP), there is only slight increase in 
urine osmolality <50%. In cranial diabetes insipidus, 
DDAVP produces a rise in urine osmolality of about 
50%. In psychogenic polydipsia, a low initial plasma 
and urine osmolality is usual at the start of the test. 
This increases after water deprivation since 
vasopressin can be stimulated normally. 
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A 65-year-old male was admitted with pneumonia and 
hyponatremia with sodium of 116 mmol/1. 
He was treated with antibiotics and rapid infusion of 3% 
hypertonic sodium chloride, but despite initial 
improvement deteriorated neurological ly with fits and 
subsequent coma. 

What is the possible cause of his deterioration? 

Syndrome of inappropriate antidiuretic hormone 
secretion 



♦ 



Acute cerebrovascular event 
Central pontine myelinolysis 
Normal pressure hydrocephalus 
Encephal omyeliti s 
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Central pontine myelinolysis 

Central pontine myelinolysis (CPM) occurs as a result 
of too-rapid correction of hyponatremia, ideally 
correction should not exceed more than 1 mmol/hr. 
There is demyelination of the central basal pons or 
other areas of the brain. Various types of neurological 
deficits have been described from quadriparesis to 
coma and death. Magnetic resonance imaging is the 
investigation of choice to demonstrate classical 
demyelination 
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A 63 -year-old man was admitted to hospital for an 
elective coronary angiogram. The procedure went ahead 
without any obvious complications. A day after the 
procedure he complained of generalised aching 
abdominal pain which improved following 
administration of lactulose, although it did not resolve 
entirely. A day later he became acutely unwell. On 
examination he appeared drowsy and confused. He had 
a pulse rate of 120/minute with a blood pressure of 
85/50 mmHg. He had peripheral oedema and coarse 
crackles in both lung bases. His abdominal examination 
showed diffuse tenderness but no rebound or guarding. 

His urgent blood test results are as follows: 



Haemoglobin (Hb) 


15.3 g/dl 


White cell count (WCC) 


10.0 1071 


Platelets 


349 1071 


Neutrophils 


6.0 1071(1.5-7.0) 


Lymphocytes 


2.0 1071(1.5-4.0) 


Eosinophils 


2.1 1071(0.04-0.40) 


Basophils 


0.1 107l(<0.1) 


Monocytes 


0.2 107l(<0.8) 


Na + 


143 mmol/1 


K + 


6.2 mmol/1 


Urea 


18.5 mmol/1 


Creatinine 


490 umol/1 



The most likely diagnosis is: 

(♦ 

Acute renal failure secondary to contrast induced 

nephropathy 

Acute renal failure secondary to generalised sepsis 

Acute renal failure secondary to multiple 
cholesterol emboli 

Acute renal failure secondary to catastrophic intra- 
abdominal event 

Acute renal failure secondary to exacerbation of 
congestive cardiac failure 
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Acute renal failure secondary to multiple cholesterol 
emboli 

Acute renal failure secondary to multiple cholesterol 
emboli 

This man has developed acute renal failure and is 
severely unwell. We are not told of any risk factors 
that would increase the chance of contrast-induced 
nephrotoxicity (such as age over 70 years; co-existing 
nephrotoxicity, especially diabetic; concomitant 
administration of nephrotoxic drugs; dehydration 
prior to procedure; or pre-existing congestive cardiac 
failure). His presentation with abdominal pain and 
eosinophilia all support a diagnosis of multiple 
cholesterol emboli. There are no convincing signs of 
severe sepsis. The abdominal pain is probably caused 
by bowel ischaemia, but the lack of signs of peritonism 
in this case make this a less likely primary cause for 
his deterioration, and the degree of cardiac 
insufficiency is unlikely to have caused such a 
significant deterioration. Data about cholesterol 
embolisation are largely based on post mortem 
examinations which are, by definition, a selected 
group of poor outcomes. However, some studies 
suggest that as many as 25-30% of patients 
undergoing angiography will have atherosclerotic 
emboli. 
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A 70 -year-old lady is admitted via the emergency 
department with complaints of weakness, nausea and 
malaise. Unfortunately she has not brought all of her 
regular medications with her. She tells you that she is a 
tablet-controlled diabetic with high blood pressure and 
kidney problems. She has with her a packet of lisinopril 
which she takes 10 mg/day. In addition she has a packet 
of gliclazide which she takes 80 mg/day. She takes 
several other tablets which she left on the sideboard at 
home when the ambulance collected her. She attended 
an outpatient appointment 2 weeks ago where she was 
prescribed a new medication. She does not know the 
name of this medication and does not have it with her, 
she was told that it was a medication also used to treat 
people with liver problems and had been taking one 
tablet three times a day. 

On examination she is overweight and appears unwell. 
She has evidence of mild biventricular cardiac 
insufficiency with elevated jugular venous pressure and 
pitting oedema of her ankles. The remainder of the 
examination is unremarkable. 

An electrocardiogram (ECG) shows increased PR 
interval with widening of the QRS complex. 



Urgent biochemical analys is shows: 



Na 



K + 



Urea 



Creatinine 



140 mmol/1 



7.1 mmol/1 



11.0 mmol/1 



146 tumol/1 



;\ 



Appropriate treatment is instigated. 

The most likely cause for this lady's presentation on 
this occasion is: 



♦ 



Recent commencement of digoxin 62.5 \ig od 
Recent commencement of spironolactone 50 mg tds 



A recent 2-day course of ibuprofen 400 mg tds/prn 

for backache. 
#-» 

Recent commencement of bisoprolol fumarate 2.5 

mg od 

Recent commencement of amiloride hydrochloride 
5 mg bd 
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Recent commencement of spironolactone 50 mg tds 

This lady has life-threatening hyperkalemia with 
evidence of cardiotoxicity on electrocardiogram 
(ECG), requiring urgent intervention to prevent 
potentially fatal cardiac arrhythmia. All of the drugs 
listed can be associated with hyperkalemia. However, 
we know that this lady has renal disease. In addition 
we know that she is already taking an angiotensin- 
converting enzyme (ACE) inhibitor. Following the 
Randomised Aldactone Evaluation Study (RALES) 
clinical trial when it was shown that aldosterone 
antagonists can reduce mortality in severe chronic 
congestive cardiac failure when given in conjunction 
with an ACE inhibitor, the prescription rates of 
spironolactone increased along with hospital 
admission rates and deaths from hyperkalemia. 
Although this medication can be given safely with 
ACE inhibitors and indeed be beneficial, there is a 
risk of causing life-threatening hyperkalemia 
particularly in those with renal impairment. The 
combination of ACE inhibitor therapy with 
spironolactone therefore needs to be carefully 
considered and monitored to avoid significant side- 
effects. Standard dose used for heart failure is at 
lower level than seen here (around 25-50mg daily). 
Digoxin toxicity can be complicated by hyperkalemia 
although this is not common Non-steroidal anti- 
inflammatory agents can be associated with 
hyperkalemia in the context of renal impairment, 
although we might expect this with a longer duration 
of use if this were the cause in this case. Non-selective 
beta-blockade can lead to hyperkalemia by 
decreasing uptake of potassium from extracellular to 
intracellular spaces. This would not be expected with 
the highly selective beta-1 blocker, bisoprolol. 
Amiloride can cause hyperkalemia in similar 
situations, however it is not so commonly used in 
current practice. 
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A 16-year-old young man presents with long-standing 
polyuria, polydipsia, occasional abdominal and calf 
cramping pains along with the following biochemical 
abnormalities. His parents are first cousins. He has a 
normal stature and has been noted to have a low-normal 
blood pressure at around 95/50 mmHg. 



Investigations reveal: 




Na + 


136 mmol/1 


K + 


2.3 mmol/1 


Urea 


4.5 mmol/1 


Creatinine 


80 umol/1 


Bicarbonate 


34 mmol/1 


Me 2+ 


0.59 mmol/1 


Urinary calcium 
excretion Low 


(urinary calcium/creatinine 
ratio 0.1) 



The likely diagnosis is: 

Alport's syndrome 
Liddle's syndrome 
Bartter's syndrome 
Severe Cushing's syndrome 
Gitelman's syndrome 



•A 
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Gitelman's syndrome 

The patient has features of Gitelman's syndrome with 
hypokalemic metabolic akalosis, hypomagnesaemia, 
and hypocalciuria. His symptoms are relatively mild 
and his age at presentation and low-normal blood 
pressure all support the diagnosis of Gitelman's 
syndrome. This can occur either as a sporadic or 
autosomal recessive condition. The consanguinity in 
this case suggests that this may be an autosomal 
recessive case. Bartter's syndrome shares some 
features (including hypokalemia and hypotension) 
with Gitelman's but is more severe and patients 
therefore present earlier. The prognosis of Gitelman's 
is very good, and treatment is with potassium and 
magnesium supplements. Alport's syndrome is an 
inherited condition in which an abnormal form of 
glomerular basement membrane is produced. It is 
associated with bilateral sensineural deafness and 
renal failure. Liddle's syndrome is associated with 
hypokalemic metabolic alkalosis but usually in the 
context of hypertension Cushing's syndrome would 
be expected to produce other characteristic features as 
well as hypertension without the magnesium and 
calcium abnormalities seen above. 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 54 

A 70-year-old man is admitted with shortness of breath 
and peripheral oedema. He is oliguric. He has a history 
of diabetes associated with renal impairment and has 
been followed up in the renal clinic where he has been 
relatively stable until now. His pulse is regular, rate 
96/min and his blood pressure 190/100 mmHg. His 
respiratory rate is 30/min, oxygen saturation 92% on 
high-flow oxygen. He has a raised jugular venous pulse 
and gross pitting oedema of both his ankles. Respiratory 
examination reveals coarse crackles to the mid zones of 
both lungs. He has a third heart sound on auscultation. 
His electrocardiogram (ECG) shows prolongation of the 
PR interval and widening of the QRS complex. 



Urgent blood results 


are as follows: 


Na + 


136 mmol/1 


K + 


6.7 mmol/1 


Urea 


36 mmol/1 


Creatinine 


780 umol/1 


Bicarbonate 


1 1 mmol/1 



The best series of treatments while awaiting transfer 
to a renal unit for is: 

15 units actrapid insulin in 50 ml 50% dextrose 
intravenous (iv) plus calcium gluconate 

15 units actrapid insulin in 50 ml 50% dextrose iv 
with 500 ml 1.26% sodium bicarbonate plus calcium 
gluconate 

Salbutamol 5 mg nebulised, calcium gluconate, 1 5 
units actrapid insulin in 50 ml 50% dextrose iv, 
flirosemide bolus iv with glyceryl trinitrate infusion 
plus calcium resonium 1 5 g orally 

Salbutamol 5 mg nebulised, calcium resonium 1 5 g 
orally, 15 units actrapid insulin in 50 ml 50% dextrose 
iv plus calcium gluconate 

Salbutamol 5 mg nebulised, calcium resonium 1 5 g 
orally, 15 units actrapid insulin in 50 ml 50% dextrose 
iv with 500 ml 1.26 % sodium bicarbonate, flirosemide 
bolus iv with glyceryl trinitrate infusion plus calcium 
gluconate 
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Salbutamol 5 mg nebulised, calcium gluconate, 15 units 
actrapid insulin in 50 ml 50% dextrose iv, flirosemide 
bolus iv with glyceryl trinitrate infusion plus calcium 
resonium 1 5 g orally 

This man has acute renal failure with evidence of fluid 
overload and pulmonary oedema. He also has life- 
threatening hyperkalemia with electrocardiogram 
(ECG) changes. These two features constitute medical 
emergencies and need to be treated accordingly. 
Calcium gluconate needs to be given in view of its 
cardioprotective and stabilising effect, followed by 
attempts to lower the potassium with salbutamol, and 
carefully monitored dextrose/insulin infusion 
Calcium resonium with take some time to work but 
may improve matters over the next few days. In view 
of his respiratory distress, nitrates and a bolus dose of 
furosemide will offload the heart and improve his 
pulmonary oedema. Sodium bicarbonate is of 
questionable value in this case, and the large fluid 
load would worsen the cardiopulmonary situation 
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A 65-year-old man with type 2 diabetes mellitus is seen 
in the diabetic clinic for follow-up. He has been diabetic 
for nearly 10 years now, diet controlled for 4 years and 
since that time on gliclazide and metformin. 
Unfortunately he has missed many of his follow-up 
appointments. His blood pressure is 124/74 mmHg. He 
has no evidence of peripheral neuropathy. 



Investigations from his last visit are as follows: 


Haemoglobin A lc 
(HbA lc ) 


45.36 mmol/mol (6.3 

%) 


Protein 


Negative 


Glucose 


Negative 


Leucocytes 


Negative 


Nitrites 


Negative 


Na + 


137 mmol/1 


r 


3.8 mmol/1 


Urea 


6.8 mmol/1 


Creatinine 


98 umol/1 



A 24-h urine collection was carried out which 
demonstrated 180 mg of albumin in the sample. 

The management step most likely to improve his 
overall prognosis with respect to renal and other 
complications is: 

(S 

Commencing an angiotensin -converting enzyme 

(ACE) inhibitor in the first instance 

Optimising glycaemic control 

Optimising blood pressure control with other 
agents besides ACE inhibitors in the first instance 



Commencing betablockade 



♦ 



Commencing angiotensin receptor blockers (ARB) 
in the first instance 
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Commencing an angiotensin-converting enzyme (ACE) 
inhibitor in the first instance 

ACE inhibitors have been shown to improve outcome 
in microalbuminuria in diabetic renal disease and 
reduce progression to frank proteinuria and renal 
failure. Additionally, they show CV outcome benefits 
in large RCTs. Their use in this context has therefore 
become widespread. Optimising glycaemic control is 
likely to reduce microvascular complications as 
evidenced by the UK Prospective Diabetes Study 
(UKPDS) 1 . In this case however, there is little further 
optimisation which could be made based on the 
haemoglobin A lc (HbA lc ) result given, and further 
attempts to improve the situation might well lead to 
unacceptable side-effects such as hypoglycaenria. 
There is growing evidence that angiotensin receptor 
blockers (ARBs) have similar benefits to ACE 
inhibitors in heart failure and other indications, and 
they may have a lower incidence of side-effects. Whilst 
evidence of renoprotection from clinical trials is 
strong however, evidence of ischaemic CV outcome 
benefit is less clear. Just taking valsartan as one 
example, whilst a reduction in hospitalisations was 
seen in the main heart failure study, there was no 
reduction in mortality seen For this reason, at the 
present time ACE inhibitors remain first-line in most 
cases. 
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You are asked to check the blood results on a 3 2 -year- 
old man who was admitted earlier in the day on the 
medical take. He is very overweight and has been 
admitted with an infective exacerbation of asthma. He is 
being treated with oral prednisolone 60 mg od, four 
hourly 5 mg salbutamol nebulisers with amoxicillin 500 
mgs tds and erythromycin 250 mg tds. Besides his 
normal inhalers he does not take any regular 
medications. He is a smoker. The team commented that 
he was very difficult to bleed. 

The results are as follows: 



Na 



K + 



Urea 



Creatinine 



C-reactive protein 



Glucose 



140 mmol/1 



6.9 mmol/1 



4.0 mmol/1 



82 umol/1 



139 mg/1 



5.8 mmol/1 



You visit him on the ward. He is having a nebuliser and 
reading the newspaper. 

The best course of action is: 

Urgent calcium gluconate 10 ml 10% intravenous 
(iv) followed by insulin/dextrose infusion 

Urgent electrocardiogram (ECG), followed by 
calcium gluconate 10 ml 10% iv followed by 
insulin/dextrose infusion 

Repeat laboratory urea and electrolyte sample, and 

hold off further treatment until this result is returned 
#■» 

Repeat laboratory urea and electrolyte sample and 

check potassium on an arterial blood gas machine if 

available 

Urgent ECG. Repeat laboratory urea and 
electrolyte sample and check potassium on an arterial 
blood gas machine if available in the meantime 
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Urgent ECG. Repeat laboratory urea and electrolyte 
sample and check potassium on an arterial blood gas 
machine if available in the meantime 

Urgent electrocardiogram (ECG). Repeat laboratory 
urea and electrolyte sample and check potassium on 
an arterial blood gas machine if available in the 
meantime 

This young man has no recognised reasons for 
hyperkalemia. He is not on any medications which 
would predispose him to high potassium; indeed his 
regular salbutamol treatment is likely to give him low 
serum potassium by driving potassium into the cells. 
His urea and electrolytes are otherwise normal. His 
glucose is normal. The most likely cause of the high 
potassium in this case is either mild haemolysis not 
picked up in the laboratory, or the long use of a 
tourniquet during blood taking, leading to relative 
tissue acidosis when the sample was taken and 
therefore a high potassium. It is likely to be 
artefact ual. However, it would be prudent to check for 
evidence of cardiac toxicity which is easy to do with an 
ECG. It would also be worth rechecking the 
potassium, and if a blood gas machine is available it 
may be worth rechecking the potassium locally 
pending the formal laboratory result. 
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A 6 5 -year-old man, a retired factory worker presents 
with some troublesome urinary symptoms over the last 
2 months. He reports feeling the need to empty his 
bladder frequently and often feels he still needs to void 
immediately after having been to the toilet. He admits to 
some terminal dribbling. He denies any systemic 
symptoms. He was seen by his general practitioner (GP) 
who advised that he stop drinking tea and coffee, 
although this has had little effect on his symptoms. His 
GP referred him because he found blood on urinalysis. 
He has a history of hypertension and diabetes mellitus 
for which he takes bendrofluazide and metformin. He is 
a smoker who has smoked around 10 cigarettes per day 
since he was a teenager. 

On examination he appears well, blood pressure is 
160/95 mmHg, with a normal abdominal examination. 
Rectal examination reveals a smooth, moderately 
enlarged prostate with preservation of the median 
sulcus. 
A urine sample appears normal to visual inspection. 



Blood results are as 


follows: 




Na + 


146 mmol/1 


r 


3.2 mmol/1 


Urea 


8.5 mmol/1 


Creatinine 


129 umol/l 


Alanine aminotransferase 


33 IU/1 


Alkaline phosphatase 


98 IU/1 | 


Bilirubin 


24 umol/l 


Prostate- specific antigen 


4ng/l 


Urinalysis reveals: 






Blood 


2+ 




Leucocytes 


1+ 




Protein 


1+ 




Nitrites 


Nega 


tive 





Urine microscopy demonstrates erythrocytes at more 
than 5 per high power field (HPF) (microscopic 
haematuria defined as >3 per HPF). No casts or crystals 
are seen. No microorganisms are found on Gram stain. 

The diagnosis is likely to be: 

Benign 

Squamous cell carcinoma of the bladder 



* 






Prostatic carcinoma 

Transitional cell carcinoma of the bladder 

Non- infectious haemorrhagic cystitis 
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Transitional cell carcinoma of the bladder 

The likely diagnosis is transitional cell carcinoma of 
the bladder. This man is a lifelong smoker and his 
work in a factory may have exposed him to recognised 
carcinogens associated with urothelial malignancy. 
The combination of symptoms suggesting bladder 
irritation and persistent albeit microscopic 
haematuria makes this a concern. Persistent 
microscopic haematuria needs to be taken seriously 
and investigated appropriately. Transitional cell 
carcinoma is much more common than squamous cell 
carcinoma. His symptoms are not suggestive of 
prostatic hypertrophy, although mild prostatic 
enlargement is common and might be found 
coincidentally. The normal rectal examination and 
low prostate-specific antigen make a diagnosis of 
prostatic carcinoma less likely, although it would still 
be on the differential and would need to be excluded. 
Non-infectious haemorrhagic cystitis is commonly 
associated with a specific insult to the bladder (such as 
metabolites of cyclophosphamide or radiotherapy of 
the pelvis and lower abdomen) none of which are 
reported in this case. 
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A 40 -year-old lady is admitted to the medical 
assessment unit with a history of fatigue, headache and 
leg oedema. She also complains of pruritus and 
heartburn. 

On examination she has slight oedema of the fingers 
and some perioral telangiectasia. Her mouth is dry and 
her jugular venous pressure (JVP) is slightly elevated. 
Auscultation of the lungs reveals finebibasal end 
inspiratory crepitations. Her pulse is 105/min, 
respiratory rate 20/min, blood pressure 195/95 mmHg. 
Urine dipstick shows proteinuria and blood film shows 
helmet cells. 

Given the likely diagnosis, what treatment is likely to 
have the most favourable outcome? 






♦ 



Beta-blocker 

Nitroprusside 

Glucocorticoid 

Angiotensin- converting enzyme inhibitor 

Cyclophosphamide 
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Angiotensin- converting enzyme inhibitor 

The history and examination give features of 
scleroderma renal crisis. Histologically interlobular 
arteries are affected with intimal thickening. Features 
include malignant hypertension, oliguria, fluid 
retention, and microangiopathic haemolytic anaemia. 
Angiotensin-converting enzyme inhibitors will 
significantly reduce progression to renal failure and 
increase the chance of recovery if renal failure has 
already developed. 
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A 43 -year-old gentleman is brought into hospital during 
the night. He was found on the street smelling strongly 
of alcohol. Staff recall that he also has a history of 
intravenous drug use. He is disorientated, localises pain 
and will open his eyes in response to a painful stimulus. 
Reflexes are symmetrically brisk. Pupils are 2 mm in 
diameter. His pulse is 110/min, blood pressure 95/60 
mmHg, respiratory rate 12/min, oxygen saturation 97% 
on air 

Initial Investigations reveal: 



Electrocardiogram 


Sinus tachycardia, 
inverted p wave aVr 


Chest X-ray 


Hyperinflated lung 
fields, old healed rib 
fractures 


Urine dipstick 


Protein +, blood +++ 


Haemoglobin 


14g/dl 


White cell count 


11.5 x 10 9 /1 


Platelets 


420 x 1071 


Sodium 


135 mmol/1 


Potassium 


5.7 mmol/1 


Urea 


10.8 mmol/1 


Creatinine 


278 umol/1 


Calcium 


2.03 mmol/1 


Phosphate 


1.69 mmol/1 (0.8-1.4) 






What appropriate step should be taken next? 

Intravenous calcium gluconate 






♦ 



Vitamin D replacement therapy 
Catheter ise and intravenous saline 
Intravenous antibiotics 
Intravenous naloxone 
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Catheter ise and intravenous saline 

The diagnosis is rhabdomyolysis. The patient has high 
risk factors with alcohol and intravenous drug use. He 
has most likely been immobile on the street, or could 
have suffered injury while intoxicated. Inverted p 
waves in aVr are usually normal. Myoglobinuria gives 
a 'false-positive' on urine dipstick for blood. Tests 
reveal typically hyperkalemia, hypocalcaemia, raised 
creatinine: urea ratio, hyperphosphataemia. Further 
confirmatory investigations include urine myoglobin, 
serum creatine kinase and serum myoglobin. Fluid 
resuscitation is needed with urine output 
measurement. He does not have symptoms of opioid 
overdose which are sufficiently severe enough to 
require naloxone, and intravenous calcium can 
increase the destruction of muscle. The hyperkalemia 
needs monitoring but no active treatment is needed 
currently as fluid hydration will help. 



am* 



t> 
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A 30 -year-old woman was admitted yesterday with 
sudden onset breathlessness while eating dinner and 
associated cough with frothy pink sputum. She was 
treated in the emergency department and has been 
transferred to the ward. A similar episode prompted 
admission to hospital 2 months ago. She has a 
background of sinusitis and hay fever. Her chest on 
auscultation is clear and she feels a lot better. Her blood 
pressure is 160/90 mmHg. The remainder of the 
examination is unremarkable. 



Investigations on admission: 


Electrocardiogram 


Sinus rhythm at 120/min 


Chest X-ray 


Upper lobe diversion, 
Kerley B lines, 
cardiothoracic ratio of 0.4 


Sodium 


140 mmol/1 


Potassium 


3.8 mmol/1 


Urea 


7.5 mmol/1 


Creatinine 


110 umol/1 



What is the most likely underlying diagnosis? 

Wegener's granulomatosis 
Conn's syndrome 






♦ 



♦ 



Fibromuscular dysplasia 
Goodpasture's syndrome 
Aortic stenosis 
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Fibromuscular dysplasia 

The patient is presenting with flash pulmonary 
oedema. In pulmonary oedema patients can cough up 
frothy pink sputum. Conn's syndrome presents with 
hypokalemia and hypertension The association of 
flash pulmonary oedema and hypertension in a young 
patient (<50 years) with no obvious cardiovascular 
risk factors points towards fibromuscular dysplasia. 
In an older patient with vascular pathology, renal 
artery stenosis is most likely. 



AM* 



fc> 
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A general practitioner has referred a 20 -year-old patient 
to the renal clinic with haematuria. The patient recalls 
having coryzal symptoms 2 weeks ago and then 
developing frank haematuria for a few days. He says the 
symptoms have resolved. The patient recalls his 
maternal grandfather had 'kidney' problems at a young 
age. 

He has a past history of hearing difficulties and wears 
hearing aids, and is under the ophthalmologists for 
treatment of corneal ulcers. 

Tests show: 



Blood 
pressure 


145/80mmHg 


Urine 
dipstick 


++protein, ++blood 


Fundoscopy 


Bilateral yellow dots around 
the macula 



What is a renal biopsy under the light microscope 
most likely to show? 

Rapidly progressive glomerulonephritis 






♦ 



Mesangiocapillary glomerulonephritis 
Focal segmental glomerulosclerosis 
Membranous glomerulonephritis 
None of the above 
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None of the above 

Alport's syndrome consists of: (1) nephritis causing 
microscopic haematuria and progressive renal failure 
with episodic frank haematuria; (2) ocular pathology 
- corneal ulcerations, bilateral anterior lenticonus, 
bilateral dot-fleck marks around the fovea; (3) 
progressive high-frequency sensorineuronal deafness. 
A light microscope examination can be unremarkable 
and electron microscope examination is needed. 
Occasionally focal and segmental glomerulosclerosis, 
interstitial fibrosis, tubular atrophy, and infiltration 
of lymphocytes and plasma cells may be seen on light 
microscopy. 

The syndrome is inherited mainly as X -linked. 
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A 17-year-old patient attends a follow-up clinic 
appointment. She has a family history of autosomal 
dominant polycystic kidney disease. Her older brother 
was recently diagnosed with the condition and she was 
referred by her general practitioner for screening. She 
has remained asymptomatic and was seen in clinic 
previously by a colleague. 
Results of initial investigations are: 



Sodium 


143 mmol/1 


Potassium 


3.9mmol/l 


Urea 


7 mmol/1 


Creatinine 


70 umol/l 


Renal 
ultrasound 


No renal cysts 
detected 



What is the next best management step in this case? 

Repeat renal ultrasound after 1 year 






Repeat renal ultrasound after 3 years 
Cerebral magnetic resonance angiogram 
Computerised tomography of the abdomen 
Discharge from clinic 
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Repeat renal ultrasound after 3 years 

Autosomal polycystic kidney disease (ADPKD) genes 
are located on chromosomes 16 (majority) and 4 
(minority). The best screening tool is ultrasound. In 
patients below the age of 20 years you can get false- 
negative tests and it is recommended to screen 
patients after the age of 20 years. A computerised 
tomography scan, although more sensitive than 
ultrasound, involves a high radiation dose to this 
young girl. There is an association with intracranial 
aneurysms and ADPKD, however screening for these 
is not indicated in this patient. 






*\fel 
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A previously fit and well 23-year-old woman fell down 
a flight of stairs. A magnetic resonance scan of the spine 
has revealed cord compression and she is awaiting the 
neurosurgeons. She is catheterised and a urine sample is 
sent to the lab. The house officer is contacted with the 
urine microscopy result and phones you for advice. 

Urine microscopy reveals epithelial sqaumes are 
present, a few red cells are detected of normal 
morphology, hyaline and fine granular casts are present. 
There are no white cells and no bacteria on Gram stain. 

What is the most likely cause of this result? 

IT* 

Glomerulonephritis 
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Normal urine 

The above result is compatible with a normal urine 
specimen The squames and normal morphology red 
cells are probably the result of the catheterisation 
procedure. Fine granular casts and hyaline casts are 
precipitated protein and occur in normal urine. 
Dysmorphic red blood cells can suggest glomerular 
disease. White blood cells and white cell casts suggests 
conditions such as urinary tract infection and 
pyelonephritis. Red cell casts suggest 

glomerulonephritis. Urine microscopy can reveal 
bacteria, yeasts, and crystals. 



♦ 



Acute tubular necrosis 
Atypical urinary tract infection 
Renal haematoma 
Normal urine 
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A 26 -year-old male is referred to you by his general 
practitioner with persistent microscopic haematuria. He 
has recently been diagnosed with coeliac disease and 
commenced on a gluten -free diet. The dermatologists 
have also started oral dapsone. The patient otherwise 
has remained asymptomatic. 



Initial investigations show: 




Blood pressure 


115/65mmHg 


Haemoglobin 


13.5 g/dl 


White cell count 


8 x 1071 


Platelets 


320 x 1071 


Immunoglobulin G (IgG) 


7.3 g/1 (6.0-13.0) 


IgA 


2.8 g/1 (0.8-3.0) 


IgM 


0.6 g/1 (0.4-2.5) 


Sodium 


143 mmol/1 


Potassium 


3.9mmol/l 


Urea 


8.5 mmol/1 


Creatinine 


115 umol/l 


Bilirubin 


30 umol/l 


Aspartate aminotransferase 


10U/1 


Alkaline phosphatase 


60U/1 


Albumin 


43 g/1 


24-h urinary protein 
collection 


1.8g/24h(<0.2g) 


Urine microscopy 


Red cell casts present 


Renal biopsy light 
microscopy 


Mesangial 
proliferation 






What is the most likely diagnosis? 

Dapsone side effect 






Immunoglobulin A (IgA) nephropathy 

Cryoglobulinaemia 

Amyloidosis 

Renal cell carcinoma 
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Immunoglobulin A (IgA) nephropathy 

Immunoglobulin A (IgA) nephropathy (Berger's 
disease) is a mesangioproliferative glomerulonephritis. 
It usually presents with persistent microscopic 
haematuria or recurrent macroscopic haematuria 
usually associated with an upper respiratory tract 
infection IgA levels are raised in 50% of cases. There 
is an association with cirrhosis and coeliac disease. 
Dapsone causes haemolytic anaemia. 

Cryoglobulinaemia usually presents with more 
cutaneous and articular manifestations. It is 
associated with haematological malignancies and 
connective tissue diseases. Amyloid gives rise to 
proteinuria and the nephrotic syndrome. Renal cell 
carcinoma arises from tubular epithelium. 



m M 



B 
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A 5 6 -year-old lady is admitted to the ward. She 
developed a sore throat a week ago and the general 
practitioner commenced her on penicillin. She now feels 
more unwell and has developed generalised joint pains 
and shivering attacks with a rash. For bipolar disorder 
she has also been taking lithium for the past 2 years. 

Initial investigations reveal: 



Haemoglobin 


12.2 g/dl 


White cell count 


11.2 x 1071 


Platelets 


470 x 10 9 /1 


Sodium 


135 mmol/1 


Potassium 


4.3 mmol/1 


Urea 


15.2 mmol/1 


Creatinine 


160 umol/1 


Urine microscopy 


Eosinophils,red blood cells 



What is the most likely diagnosis? 

Lithium toxicity 

Systemic lupus erythematosus 






Immunoglobulin A (IgA) nephropathy 
Acute tubulointerstitial nephritis 
Post-streptococcal glomerulonephritis 
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Acute tubulointerstitial nephritis 

Acute tubulointerstitial nephritis presents with 
arthralgia, skin rashes, fever and renal failure. It is 
mainly caused by drug reactions, commonly non- 
steroidal anti-inflammatory agents, antibiotics 
(penicillin, sulphonamides, cephalosporins, 

rifampicin, quinolones), allopurinol and phenytoin 
Investigations can reveal eosinophilic urinary 
eosinophils and raised immunoglobulin E (IgE) levels. 
Lithium toxicity presents with neurological symptoms 
of tremor, weakness, and dysarthria. It can also cause 
nephrogenic diabetes insipidus. Systemic lupus 
erythematosus can cause a chronic tubulointerstitial 
nephritis. 
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A 52-year-old gentleman with diabetes presents with 
weight loss, fevers and dull persistent left loin pain. The 
general practitioner has been treating him for relapsing 
urinary tract infections with oral antibiotics. 



Investigations reveal: 


Haemoglobin 


14.3 g/dl 


White cell count 


18 10 9 /1 


Platelets 


510 1071 


Sodium 


145 mmol/1 


Potassium 


4.2 mmol/1 


Urea 


12 mmol/1 


Creatinine 


120 umol/1 



Erythrocyte sedimentation rate 67 mm/h (0-20) 

Computerised tomography scan shows a heterogeneous 
non-enhancing mass on the left kidney, which is 
hydronephrotic. The right kidney is normal. 

Renal biopsy shows lipid-laden macrophages with 
lymphocytes and polymorphonuclear leucocytes. 



What is the definitive treatment in this patient? 

Intravenous antibiotics 
Left nephrectomy 
Lithotripsy 






♦ 



• 



♦ 



Antitub ercu lou s treatment 
Radiotherapy 
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Left nephrectomy 

Xanthogranulomatous pyelonephritis can be difficult 
to distinguish from a renal cell carcinoma. It typically 
presents with the symptoms of fever, weight loss and 
loin pain It is more common in diabetics, the 
immunocompromised and patients with obstructive 
uropathy. The most common organism is Proteus 
mirabilis. Histology combined with clinical and 
radiological evidence confirms the diagnosis. The 
definitive treatment is nephrectomy as medical 
therapy is insufficient. 



am* 



t> 
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A 60-year-old patient was admitted with weight loss, 
night sweats and severe right-sided loin pain. He had 
also noticed blood in his urine. He has a background of 
chronic obstructive pulmonary disease smoking around 
40 cigarettes per day for 45 years, he has access to PRN 
oxygen at home and takes high dose seretide. A 
diagnosis of right renal cell carcinoma with lung and 
bone metastases was reached. The patient has been 
treated with high-dose opiates for analgesia and 
bisphophonates for hypercalcaemia. On the ward round 
he complains of continuing severe back pain. 

Recent calcium: 2.86 mmol/1 (2.2-2.6) 

What is the best treatment option for this patient's 
symptoms? 

♦ 



♦ 






Right nephrectomy 
Alpha interferon 
Interleukin-2 
Radiation therapy 
5-Flurouracil 
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Radiation therapy 

Metastatic renal carcinoma has a poor outcome and 
palliative therapy is the main aim A nephrectomy can 
be performed for palliative treatment of pain and 
there is evidence that the nephrectomy may shrink the 
metastatic deposits. This patient has chronic 
obstructive pulmonary disease and bone metastases. 
Radiotherapy would be the best choice to palliate this 
patient's symptoms because they are likely to be a 
very poor surgical candidate. 






*\S 
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A 69-year-old lady with diabetes is on peritoneal 
dialysis for renal failure. She attends clinic and has 
noticed a lesion on the lower half of her right shin. It is 
a single lesion that has enlarged over the past few 
weeks. It is an erythematous plaque with an area of 
central cutaneous necrosis. The lesion is firm to 
palpation and exquisitely painful. 
An incisional biopsy reveals calcification in the walls of 
the small arterioles and in the subcutaneous tissues with 
vascular microthrombi. 

What is the most likely diagnosis? 



No.: 68 
Calciphylaxis 

Calciphylaxis is a skin condition associated with 
chronic renal failure. It carries a high mortality rate 
and can be very painful. Histology shows calcium 
deposition in the media of the arterioles, and 
treatment involves normalising calcium and 
phosphate levels. Surgical therapy includes 
debridement and meticulous wound care, and 
amputation may become necessary. 



♦ 



♦ 



Arterial ulcer 

Calciphylaxis 

Necrobiosis lipoidica diabeticorum 

Squamous cell carcinoma 

Dystrophic calcification secondary to trauma 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 69 

A 25 -year-old patient previously fit and well is admitted 

with fluctuating confusion and frank haematuria. He has 

recently been complaining of generalised malaise and 

joint pains. Examination reveals jaundice, 

splenomegaly, and petechiae. 

His blood pressure is 155/84 mmHg, temperature 

37.9°C. 



Initial investigations reveal: 


Haemoglobin 


9.5 g/dl 


White cell count 


12 x 1071 


Platelets 


40 x 10 9 /1 


Creatinine 


142 umol/1 


Sodium 


139mmol/l 


Potassium 


4.5 mmol/1 


Urea 


9.2 mmol/1 


Lactate dehydrogenase 


495 U/l (10-250) 


Urinalysis 


Protein ++, blood +++ 


Blood film shows schistocytes 



What treatment should NOT be given to this 
patient? 

Fresh frozen plasma infusion 

Plasma exchange with fresh frozen plasma 



♦ 



Azathioprine 
Platelet transfusion 
Glucocorticoids 
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Platelet transfusion 

Thrombotic thrombocytopenic purpura (TTP) 
presents with neurological changes (from confusion to 
convulsions and coma), fever, haemolysis, 
thrombocytopenia, and renal failure. A patient can 
have splenomegaly, jaundice and hypertension It is 
associated with malignancy, HIV, and the postpartum 
period. Plasma exchange with fresh frozen plasma is 
the treatment. Although antiplatelet agents have 
previously been suggested as adjuvant therapy in 
TTP, recent reviews have found little evidence to 
support their use. Platelet transfusion is not 
recommended as it increases aggregations. 
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A 49-year-old diabetic patient is on the ward for 
investigation of abdominal pain. You are asked to see 
her blood results on the computer during the night shift. 
Review of her medical notes on the ward reveals she 
has a background of nephropathy, neuropathy and 
ischaemic heart disease. She is currently taking 
gliclazide, metformin, atorvastatin, lisinopril, aspirin, 
and bisoprolol. While on the ward she developed a 
urinary tract infection and was commenced on 
trimethoprim. She is being investigated for abdominal 
pain and recently had an abdominal ultrasound scan and 
contrast-enhanced computerised tomography 
performed, which has revealed a solitary left adrenal 
nodule. 



Blood results show: 






Today 




Yesterday 




Sodium 


138 mmol/l 


Sodium 


139 mmol/1 


Potassium 


4.3 mmol/1 


Potassium 


4.4 mmol/l 


Urea 


19.4 
mmol/1 


Urea 


12.1 
mmol/1 


Creatinine 


210 umol/1 


Creatinine 


129 umol/1 


Bic rbonate 


16 mmol/1 


Bicarbonate 


26 mmol/1 



Her trimethoprim dose is reduced on account of the 

creatinine rise. 

What is the most appropriate next management 

step? 

Intravenous fluids with furosemide to encourage 

diuresis 

f? 

Intravenous fluids and omit metformin, lisinopril, 

aspirin 






♦ 



Sodium bicarbonate 
Referral for dialysis 
Intravenous antibiotics 
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Intravenous fluids and omit metformin, lisinopril, aspirin 

The patient has worsening renal impairment and is 
developing an acidosis. Most likely this is due to 
contrast-induced nephropathy combined with her 
medications. She is at risk of metformin-induced lactic 
acidosis and her medications would have to be 
omitted. The effects of this would not be immediate 
and she would need hydration with intravenous fluids 
and close monitoring of her renal function. As this is 
potentially reversible she should not require dialysis 
at this time. 
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A 29-year-old woman with renal disease secondary to 
systemic lupus erythematosis is seen in the 
rheumatology clinic. She has had three urinary tract 
infections in the past year and was recently admitted to 
the emergency department with acute severe unilateral 
abdominal pain which settled spontaneously after 
several hours. 

On her last outpatient visit a number of 
investigations were requested, the results of which 
are now available: 



Na + 


141 mmol/1 


Serum potassium 


3.3 mmol/1 


Urea 


9.0 mmol/1 


Creatinine 


188 umol/1 


Serum bicarbonate 


8 mmol/1 


Urine 


pH7.4 



What is the most likely underlying cause of these 
results and possibly for some of her recent 
presentations? 

Type 1 (distal) renal tubular acidosis 

Type 2 (proximal) renal tubular acidosis 






Type 4 renal tubular acidosis 



Staghorn calculus leading to recurrent urinary 
sepsis 



♦ 



Bartter's syndrome 
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Type 1 (distal) renal tubular acidosis 

This lady has a compensated metabolic acidosis with 
relatively high urinary pH and low potassium These 
are features of type 1 (distal) renal tubular acidosis 
(RTA) and are probably secondary to her lupus- 
associated renal impairment. The suggestion of 
urinary calculi and recurrent urinary infections 
support this as they are recognised complications of 
the inability to acidify the urine. A staghorn calculus 
with recurrent sepsis would not in itself explain her 
biochemical picture although nephrocalcinosis can 
also be associated with RTA. Nephrocalcinosis and 
recurrent urinary sepsis are also associated with type 
1 (distal) RTA, and in the context of her 
rheumatological disease it is more likely that this is 
the underlying cause. Barrter's syndrome is an 
inherited or sometimes sporadic disorder leading to 
hypokalemia, however this would not cause the 
urinary abnormalities seen here and if inherited 
would have presented earlier. It would also be highly 
unusual to find this condition coexisting with lupus 
renal disease. 
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A 64-year-old man presents with a 2-month history of 
dysuria, urinary urgency and pelvic discomfort. He was 
investigated last year for proteinuria and haematuria 
picked up on urinalysis at the general practitioner's 
surgery although no specific cause was found Repeated 
urine cultures sent at this time showed no growth. He 
also reports weight loss over the last year of two stone. 

Blood tests are as follows: 



Haemoglobin (Hb) 


11.9g/dl 


White cell count (WCC) 


9.2 1071 


Platelets 


479 1071 


Mean corpuscular volume (MCV) 


92 fl 


Mean corpuscular haemoglobin content 
(MCHC) 


32 g/dl 


Na + 


139 
mmol/1 


r 


3.8 
mmol/1 


Urea 


6.9 
mmol/1 


Creatinine 


101 
umol/1 


Erythrocyte sedimentation rate (ESR) 


73 mm/h 


C-reactive protein 


56mg/l 



Urinalysis: 






Protein 


1+ 


Blood 


1+ 


Leucoctyes 


3+ 


Glucose 


Negative 



Two recent urine cultures have shown mixed growth on 
one and no growth on a second. 

What is the most likely diagnosis? 






Chronic / recurrent E. coli infection 

Chronic prostatitis 

Squamous cell carcinoma of the bladder 

Renal cell carcinoma 

Renal tract tuberculosis 



No.: 72 

Renal tract tuberculosis 

This man has very long-standing urinalysis 
abnormalities with weight loss and symptoms of 
bladder irritation In addition he has evidence of an 
inflammatory response with a mild anaemia. These 
raise the suspicion of either malignant disease or 
severe chronic infective disease such as tuberculosis. 
Occult bacterial infection is unlikely to be the cause in 
view of the repeated negative urinary cultures. The 
symptoms of bladder irritation are unlikely to occur 
with renal cell carcinoma, and although squamous cell 
carcinoma of the bladder is a possibility this would be 
more likely to be a transitional cell lesion The renal 
tract is a common site for tuberculous infection after 
the lungs, and is commonly involved in association 
with primary TB infection (albeit often without being 
detected clinically). It can be difficult to diagnose and 
requires repeated early morning urine cultures and 
occasionally more invasive steps such as urinary tract 
biopsy on cystoscopy. 
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A 22-year-old student, presents with dark urine like 
'black tea', followed by swelling of the eyelids 
associated with malaise, anorexia and weakness. She 
has no relevant medical history although she reports 
having had an infection at the site of a skin piercing 
approximately 4 weeks previously, for which she was 
prescribed some antibiotics. She took 2 days of these 
but stopped because the infection cleared and she 
developed some abdominal pain while taking them. 



Her urinalysis is as foil 


lows: 


Protein 


3+ 


Blood 


3+ 


Nitrites 


Negative 


Leucocytes 


Negative 



The likely diagnosis is: 

iV 

Mesangioproliferative glomerulonephritis 
(immunoglobulin A (IgA) nephropathy) 






Alkaptonuria 

Acute intermittent porphyria 

Acute variegate porphyria 

Post- streptococcal glomerulonephritis 
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Post- streptococcal glomerulonephritis 

This young woman has presented with a nephritic 
syndrome with frank (probably haemolysed) blood in 
her urine. The length of time after her skin infection 
makes the likely diagnosis a post -streptococcal 
glomerulonephritis. Immunoglobulin A (IgA) 
nephropathy usually occurs with upper respiratory 
tract infections and usually either at the same time or 
within 2-3 days of them Acute intermittent porphyria 
can cause urinary discolouration when the urine is left 
to stand in sunlight, but this lady has dark urine when 
it is passed. The clinical features in any case are not 
those of this form of porphyria which typically 
presents with neuropathy, severe episodes of 
abdominal pain and neuropsychiatric disturbance. 
Alkaptonuria is an inborn error of the metabolism of 
tyrosine, resulting again in urine which turns black on 
standing due to excretion of homogentisic acid which 
is oxidised on contact with air. 
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A 28-year-old lawyer, originally from Singapore and 
who has recently returned from the Far East presents 
complaining of passing bright red urine, facial puffiness 
and malaise. He also has a severe sore throat, which 
began two or three days before he noticed the red urine. 



His urinalysis is as follows: 


Protein 


2+ 


Blood 


3+ 


Nitrites 


Negative 


Leucocytes 


Negative 



The likely diagnosis is: 

Schistosomiasis 

Mesangi opr oli f erative gl omeru lonephriti s 
(immunoglobulin A (IgA) nephropathy) 

Post- streptococcal glomerulonephritis 

Focal segmental glomerulonephritis 



♦ 



Membranous glomerulonephritis 



No.: 74 

Mesangiopr oli f erative glomerulonephritis 
(immunoglobulin A (IgA) nephropathy) 

Mesangioproliferative glomerulonephritis (IgA 
nephropathy) is primarily a disease of young adults 
who develop 'synpharyngitic' episodes of 
glomerulonephritis, i.e. episodes which either coincide 
or occur within 2-3 days of an upper respiratory tract 
infection It is the commonest glomerulonephritis 
(GN) in adults in the west. It is particularly common 
in the Far East which is thought to be associated with 
a high incidence of the human leucocyte antigen 
(HLA) DQW7 haplotype in the local population Post- 
streptococcal GN usually occurs several weeks after a 
streptococcal infection either of the upper respiratory 
tract or the skin. 
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A 50 -year-old lady with a diagnosis of systemic 
sclerosis is seen in rheumatology outpatients. She has 
recently had severe Raynaud's phenomenon with some 
infarction of the pulps of two of her fingertips. This is 
being treated with prostacyclin infusions with some 
success. However, she is now reporting excessive 
weakness, fatigue and malaise. Besides pallor the only 
features on examination are long-standing and relate to 
her rheumatological diagnosis. Her blood pressure is 
170/90 mmHg. 

Blood results are as follows: 



Haemoglobin (Hb) 


8.7 g/dl 


Mean corpuscular 
volume (MCV) 


90 fl 


White cell count 
(WCC) 


8.4xlO y /l-normal 
differential 


Platelets 


99x1071 


Blood film 


Schistocytes, increased 
reticulocytes and helmet 
cells 



Results from today: 



Na + 



K + 



Urea 



Creatinine 



Bicarbonate 



139mmol/l 



5.2mmol/l 



1 5 mmol/1 



280 mmol/1 



15 mmol/1 



•A 



Results from six weeks ago 



Na + 



K + 



Urea 



Creatinine 



Bicarbonate 



137 



5.1 



9 mmol/1 



110 mmol/1 



20 mmol/1 



International normalised ratio 



Activated partial 
thromboplastin time (APTT) 



1 .2 (normal 
range 0.9- 1.3) 



45 s (normal 
range 35-45) 



The most beneficial treatment is likely to be: 

Stopping the prostacyclin infusions 



• 



♦ 
♦ 



♦ 



Cyclophosphamide 
High-dose corticosteroids 
Angiotensin-converting enzyme (ACE) inhibitor 
Plasma exchange 
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Angiotensin-converting enzyme (ACE) inhibitor 

This lady has evidence of a scleroderma renal crisis 
with acute renal failure, significant hypertension and 
microangiopathic haemolytic anaemia evidenced by 
schistoctyes and helmet cells (red blood cell fragments 
caused by intravascular shredding of the cells by 
abnormal fibrin strands). The treatment most likely to 
benefit her at this stage is commencement of ACE 
inhibitors which will improve hypertension and slow 
further renal impairment. The prognosis of this 
complication used to be abysmal and it was the main 
cause of death in systemic sclerosis. Since the 
introduction of ACE inhibitors it is better. 
Unfortunately, however, many patients do ultimately 
progress to end-stage renal failure and the prognosis 
remains poor due to multiple organ involvement. 
Prostacyclin may actually improve the situation by 
preserving renal blood flow, and can be beneficial in 
treating thrombotic thrombocytopaenic purpura 
(TTP). Immunosupressive regimes can be helpful in 
autoimmune forms of TTP but are not helpful in 
systemic sclerosis. Plasma exchange is sometimes used 
along with fresh frozen plasma in treating TTP in 
order to remove causative antibodies. 
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A 40-year-old man with lifelong episodes of fever, 
acute severe abdominal and chest pain presents to 
outpatients. He has lived most of his life in Turkey and 
several members of his family have suffered with 
similar symptoms, often being admitted as emergencies 
to local hospitals. He has been taking high doses of pain 
killers and anti -inflammatory medications for many 
years to help with his symptoms. 
He was last seen over a year ago and a comparison 
of his blood results from that attendance and this 
shows: 

Results now: 



Na + 


138mmol/l 


r 


4.6 mmol/1 


Urea 


12.4 mmol/1 


Creatinine 


180 umol/1 


Results 14 months ago: 


Na + 


142 mmol/1 


r 


3.8 mmol/1 


Urea 


8.3 mmol/1 


Creatinine 


109 umol/1 



The single most useful test to confirm the 
pathological basis of his renal dysfunction would be? 

MEFV gene analysis for familial Mediterranean 
fever (FMF) 



♦ 



Intravenous urogram (IVU) 

Rectal biopsy 

Renal biopsy 

Serum amyloid P component (SAP scan) 
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Renal biopsy 

This man is likely to have familial Mediterranean 
FEVER (FMF), an inherited condition resulting in 
repeated episodes of polyserositis mimicking acute 
abdominal surgical presentations such as acute 
appendicitis, and often leading to unnecessary 
surgical exploration until the diagnosis is made. It is 
relatively common in the Middle East, in Turkey, 
Syria, Lebanon, Israel and Egypt particularly. It 
relates to abnormal triggering of the inflammatory 
response and can lead to AA type amyloid deposition 
and therefore renal failure. However, patients with 
this condition frequently take high doses of analgesics 
and anti-inflammatory drugs which put them at risk 
from analgesic nephropathy. Although gene testing 
might confirm the suspected diagnosis it would not 
conclusively indicate the cause of the renal 
impairment. Intravenous urogram (IVU) might show 
characteristic 'cup and spill' calices suggesting 
possible analgesic nephropathy, but this again would 
not be confirmatory. Rectal biopsy followed by 
examination with polarised light leading to 'apple- 
green' birefringence might confirm amyloidosis but 
this may not indicate the cause for the renal 
impairment if not identified. Serum amyloid P 
component (SAP) scan may likewise confirm the 
presence of amyloid, but a renal biopsy would be 
diagnostic for analgesic or for amyloid associated 
nephropathy. 
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An overweight 43 -year-old man with stable bipolar 
affective disorder treated with lithium carbonate is seen 
for the second time in the general medical outpatients 
clinic. He was originally referred from the psychiatric 
team with polyuria associated with excessive thirst and 
drinking. The psychiatric nurse who has been seeing 
him in the community wondered whether he might be 
suffering from diabetes mellitus. A capillary blood 
glucose measurement was normal however. 

His results from the last visit are as follows: 



Fasting blood glucose 


6.9mmol/l 


K + 


3.9mmol/l 


Serum osmolality 


309 mosmol/kg 



The most useful management step is: 

Commencement of metformin 500 mg bd 



Withdrawal of lithium carbonate 



Admission for a water deprivation test with ADH 
administration 

Advice to the patient to reduce fluid intake, with 
explanation 



Admission for further investigation of pituitary 
function 
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Admission for a water deprivation test with ADH 
administration 

This man is likely to have nephrogenic diabetes 
insipidus as a result of lithium therapy. He has a 
borderline-high serum osmolality. However, an 
alternative cause has not been excluded by the 
investigations carried out so far, and a water 
deprivation test will clarify the cause and enable 
confident and accurate management. It may be 
appropriate to consider stopping the lithium therapy. 
However, in view of his serious psychiatric diagnosis 
which has a significant mortality associated with poor 
control of symptoms, it would be unwise to stop this 
medication without psychiatric review unless there 
are life-threatening and urgent indications 
necessitating treatment withdrawal. His fasting blood 
sugar suggests that he has impaired fasting glucose 
(IFG). This is unlikely to cause his symptoms and 
would be best treated at this stage with dietary advice, 
encouragement to lose weight and increase exercise 
rather than oral hypoglycaemic medication In view of 
the serum osmolality, the possibility of psychogenic 
polydipsia, which must also be considered in this 
situation, is rejected. In this condition the osmolality 
would be normal or low and not high. It is too early to 
say whether investigation of pituitary function would 
be appropriate (for example if cranial diabetes 
insipidus was suspected). Again, the water deprivation 
test should clarify this. 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 78 

As the renal registrar, you attend a joint meeting with 
the renal and pathology departments to discuss the 
pathology of some of the renal patients. The 
histopathologist displays a slide and asks you to 
describe it. Your description is as follows: 'Section of a 
kidney showing glomeruli, most of which appear to be 
filled with a pink homogenous substance. There appears 
to be an inflammatory infiltrate in the interstitial tissues 
consisting mainly of lymphocytes.' 
Being rather impressed with your description, the 
histopathologist asks you for your diagnosis. What 
would be your answer? 



♦ 
♦ 



♦ 



Diffuse diabetic glomerulosclerosis 
Toxic acute tubular necrosis (TATN) 
Acute pyelonephritis 



Acute diffuse proliferative glomerulonephritis 
(ADPG) 



C? 



Chronic glomerulonephritis 
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Chronic glomerulonephritis 

Chronic glomerulonephritis is an end-stage condition 
of nearly all forms of acute glomerulonephritis, and 
affects the majority of the glomeruli. This diagnosis 
can be made without knowing the cause. The 
glomeruli will show different degrees of hyalinisation, 
and eventually hyalinosclerosis will occur whereby all 
the glomeruli and Bowman's space are replaced by 
hyaline. Hyaline is a homogenous, amorphous pink 
material and glomeruli that are totally hyalinised are 
atrophic and non-functional. An abundant 
inflammatory infiltrate, consisting mainly of 
lymphocytes, is present in the interstitial tissues. The 
remaining functional nephrons have dilated tubules. 
In ADPG, there is proliferation of endothelial and 
mesangial cells but the tubules are not affected. In 
acute pyleonephritis, a purulent exudate is present in 
the interstitium The glomeruli are normal in the early 
stages. In diabetic glomerulosclerosis, a protein is 
deposited in the basement membrane of the capillary 
loops of the glomeruli, resulting in basement 
membrane thickening. TATN is caused by toxic 
damage to the proximal tubular epithelium causing 
necrosis. The basement membrane is intact. 
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A 37-year-old man has been referred by his GP for 
investigation of his refractory hypertension that has 
been unresponsive to medical treatment. Several 
investigations have been performed, including renal 
angiography. The film from this investigation is 
available to you in clinic and shows a total occlusion of 
the right renal artery. 

Which of the following statements is TRUE 
regarding this condition? 

Neurofibromatosis is a common cause of renal 

artery stenosis (RAS) 

'• 

Congenital RAS may be associated with 

coarctation of the aorta 

Medial fibroplasia, as a cause of RAS, usually 

affects elderly adults 
*^» 

The use of ACE inhibitors improves renal function, 

especially in patients with bilateral RAS 

Transplant RAS is seen in up to 70% of patients 
after renal transplantation 
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Congenital RAS may be associated with coarctation of 
the aorta 

Renal artery stenosis is a major cause of hypertension, 
particularly in younger adults, and is also being 
increasingly recognised as an important cause of 
chronic renal insufficiency and end-stage renal 
disease. Congenital stenosis is extremely rare and may 
be associated with coarctation of the aorta. Other 
congential cases may be related to arteritis or 
neurofibromatosis. Transplant RAS is seen in about 
10% of patients after renal transplantation and may 
occur as a complication of the surgery or from 
transplant rejection Treatment of acquired RAS is 
with antihypertensives to optimize blood pressure 
control, but ACE inhibitors should be avoided. Other 
risk factors, eg smoking, diabetes, obesity, should also 
be controlled. Any patient with bilateral RAS or 
stenosis in a solitary functioning kidney is a candidate 
for revascularisation procedures. 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 80 

A 63 -year-old man with known chronic renal failure 
(CRF) was admitted to another hospital 6 months ago 
with hypertension and congestive cardiac failure (CCF) 
where he was treated with furosemide (frusemide) 120 
mg and enalapril 5 mg. His haemoglobin (Hb) 
concentration at that time was 1 1.0 g/dl and his 
creatinine level was 300 fymol/1. He has now presented 
to his regular hospital with lethargy and investigations 
show a Hb concentration of 8.0 g/dl, normal white cell 
count, potassium 5.3 mmol/1, creatinine 380 ^mol/1 and 
a urine dipstix showing +++protein but no blood. 
During the intervening period his GP has uptitrated his 
enalapril to 20 mg per day. His blood pressure is 1 1 5/70 
mmHg, his JVP is visible. 

If he has no fluid overload, what would be the most 
appropriate management of this patient? 



♦ 



♦ 






Reduce furosemide (frusemide) 

Reduce enalapril 

Stop furosemide (frusemide) 

Stop enalapril 

Stop all drugs 
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Reduce enalapril 

In chronic renal failure, ACE inhibitors can reduce 
the rate of loss of renal function even if the blood 
pressure is normal. This is especially true if there is 
proteinuria. However, ACE inhibitors should be used 
with caution in renal failure, preferably under 
specialist supervision, and their response monitored. 
Hyperkalemia and other side effects from their use 
are more common in renal impairment. At this stage 
there is still some room for manoeuvre and his 
enalpril can be down-titrated to establish the effect on 
his creatinine and his potassium. Temporary 
withdrawal of the loop diuretic may cause rebound 
pulmonary oedema, whereas reduction of the loop 
diuretic dose would contribute to the hyperkalemia. 
The worsening anaemia is due to decreased 
erythropoietin production in kidney as the kidney 
function deteriorated. 
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A 24-year-old white man is referred to the renal clinic 
for further investigation of an abnormal urinalysis 
result, detected at a routine private health insurance 
medical some three months earlier. At this medical he 
was noted to have a BP of 159/89 mmHg. Urinalysis 
revealed 2+ blood and 1+ protein. The patient feels well 
and denies any significant past medical history. He is on 
no regular medication and denies any illicit drug use. As 
he was adopted, he is unable to say whether there is a 
family history of renal disease. On examination, he has 
a blood pressure of 154/96 mmHg. The rest of the 
clinical examination is unremarkable. 
Laboratory and radiology results are as follows: 



urine microscopy 


red blood cells visualised 


Na + 


140 mmol/1 


K + 


3.7 mmol/1 


urea 


5.3 mmol/1 


creatinine 


95 umol/1 


complement C3 


108 mg/dl (65-190) 


complement C4 


37 mg/dl (15-50) 


Renal ultrasound scan: 


right kidney 


10cm, with two simple cysts 


left kidney 


10 cm normal morphology 



What is the next most appropriate course of action? 

Carry out genetic testing for adult polycystic 
kidney disease 

Renal biopsy 






Check immunoglobulin levels 
Prescribe an antihypertensive drug 



Check anti glomerular basement membrane (anti- 
GBM) antibodies 
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Prescribe an antihypertensive drug 

The two simple cysts in the normal-sized right kidney 
are incidental and are of no clinical significance. The 
patient is too well to have Goodpasture's syndrome, so 
it would not be helpful to check anti-GBM antibodies. 
The differential diagnosis includes IgA nephropathy 
and thin basement membrane disease. If the patient 
has IgA disease, his serum IgA levels may well be 
abnormal, but checking the levels would not constitute 
a diagnostic test. The gold standard way to distinguish 
between the diagnoses is to carry out a renal biopsy, 
but at this stage it would not impact on management 
(although it is something that should be considered at 
a later date). The patient's hypertension does need 
treatment, however, so he should be commenced on an 
antihypertensive drug. He should be monitored 
periodically in the renal clinic, for any progression of 
proteinuria or worsening renal function 
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A 78 -year old white man presents to the emergency 
department with a one day history of haemoptysis and a 
two week history of general malaise, shortness of 
breath, cough and intermittent fevers. He was prescribed 
clarithromycin for a presumed chest infection ten days 
ago, but he has failed to respond to treatment. On 
examination, he has a temperature of 37.8°C; he is 
tachypnoeic and has evidence of bilateral lung 
consolidation. Chest X-ray shows bilateral infiltrates. 
Urinalysis in the emergency department reveals 3+ 
blood and 2+ protein. Microscopy of the urine reveals 
red cell casts. 
Laboratory results are as follows: 



Na 


143 mmol/1 


K 


5.5 mmol/1 


serum bicarbonate 


19 mmol/1 


urea 


18 mmol/1 


creatinine 


220 umol/1 


C-reactive protein (CRP) 


120 mg/1 


erythrocyte sedimentation rate 
(ESR) 


90 mm/first 
hour 


haemoglobin (Hb) 


10.5 g/dl 


white blood cell (WBC) 


16 x 1071 


complement C3 


73 mg/dl (65- 
190) 


antibodies to nuclear antigens 
(ANA) 


positive 


antineutrophil cytoplasmic 
antigens (ANCA) 


positive 


antiproteinase 3 


positive 


antiglomerular basement 
membrane antibodies 


negative 






What is the most appropriate treatment for this 
patient? 



♦ 



♦ 






High- dose prednisolone and cyclophosphamide 

Supportive care and iv antibiotics 

Plasmapheresis 

Immunoglobulin iv 

High- dose prednisolone alone 
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High-dose prednisolone and cyclophosphamide 

The patient has evidence of a rapidly progressive 
glomerulonephritis. The differential diagnosis 
includes pauci-immune small vessel vasculitides 
(Wegener's granulomatosis, polyarteritis nodosa 
(PAN) and microscopic poly angiitis), Goodpasture's 
syndrome, systemic lupus erythematosus (SLE) and 
IgA nephropathy. The presence of a pulmonary-renal 
syndrome coupled with the pattern of autoantibodies 
points to a diagnosis of Wegener's granulomatosis. 
The most appropriate treatment for this is high dose 
steroids with cyclophosphamide, as this can induce 
remission in 80-90% of patients. 
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A 45 -year-old woman presents with refractory 
hypertension first picked up on a routine health check. 
She is a long-term smoker. She has mild asthma and 
eczema but no other significant medical history. She has 
recently complained to her general practitioner of pains 
in her calves which have occurred while she is walking 
her dog. Her blood pressure remains 150/95 mmHg in 
spite of multiple medical therapy trials. 
Her blood results are as follows: 



Na + 


144mmol/l 


r 


3.2mmol/l 


Urea 


4.8 mmol/1 


Creatinine 


76 mmol/1 



She has had a test of her renin and aldosterone activity 
both of which were high. 

The most likely diagnosis is: 



♦ 



♦ 



Severe Cushing's syndrome 

Primary hyper aldosteronism (Conn's syndrome) 



Renovascular hypertension secondary to 

fibromuscular dysplasia 

'♦ 

Renovascular hypertension secondary to renal 

arterial sclerosis 
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Renovascular hypertension secondary to renal arterial 
sclerosis 

Renovascular hypertension secondary to renal arterial 
sclerosis 

This woman has evidence of secondary 
hyperaldosteronism with high normal sodium and low 
potassium levels in the presence of high renin and 
aldosterone activity. Her age makes fibromuscular 
dysplasia less likely as it usually presents between the 
ages of 30 and 40 years. In addition, arteriosclerosis is 
a more common cause of renal artery stenosis than 
fibromuscular dysplasia. She has a risk factor for 
arteriosclerosis and has symptoms that could reflect 
peripheral vascular disease which is recognised to 
occur with atherosclerotic renal artery sclerosis. Limb 
arteries can be affected by fibromuscular dysplasia, 
but this occurs only in about 5% of cases. Cushing's 
disease would be less likely, and in Conn's syndrome 
the renin activity would be suppressed. 
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A 28-year-old female presented to the emergency 
department with a 2-month history of headache and 
visual disturbance. Urgent magnetic resonance imaging 
of the head revealed a pituitary adenoma. Baseline 
pituitary function tests were normal except serum 
prolactin level of 15000 mU/1 (<450 mU/1) 
Transphenoidal surgery (TSS) 2 days after admission 
was successful. However in the first 6 h post- surgery 
her urine output was 2.5 1. Otherwise she was well with 
no particular symptoms or complications. 

Urgent biochemical test were performed. 
Results are shown below: 



Plasma 
osmolality 


295 mOsmol/kg(275- 
290mOsmol/kg) 


Urine 
osmolality 


300 mOsmol/kg 


Sodium 


145 mmol/1 


Potassium 


5.0mmol/l 


Urea 


3.5 mmol/1 


Creatinine 


105 umol/1 


Glucose 


5 8 mmol/1 


9 am Cortisol 


400 nmol/1 (280-700nmol/l) 






What is the most appropriate initial therapy? 

Fluid restriction up to 1000 ml per day 
Intravenous hydrocortisone 200 mg 






a 



Match fluid output with appropriate replacement 
Immediate intranasal DDAVP 
Encourage the patient to drink free fluid 
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Match fluid output with appropriate replacement 

Diabetes insipidus (DI) post -pituitary surgery is very 
common All patients should be monitored for signs of 
DI such as urine output >800 ml/hr over four 
consecutive hours. The symptom of thirst is unusual. 
Urgent paired osmolality and electrolytes should be 
requested if there is any suspicion of DI. 
Plasma osmolality >285 mOsmol/kg with paired urine 
osmolality <500 mOsmol/kg suggests DI. This may 
settle a few days after surgery though, so in the initial 
period ensuring adequate fluid replacement is 
reasonable. Only some patients will require long term 
DDAVP replacement. 
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A 45 -year-old male known alcohol abuser was under 
investigation for hyponatraemia. He drinks several 
lagers daily, he is otherwise well and not on any 
medication. He smokes 1 5 cigarettes per day. 



Investigations reveal: 




Chest X-ray 


Normal 


Computed tomography of the 
head 


Normal 


Thyroid function 


Normal 


Sodium 


125 mmol/1 


Potassium 


4.5 mmol/1 


Urea 


3.5 mmol/1 


Creatinine 


110 umol/1 


Glucose 


4.5 mmol/1 


Plasma osmolality 


285 
mOsmol/kg 


Calculated osmolality 


269 
mOsmol/kg 



What is the cause of the hyponatraemia? 

Syndrome of inappropriate antidiuretic hormone 
secretion (SIADH) 

Addison's disease 

Salt-losing nephropathy 

(♦" 

Beer potomama 
^» 

Hypothyroidism 
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Beer potomania 

Beer potomania is a recognised cause of 

hyponatraemia in alcohol misusers. The electrolyte 

imbalance normally corrects itself with cessation of 

alcohol. 

The osmolar gap is due to the presence of osmotically 

active ethanol in the blood. 
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A 27-year old African gentleman is admitted with 
symptoms of generalised muscle weakness. He has a 
family history of sickle cell anaemia and has needed 
admission to hospital in the past with renal colic. On 
admission, his blood pressure is 120/70 mmHg. 

Venous blood results 



Na + 



K + 



HCO, 



cr 



142mmol/l 



1.8mmol/l 



13 mmol/1 



117mmol/l 



Arterial blood gas 



pH_ 



P(CQ 2 ) 



7.26 



3.0 kPa 



The most likely diagnosis and cause for the above 
blood results is: 






distal renal tubular acidosis 
proximal renal tubular acidosis 
type 4 renal tubular acidosis 
Bartter's syndrome 
diabetic ketoacidosis 



•A 
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distal renal tubular acidosis 

The information given is ideal to work out the anion 
gap: 

(Na + + K) - (O + HC0 3 ) = (142 + 1.8) - (117 + 13) = 
13.8 

Hence we are looking at a normal anion gap acidosis 
with hypokalemia. From this you can rule out: 

E diabetic ketoacidosis - causes an elevated anion gap 
D Bartter's syndrome - hyperplasia of the 
juxtaglomerular apparatus, biochemically: 
hypokalemic, alkalosis, hypercalciuria, normal blood 
pressure. 

C type 4 renal tubular acidosis also known as 
hyporeninaemic hypo aldosteronism. Hence working 
back from hypoaldosteronism, this condition would 
cause acidosis and hyperkalemia. 

So we are left with: 

B proximal (type 2) renal tubular acidosis - failure of 
bicarbonate reabsorption in the proximal tubule of 
the nephron, usually occurring in infancy. 
A distal (type 1) renal tubular acidosis - failure of 
hydrogen excretion by the distal tubule of the 
nephron, with associated hypokalemia. Of the 
options this is most likely as there is an association 
with sickle cell anaemia, and these patients can get 
renal stones. 
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A 42-year-old woman with known systemic lupus 
erythematosus presents with a 3 -month history of 
fatigue, bilateral leg swelling and increasing abdominal 
distension. On examination she had periorbital oedema, 
ascites and pitting oedema to the groin. Her chest was 
clear, the heart sounds were normal and her jugular 
venous pressure was not raised. 



Investigation results are below: 




Haemoglobin (Hb) 


9.0g/dl 


White cell count (WCC) 


3.6 x 1071 


Platelets 


120 x 1071 


Mean corpuscular volume (MCV) 


82 fl 


Albumin 


28g/l 


Na + 


147 mmol/1 


K + 


3. 1 mmol/1 


Bilirubin 


10 umol/1 


Urea 


8.2 mmol/1 


Alkaline phosphatase 


80iu/l 


Creatinine 


162 mmol/1 


Aspartate transaminase 


22iu/l 


Cholesterol 


8.2 mmol/1 


Urinalysis 


Protein +++ 


24 h urinary protein excretion 


4.5 g 



She was commenced on treatment with high-dose 
diuretics and immunosuppressant therapy. Several 
weeks later she was readmitted with abdominal pain. 
On examination she had a mild pyrexia and was tender 
in both loins. 
Repeat investigation results are below: 



Hb 


8.9g/dl 


WCC 


3.2 x 1071 


Platelets 


124 x 1071 


Creatinine 


320 umol/1 


Na + 


148 mmol/1 


K + 


5.2 mmol/1 


Urea 


14.6 mmol/1 


Urinalysis 


Protein +++ blood +++ 



What is the most likely cause for the acute 
deterioration in renal function? 






Acute pyelonephritis 
Renal artery stenosis 
Renal infarction 
Renal vein thrombosis 
Renal calculus 
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Renal vein thrombosis 

The initial diagnosis was nephrotic syndrome 
secondary to systemic lupus erythematosus, which was 
then complicated by renal vein thrombosis. This 
occurs in 10-20% of patients with nephrotic 
syndrome and is more common in those with 
membranous glomerulonephritis. Patients with 
nephrotic syndrome are in a hypercoagulable state 
due to a combination of intravascular volume 
depletion (exacerbated by diuretics) and the loss of 
clotting factors in the urine (particularly 
antithrombin III), and are therefore at high risk of 
thromboses. Renal vein thrombosis may be silent, 
causing gradually worsening renal impairment, or can 
present acutely as in this case. Diagnosis is with 
Doppler ultrasound of the renal veins, computed 
tomography (CT)/magnetic resonance imaging (MRI) 
or venography. Management includes mobilisation, 
avoidance of volume depletion and long-term 
anticoagulation The imaging results are not described 
here but the bilateral signs and symptoms do suggest 
involvement of both kidneys. Bilateral renal vein 
thrombosis, although less common than the unilateral 
form, can occur as an acute phenomenon and is an 
indication for more aggressive management, including 
if necessary thrombolysis. Pyelonephritis would tend 
to present with more severe pain, dysuria and 
haematuria; the clinical picture of nephritic syndrome 
would not be typical and is much better explained 
here by a diagnosis of renal vein thrombosis. 
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A 24-year-old woman was admitted to hospital with a 
3-day history of feeling generally unwell, with fatigue, 
arthralgia and pruritis. She had recently finished a 5 -day 
course of antibiotics for a urinary tract infection but 
there was no other significant past medical history. She 
had no significant findings on clinical examination 
except for a widespread erythematous rash. 



Investigation results are below: 


Haemoglobin (Hb) 


12.6 g/dl 


White cell count 
(WCC) 


13.0 x 1071 
(eosinophilia) 


Platelets 


390 x 1071 


Creatinine 


720 umol/1 


Na + 


135 mmol/1 


K + 


5.2mmol/l 


Urea 


22.0 mmol/1 


Urinalysis 


Protein ++ blood + 



What is the most important investigation to establish 
the diagnosis? 

Autoimmune profile 
f~* / < f v9b 

Renal tract ultrasound scan 

Renal biopsy 

Urine microscopy and culture 

Antistreptolysin-O titre 
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Renal biopsy 

The diagnosis is acute tubulo-interstitial nephritis. 
Renal biopsy will show interstitial oedema with a 
heavy infiltrate of inflammatory cells and variable 
tubular necrosis. Eosinophilia and eosinophiluria are 
often seen The most common cause is a 
hypersensitivity drug reaction to certain antibiotics 
(penicillins, cephalosporins), non-steroidal anti- 
inflammatory drugs (NSAIDS) and allopurinoL The 
condition generally has a good prognosis with the 
majority of patients recovering fully on withdrawal of 
the offending drug. The acute renal failure can often 
be managed conservatively unless the patient is 
uraemic. There is some evidence that a short course of 
corticosteroids may accelerate recovery and prevent 
long-term renal damage. Interstitial nephritis may 
also occur in a chronic form. 



am* 



b 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 89 

A 27-year-old normotensive type 1 diabetic who was 
diagnosed at age 18 years is seen in the diabetic clinic. 
He has pre-prol iterative retinopathy but no other known 
diabetic complications. He has good glycaemic control. 
A spot urine test in the clinic reveals microalbuminuria. 
This has not been noted before. 

His blood results are below: 



Haemoglobin (Hb) 


is m 


White cell count 


5.0 x I0 y /1 


Platelets 


200 x 10 9 /1 


Creatinine 


90 umol/l 


Na + 


136 mmol/1 


K + 


3.8 mmol/1 


Urea 


5.2 mmol/1 



What is the most appropriate INITIAL management 
strategy? 

/*"* _ 

Start angiotensin-converting enzyme inhibitor 

Confirm microalbuminuria with a repeat test in 3 to 
6 months 

a 

I • \ 

Start calcium channel antagonist 



Start angiotensin II inhibitor 
Commence low-protein diet 
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Confirm microalbuminuria with a repeat test in 3 to 6 
months 

Microalbuminuria is a reliable predictive marker of 
progression to nephropathy in type 1 diabetes 
mellitus. The early urinary albumin excretion rates of 
30-300 mg/24 h are too small to be detected on 
conventional urine dipsticks, and either special 
dipsticks or radioimmunoassay is used. The next 
stages are macroalbuminuria (>300 mg/24 h) and then 
persistent proteinuria, by which time end-stage renal 
failure is usually 5-10 years away. The optimal 
treatment for diabetic albuminuria is an angiotensin- 
converting enzyme inhibitor (or angiotensin II 
inhibitor) in combination with meticulous glycaemic 
and blood pressure control However, the observation 
of microalbuminuria should be confirmed twice 
within a 3-6-month period before commencing 
treatment. 
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A 5 6 -year-old woman with chronic renal failure 
secondary to chronic pyelonephritis was reviewed in the 
renal clinic. She was complaining of some exertional 
dyspnoea and fatigue but no other symptoms. She had a 
history of hypertension that was difficult to control, 
despite being on multiple agents. She has taken oral iron 
sulphate. On examination she was pale, blood pressure 
was 190/1 10 mmHg, jugular venous pressure not raised. 
She had bi -basal crepitations in her chest and mild 
pitting ankle odema. Her abdomen was soft, non-tender 
and not distended. 

Blood results are below: 



Haemoglobin (Hb) 


8.2 g/dl 


White cell count (WCC) 


5.0 x 1071 


Platelets 


220 x 1071 


Mean corpuscular volume 
(MCV) 


74 ft 


Ferritin 


90 ug/1 (20-260 ug/1) 


Folate (serum) 


10 ug/1 (2.9 18 


Vitamin B12 (serum) 


240 ng/1 (150-675 
ng/1) 



What is the most appropriate management of the 
anaemia? 






♦ 



Blood transfusion 

Intravenous iron infusion 

Subcutaneous erythropoietin 

Oral ferrous gluconate 

Immediate commencement of haemodialysis 



No.: 90 

Intravenous iron infusion 

Anaemia is present in the majority of patients with 
chronic renal failure, and is due to a number of 
factors, including erythropoetin and haematinic 
deficiency, increased bleeding tendency due to 
reduced platelet function, and shortened red cell 
survival time. The target haemoglobin in these 
patients is usually 10-12 g/dl. Erythropoetin is usually 
very effective and is given subcutaneously, usually 
three times per week. Its disadvantages are that it is 
expensive and can accelerate hypertension and 
occasionally cause encephalopathy. It should therefore 
be avoided in this patient until her blood pressure is 
better controlled (below 170/110) and her iron 
deficiency is corrected (ferritin >100 ug/1), with a 
normal vitamin B i2 and folate. Blood transfusion 
should be avoided if possible as she is fluid overloaded 
and it may precipitate pulmonary oedema. Oral iron 
therapy is usually ineffective, ferrous gluconate is 
unlikely to be any more successful than oral ferrous 
sulphate. 
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A 48-year-old woman was admitted to hospital for 
investigation of a 2-month history of polyuria, 
polydipsia and increased thirst. She had bipolar 
affective disorder which was well controlled on lithium 
and no other medical problems. She smoked 5-10 
cigarettes per day and did not drink alcohol. There was 
no relevant family history. Physical examination was 
unremarkable. 



Investigation results 


are below: 




Na + 


148 mmol/1 


K + 


4.3 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


92 umol/1 


Ca i+ 


2.30 mmol/1 


Glucose (fasting) 


5.0 mmol/1 


Plasma osmolality 


400 mosmol/kg (278-305) 


Urine osmolality 


280 mosmol/kg (350-1000) 


The patient proceeded to a water deprivat 
the results of which are below: 


ion test, 




Urine osmolality 
(mosmol/kg) 




After 8 h fluid 
deprivation 


200 




After desmopressin 
administration 


240 








What is the diagnosis? 

Cranial diabetes insipidus 

(? 

Syndrome of inappropriate antidiuretic hormone 
secretion 



Psychogenic polydipsia 
Nephrogenic diabetes insipidus 



♦ 



Conn's syndrome 
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Nephrogenic diabetes insipidus 

Diabetes insipidus (DI) is due to either reduced 
vasopressin (ADH) secretion from the posterior 
pituitary gland (cranial DI) or renal resistance to its 
action (nephrogenic DI). It must be distinguished 
from psychogenic polydipsia, which is excessive fluid 
intake usually secondary to psychiatric disturbance. 
In DI there should be a high plasma and low urine 
osmolality. The diagnosis is confirmed by the water 
deprivation test. The patient is fluid restricted for 8 h 
and the blood/urine osmolality and weight are 
measured hourly. In cranial DI, the urine osmolality 
should rise to more than 660 mosmol/kg after 
desmopressin, whereas there will be little to no 
response in nephrogenic DI. The causes of 
nephrogenic DI include drugs (eg lithium), 
hypokalemia and hypercalcaemia, or it can be 
inherited. Management mainly involves treating or 
removing the cause, although bendrofluazide can be 
used. Cranial DI will respond to intranasal 
desmopressin. 







ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 92 

A 52-year-old man presents with several months' 
history of generalised swelling, fatigue, dyspnoea and 
several episodes of haemoptysis. There is no significant 
past medical history and he did not take any regular 
medication. He smokes 20 cigarettes per day and drinks 
14 units of alcohol per week. On examination he is 
grossly oedematous and has ascites. Cardiorespiratory 
examination is unremarkable and there are no 
neurological signs or rashes. 

Investigation results are below: 



Haemoglobin (Hb) 


10.2 g/dl 


White cell count 
(WCC) 


6.0 x 10 9 /1 


Platelets 


380 x 1071 


Mean corpuscular 
volume (MCV) 


90fl 


Na + 


145 mmol/1 


K + 


3.7mmol/l 


Urea 


8.2 mmol/1 


Bilirubin 


16 umol/1 


Creatinine 


180umol/l 


Albumin 


22g/l 


Aspartate 
transaminase 


32 iu/1 


Alkaline phosphatase 


120 iu/1 


Urinalysis 


Protein +++ 


24 h urinary protein 
excretion 


5g 


Chest radiograph 


Enlarged right hilum 


Echocardiogram 


Mild left ventricular 
impairment, no valve 
lesion 


Abdominal 
ultrasound scan 


Normal- sized kidneys, 
no abnormality seen 






A renal biopsy was performed. What is it most likely 
to show? 

(♦ 

Thickened glomerular basement membrane with 

deposits of IgG and C3 
*-* 

Kimmelstiel- Wilson lesions 

Fusion of podocyte foot processes on electron 
microscopy 

Necrotising granulomata 

Crescent formation 
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Thickened glomerular basement membrane with deposits 
of IgG and C3 

This patient has developed nephrotic syndrome as a 
result of membranous glomerulonephritis which is 
associated with an underlying bronchial carcinoma. 
Membranous glomerulonephritis accounts for 20- 
30% of adult nephrotic syndromes, and there will be 
underlying malignancy in 10% of cases. Other causes 
of membranous nephropathy are drugs (e.g. gold and 
penicillamine), autoimmune diseases (e.g. systemic 
lupus erythematosus (SLE)) and infections (eg 
hepatitis). Approximately one-third of patients will 
progress to end-stage renal failure within 10-20 years 
of diagnosis. Treatment may include chlorambucil 
and cyclophosphamide. 
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A 48-year-old woman presents with severe left loin pain 
on a background of several months of malaise, thirst 
and polyuria. She has a long history of chronic 
headaches which have been extensively investigated 
and no pathological cause found. She also suffers from 
anxiety and depression, and recurrent urinary tract 
infections. She does not smoke or drink alcohol and has 
no significant family history. The only significant 
findings on examination were hypertension and some 
tenderness in the left loin. 



Investigation results are below: 


Haemoglobin (Hb) 


10.2 g/dl 


White cell count 
WCC) 


10.8 x 10 9 /1 


Platelets 


300 x 1071 


Mean corpuscular 
volume (MCV) 


86 fl 


Ca 2+ 


2.18mmol/l 


Phosphate 


1.80mmol/l 


Urate 


0.38 mmol/1 


Na + 


130 mmol/1 


K + 


3.6 mmol/1 


Urea 


15.2 mmol/1 


Creatinine 


380 umol/1 


Plain abdominal 
film 


No visible calculi or 
calcification 


Urinalysis 


Protein ++ 


Urine microscopy 


Casts, renal papillary cells 
and leucocytes. No 
organisms 


Intravenous 
urogram 


Clubbed calyces, 'ring 
signs', filling defect in left 
ureter 



What is the most likely diagnosis? 

Reflux nephropathy 
Renal stone disease 



♦ 



Medullary sponge kidney 
Acute interstitial nephritis 
Analgesic nephropathy 
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Analgesic nephropathy 

This is a chronic tubulo-interstitial nephritis with 
papillary necrosis caused by the prolonged heavy use 
of compound analgesics. The incidence has reduced 
since phenacetin withdrawal, although it can also be 
seen in association with non-steroidal anti- 
inflammatory drugs (NSAIDs) and codeine. It is twice 
as common in women and usually presents in middle- 
aged depressed or neurotic patients with chronic 
pains, many of whom may deny analgesic use. It 
usually causes chronic renal failure and 60% of 
patients are hypertensive at presentation Sloughing of 
renal papillae can cause urinary tract obstruction 
which may precipitate acute renal failure. Recurrent 
urinary tract infections are common, or patients may 
have a persistent sterile pyuria. There is occasionally a 
salt-losing nephropathy. The diagnosis can be made 
by the history in combination with characteristic 
appearances on intravenous urography, urine 
microscopy and biochemical evidence of tubular 
dysfunction Renal biopsy is sometimes performed 
and will show interstitial fibrosis and tubular atrophy. 
There is an increased risk of tumours of the 
uroepithelium. Treatment includes withdrawal of the 
offending drug, maintaining a fluid intake of 2-3 1 per 
day, control of hypertension and biochemical 
correction Total recovery of renal function can occur 
in 25% of patients. 
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A 34-year-old woman is admitted as an emergency with 
a 24 h history of severe headaches, blurred vision and 
shortness of breath. She had been previously fit and 
well with no significant past medical history and apart 
from some recent fatigue, had no other symptoms. She 
smoked 10 cigarettes per day and drank very little 
alcohol. She was not sure about family history as she 
had been adopted. On examination she was fully alert 
and oriented with warm peripheries and a blood 
pressure of 185/1 15 mmHg. She had bi-basal chest 
crepitations, bilateral irregular masses palpable in both 
flanks and hepatomegaly. Fundoscopy revealed flame 
haemorrhages and exudates with indistinct disc 
margins. There were no other focal neurological signs. 

Investigation results are below: 



Haemoglobin (Hb) 


10.2 g/dl 


White cell count 
(WCC) 


4.4x1071 


Platelets 


160 x 1071 


Mean corpuscular 
volume (MCV) 


92 fl 


Na + 


143 mmol/1 


K + 


4.6 mmol/1 


Urea 


17 mmol/1 


Creatinine 


250 umol/1 


Bilirubin 


15 umol/1 


Alkaline phosphatase 


92iu/l 


Aspartate transaminase 


32iu/l 


Gamma-glutamyl 
transferase (GGT) 


42iu/l 


Urinalysis 


Protein ++ blood++ 


Electrocardiogram 
(ECG) 


Sinus rhythm, left ventricular 
hypertrophy with strain 
pattern 


Chest X-ray 


Cardiomegaly, upper lobe 
diversion, alveolar 
shadowing 






What is the correct way to treat her condition? 

Immediate haemodialysis with ultrafiltration 



• 
♦ 



♦ 



Intravenous labetolol 
Intravenous sodium nitroprusside 



Admission and cautious oral angiotensin- 
converting enzyme inhibitor introduction 



♦ 



Intravenous fiirosemide 
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Admission and cautious oral angiotensin-converting 
enzyme inhibitor introduction 

This patient has malignant hypertension secondary to 
previously undiagnosed polycystic kidney disease. 
This causes vascular fibrinoid necrosis and is usually 
the first manifestation of hypertension, but it can 
sometimes occur in known hypertensive individuals. 
Death mainly occurs from heart failure, renal failure 
or stroke, with an untreated mortality of 
approximately 80%. Management with bed rest and a 
gradual reduction of the blood pressure over 24-48 h 
with oral antihypertensives is usually sufficient (aim 
for a diastolic pressure of 100-110 mmHg). If the 
blood pressure is reduced too rapidly it may cause 
cerebral, renal, retinal or myocardial infarction 
Parenteral therapy should be reserved for cases when 
very rapid blood pressure reduction is required, such 
as hypertensive encephalopathy or aortic dissection 
The agents of choice are usually labetolol or sodium 
nitroprusside. Patients with malignant hypertension 
and a serum creatinine of greater than 300 umol/1 
often progress to end-stage renal failure. 
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A 46-year-old man was admitted with 24 h of severe 
pleuritic, retrosternal chest pain. He described a 
preceding 6-week history of malaise, fever, myalgia and 
1 stone of weight loss. Over the last few days he had 
also developed a rash and had noticed some loss of 
sensation in his feet and ankles which was causing some 
difficulty with walking. On examination he was 
pyrexial, blood pressure was 190/108 mmHg, pulse 
1 10/min regular. There was a friction rub audible at the 
left sternal edge. His chest was clear and his abdomen 
was soft and non-tender. He had paraesthesia in a 
stocking distribution bilaterally and purpuric skin 
lesions. 



Investigation results are below: 


Haemoglobin (Hb) 


8.6 g/dl 


White cell count (WCC) 


18 x 10 9 /1 


Platelets 


450 x 10 9 /1 


Mean corpuscular volume 
(MCV) 


96 fl 


Erythrocyte sedimentation 
rate (ESR) 


102 mm/h 


Na + 


132 mmol/1 


K + 


5.8mmol/l 


Urea 


26.0 mmol/1 


Creatinine 


860 Mmol/1 


Bilirubin 


16 umol/1 


Aspartate transaminase 


30 iu/1 


Alkaline phosphatase 


80 iu/1 


Gamma-glutamyl 
transferase (GGT) 


48 iu/1 


Urinalysis 


Protein ++ blood +++ 


Electrocardiogram (ECG) 


Saddle-shaped ST 
segments across all 
leads 


Chest radiograph 


Normal 


Serum p ANCA and 
cANCA 


Negative 


(antineutrophil cytoplasmic . 


antibody) 






What is the most likely diagnosis? 

Wegener's granulomatosis 

♦ 



. 



Microscopic polyangiitis 
Polyarteritis nodosa (PAN) 
Goodpasture's syndrome 
Cryoglobulinaemia 
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Polyarteritis nodosa (PAN) 

PAN is a necrotising vasculitis which causes 
aneurysms of medium-sized arteries with subsequent 
thrombosis and infarction It occurs most commonly 
in middle-aged men It is a multisystem disorder, but 
the most common causes of death are from renal 
(hypertension, renal failure) and cardiac (coronary 
arteritis, myocardial infarction, pericarditis) 
involvement. Other features include mononeuritis 
multiplex, sensorimotor neuropathy, abdominal pain 
from infracted viscera and skin lesions (purpura, 
livedo reticularis). Diagnosis is made by a 
combination of clinical features plus renal or 
mesenteric angiography which will demonstrate 
microaneurysms. ANCA is very rarely positive in 
classic PAN. Treatment options include with high- 
dose corticosteroids, azathioprine and 
cyclophosphamide. 
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A 5 8 -year-old man presents with haematuria and weight 

loss. His renal function is normal. 

His computed tomography (CT) scans are below: 




What is the most appropriate management strategy? 






Nephrectomy and cranial irradiation 

Palliative chemotherapy only 

Nephrectomy and small molecule kinase inhibitor 



Combined nephrectomy and resection of brain 
lesion 



♦ 



Immunotherapy only 
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Nephrectomy and small molecule kinase inhibitor 

This gentleman has a large renal cell carcinoma with a 
solitary brain metastasis. Renal cell carcinomas 
account for 1-2% of malignant tumours, are more 
common in men and rarely present below the age of 
40 years. They are sometimes bilateral. It can present 
with the classic triad of haematuria, loin pan and a 
mass in the flank. Other clinical features include 
polycythaemia due to excessive erythropoietin 
production (5%), hypertension (30%) and a left-sided 
varicocele due to obstruction of the left testicular vein 
secondary to tumour involvement of the renal vein. It 
can also sometimes present as pyrexia of unknown 
origin. Treatment is usually by nephrectomy (unless 
bilateral tumours or poor renal function). This is often 
undertaken in the presence of metastases as these may 
regress following removal of the primary tumour. 
Immunotherapy with interleukin-2 or alpha 
interferon can produce a remission in approximately 
20% of cases, but evidence from small molecule kinase 
inhibitors is stronger, although because of their cost, 
there is resistance to full NICE endorsement. 
Radiotherapy and chemotherapy have no proven 
benefit in renal cell carcinoma. The 5-year survival 
rate is 60-70% in tumours confined to the kidney, 
dropping to 5% in those with metastases. 
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A 44-year-old woman presented with haematuria and 

loin pain. 

Her computed tomography (CT) scan is shown 

below: 




What is the diagnosis? 

Adult polycystic kidney disease 
von Hippel-Lindau syndrome 
Medullary sponge kidney 
Nephronophthisis 
Hydatid disease 



> 
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Adult polycystic kidney disease 

The computed tomography (CT) shows the classic 
appearance of polycystic kidneys with multiple 
hepatic cysts (these occur in 30-70% patients). Adult 
polycystic kidney disease is an autosomal dominant 
condition and is a common cause of chronic renal 
failure. It can present at any age from the second 
decade onwards. Presenting features include loin pain, 
haematuria, hypertension and abdominal mass. 
Associated features include intracranial aneurysms 
(8%) and subarachnoid haemorrhage, mitral valve 
prolapse and renal calculi. Cysts may become infected 
or haemorrhage. Children and siblings of patients 
with this condition should be screened with 
ultrasound after 20 years of age. 
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A 23 -year-old man was admitted to hospital with severe 
left loin pain and vomiting. Prior to this he described a 
5-week history of worsening generalised weakness and 
anorexia. He was previously well and on no regular 
medication. On examination he was in obvious 
discomfort and hyperventilating. There was tenderness 
and guarding in the left renal angle, but no other 
significant findings. 



Investigation results are below: 


Haemoglobin (Hb) 


14 g/dl 


White cell count 
(WCC) 


6.0 x 1071 


Platelets 


200 x 1071 


Mean corpuscular 
volume (MCV) 


96 fl 


Na + 


142 mmol/1 


K + 


2.9 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


120 umol/1 


Bicarbonate 


16 mmol/1 


Chloride 


120 mmol/1 


Phosphate 


0.7 mmol/1 (0.8- 
1.4) 


Urate 


0.32 mmol/1 


Arterial blood gases (on air): 


pH 


7.210 


Pa(0 2 ) 


12.6 kPa 


pa(C0 2 ) 


4.8 kPa 


Urinalysis 


pH 6.3, blood ++ 


Abdominal 
radiograph 


Speckled calcification in 
the left and right upper 
quadrants 



What is the most likely diagnosis? 

Type 1 (distal) renal tubular acidosis 






Type 2 (proximal) renal tubular acidosis 
Type 4 renal tubular acidosis 
Fanconi syndrome 
Medullary sponge kidney 
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Type 1 (distal) renal tubular acidosis 

The kidneys are unable to create an acid urine due to 
failure of hydrogen ion excretion in the distal tubule. 
Urine pH will be greater than 5.5, often in the 
presence of a severe systemic acidosis. There is almost 
invariably hypokalemia, which can cause severe 
weakness. Hypercalciuria and hyperphosphaturia 
occur due to the release of calcium phosphate from 
bone in order to buffer excess H+ during acidosis, and 
the direct effects of acidosis on tubular reabsorption 
of these ions. Other clinical features include bone pain 
due to osteomalacia, renal stones, constipation, fatigue 
and anorexia. Nephrocalcinosis may be seen Renal 
function is usually preserved. In children it commonly 
presents with polyuria, thirst and failure to thrive. 
Biochemically, there is a hyperchloraemic metabolic 
acidosis with a normal anion gap. Causes of type 1 
renal tubular acidosis include autoimmune diseases 
(eg systemic lupus erythematosus), drugs (eg 
amphotecerin B), or it may be inherited or idiopathic. 
Treatment is with bicarbonate replacement (1-3 
mmol/kg/day), however hypokalemia must be 
corrected before the acidosis in order to prevent a 
further fall in the potassium and the risk of cardiac 
arrest. 
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A patient with known end- stage chronic renal failure is 
admitted with severe breathlessness. 
The chest radiograph is shown below. 




What is the definitive management in this situation? 



♦ 






Intravenous rurosemide 
Ultrafiltration 
Bilateral chest drains 
Intravenous nitrate infusion 
Plasma exchange 






> 



No.: 99 
Ultrafiltration 

This patient has severe fluid overload, as shown by 
bilateral pleural effusions and pulmonary odema on 
the chest X-ray. Diuretics are of very limited use in 
these patients, as they are usually anuric. 
Ultrafiltration (removal of fluid) while on a dialysis 
machine is the definitive management and should be 
commenced without delay. If this is not possible, then 
intravenous nitrates and opiates can be used prior to 
transfer to a renal unit. 
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No.: 100 

A 38-year-old Asian woman presents with several 
weeks of increased urinary frequency and dysuria. She 
had already been treated with two courses of antibiotics 
from her general practitioner, which had not helped. She 
had been feeling unusually lethargic recently and had 
lost a small amount of weight, but had no other specific 
symptoms. On examination she was thin with a low 
grade fever of 37.6 °C. Her abdomen was soft with mild 
suprapubic tenderness but no palpable masses. The rest 
of the clinical examination was normal. 



Investigation results are 


below: 




Haemoglobin (Hb) 


10.2 g/dl 


White cell count 


10.8 x 10 9 /1 


Platelets 


390 x I0 y /1 


Mean corpuscular volume 
(MCV) 


82 fl 


Erythrocyte sedimentation 
rate (ESR) 


30mm/h 


Na + 


138mmol/l 


Ca 2+ 


2.52 mmol/1 


K + 


3 .6 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


98 umol/1 


Urinalysis 


Blood + 
protein + 


Urine microscopy: 


white cell count 
(WCC) 


22/mm 3 


Red blood count 


3/mm 3 


Few hyaline casts 


No organisms seen 


Urine culture 


No growth after 5 
days 



What is the next most appropriate investigation? 

Urine for mycobacterial culture 






♦ 



Urine electrophoresis 
Plain abdominal radiograph 
Micturating cystourethrography 
Renal biopsy 
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Urine for mycobacterial culture 

This woman has a sterile pyuria which could be due to 
a partially treated bacterial urinary tract infection; 
however genitourinary tuberculosis has to be 
excluded, especially in the context of malaise and 
weight loss and the patient's ethnic origin 
Genitourinary TB develops in approximately 5% of 
cases of pulmonary TB and is usually due to 
haematogenous spread to the renal cortex during the 
primary phase of infection The cortical lesion may 
then ulcerate into the pelvis, ultimately involving the 
bladder, seminal vesicles and prostate. It tends to 
present between 20 and 40 years of age. Other clinical 
features include haematuria, urethral strictures, cold 
abscesses and chronic epididymo-orchitis. Renal 
failure may occur due to extensive destruction of the 
kidneys or by obstruction secondary to fibrosis. The 
diagnosis can be made with intravenous urography, 
ultrasound or computed tomography (CT) scan, in 
combination with several early morning urine samples 
for mycobacterial culture, in order to demonstrate 
active infection The treatment is the same as for 
pulmonary TB. 
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A 62-year-old man is admitted to hospital with a 3 -day 
history of dyspnoea, pleuritic chest pain and several 
episodes of haemoptysis. Prior to this he described 
several months of constant rhinorrhoea with some nasal 
crusting, several large epistaxes and constant pain 
below his eyes. More recently he had noticed some 
double vision and swelling of his right eye. On 
examination he had a low-grade pyrexia and was 
normotensive. There was some nasal mucosal ulceration 
and a right-sided proptosis. Cardiovascular examination 
was unremarkable. He had localised areas of 
crepitations throughout both lung fields. His abdomen 
was soft and non-tender with no masses. There were no 
focal neurological signs or skin lesions. 

Investigation results are below: 



Haemoglobin (Hb) 


10.0 g/dl 


White cell count 


12.01 Cf /l 


Platelets 


390 1071 


Mean corpuscular volume 
(MCV) 


9011 


Erythrocyte sedimentation 
rate (ESR) 


80mm/h 


Na + 


142mmol/l 


K + 


5.7mmol/l 


Urea 


22.0mmol/l 


Creatinine 


620 umol/l 


C-reactive protein 


238mg/L 


Bilirubin 


15 (jmol/1 


Alkaline phosphatase 


88iu/l 


Aspartate transaminase 


32iu/l 


Ca i+ 


2.42mmol/l 


Gamma-glutamyl 
transf rase (GGT) 


48iu/l 


Urinalysis 


Blood +++ protein ++ 


Chest radiograph 


Multiple large cavitating nodules 
throughout both lung fields 


Electrocardiogram (ECG) 


Normal sinus rhythm, no acute 
changes 



What would be the most useful investigation in 
pointing to the diagnosis if positive? 

Serum anti glomerular basement membrane 
antibodies 



Serum antineutrophil cytoplasmic antibodies 



• 



High resolution computed tomography (CT) scan 
of the thorax 

Urine microscopy 

Serum antinuclear antibodies 



No.: 101 

Serum antineutrophil cytoplasmic antibodies 

This patient has the typical features of Wegener's 
granulomatosis, which is a necrotising granulomatous 
arteritis of the upper and lower respiratory tract and 
kidney. It is rare, with an incidence of 5-10 per 
million It is a multisystem disease and may affect the 
eyes, skin, joints, heart and nervous system 
Pulmonary involvement is seen in 95% of cases and 
renal involvement in 85% of cases. A positive serum 
anti-neutrophil cytoplasmic antibody (ANCA) is 
present in greater than 90% of cases of Wegener's 
granulomatosis, and strongly supports the diagnosis. 
Renal biopsy is sometimes required. Treatment is with 
steroids and cyclophosphamide. Untreated 1-year 
mortality is 80%, but with appropriate therapy, 
remission can be achieved in up to 90% of patients. 
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A 16-year-old girl presents with ankle swelling and 
facial puffiness. Two weeks previously she had a flu- 
like illness with a productive cough. Her father reports 
that she had suffered a similar episode of swelling 2 
years ago but that things had returned to normal after a 
period of treatment. At this time U&E had been normal 
and her father does not recall her having had a rash. On 
examination there was no rash or fever. She had pitting 
oedema to the waist. 
Initial investigations were as follows: 



albumin 


29g/l 


urea 


5.0mmol/l 


creatinine 


60 umol/1 


sodium 


144mmol/l 


potassium 


4.0 mmol/1 


urinalysis 


protein +++ 


24-h urine collection 


3.4 g protein 



Given the likely diagnosis, what is the best initial 
treatment? 

Corticosteroids (high dose) 

Cyclophosphamide 






Antibiotics 

Nothing, observation only 






> 



Loop diuretics and an albumin infusion 



No.: 102 

Corticosteroids (high dose) 

Nephrotic syndrome is defined by urinary protein loss 
of >3.0 g of protein/24 h (0.05 g/kg per 24 h in 
children) accompanied by hypoalbuminaemia (75% of 
cases. Upper respiratory tract infection (URTI) 
commonly precedes attacks although a definite causal 
relationship is debated-the commonest bacterial 
antigens implicated are streptococcal. Minimal change 
disease has a good prognosis in childhood; a third 
have just one episode, a third have infrequent relapses 
while a third have frequent relapses throughout 
childhood that stop in adult life. Steroids are an 
effective treatment for minimal change disease and as 
this is by far the commonest cause of childhood 
nephrotic syndrome, a trial of high dose steroids is 
accepted practice, with only those patients who do not 
respond being investigated for other renal disease. 
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No.: 103 

A 48-year-old man was admitted for an endoscopic 
retrograde cholangiopancreatography (ERCP) for a 
common bile duct stone. He was given gentamicin and 
piperacillin to cover the procedure but still developed 
Escherichia coli sepsis, during which time he was 
systematically unwell with fever, hypotension, (BP 
88/50 mmHg) and tachycardia. He was treated with iv 
cefuroxime. His pre-procedure bloods showed normal 
renal function. After 4 days he remained jaundiced but 
was afebrile and haemodynamically stable. There was 
no palpable bladder on examining his abdomen and his 
urine output was 40 ml/h. His bloods showed urea 26 
mmol/1 and creatinine 500 V m °l/1 with a normal full 
blood count. 

Which of the following treatments for his acute renal 
failure is the best supported by clinical evidence 
from current research trials? 

Low-dose dopamine infusion 

Low-dose dopamine + high-dose furosemide + 
mannitol infusion 

Low-dose dopamine + high-dose furosemide 
infusion 

High- dose furosemide 



•A 






G 



None of the above 
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None of the above 

The development of acute renal failure following an 
episode of hypotension is a common complication of 
surgery and sepsis. The management of such patients 
has been controversial. The use of low-dose dopamine 
and diuretics has been established practice for many 
years. Evidence-based practise has however lead to a 
re-evaluation of such therapies based on retrospective 
analysis and controlled trials. The data that exists in 
the literature does not support the use of either loop 
diuretics or dopamine in the management of acute 
renal failure. There is some evidence to support the 
use of loop diuretics and mannitol in the specific 
situation of renal tubular damage complicating 
rhabdomyolysis and loop diuretics may produce a 
therapeutic diuresis in oliguric renal failure if the 
patient requires urgent oif-loading and immediate 
dialysis is not available. 
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A 6 5 -year-old man presents with a 6 -week history of 
anorexia, malaise and breathlessness. He takes NSAIDs 
for osteoarthritis of his knees, paroxetine and also 
inhalers for mild asthma. He was on lithium carbonate 
2-5 years ago. Examination reveals mild peripheral 
oedema, bilateral pleural effusions and a skin rash. He is 
hypertensive at 210/100 mmHg. 
Investigations: 



Hb 


7.0 g/1 (eosinophils 1 x 10 9 /1) 


serum IgG 


8.0 g/1 (6.0-13.0) 


corrected calcium 


1.9mmol/l 


serum IgA 


1.2 g/1 (0.8-3.0) 


phosphate 


2.5 mmol/1 serum 


IgM 


1.5 g/1 (0.4-2.5) 


urea 


79.0 mmol/1 


serum IgE 


200kU/l(<120) 


creatinine 


800 lumol/1 


potassium 


7.1 mmol/1 


urinalysis 


blood ++, protein ++ 


abdominal ultrasound scan 
(USS) 


no obstruction, kidneys 1 1 and 
12 cm 



The likely diagnosis is: 

Amyloidosis 

Rapidly progressive glomerulonephritis 

♦ 






• 



Chronic analgesic nephropathy 
Lithium nephrotoxicity 
Churg- Strauss syndrome 



No.: 104 
Churg-Strauss syndrome 

This man has presented with biochemical evidence of 
acute on chronic renal failure. The key to the 
diagnosis here is the significantly raised eosinophil 
count and raised serum IgE both of which are 
characteristic of Churg-Strauss syndrome. 

Churg-Strauss syndrome is characterised by asthma 
and blood eosinophilia together with an eosinophilic 
vasculitis. The initial phase of the disorder is one of 
asthma and allergic rhinitis, often followed by 
peripheral blood eosinophilia with eosinophilic tissue 
disease. The vasculitic phase that follows is life 
threatening; however, it can often be treated 
effectively with immunosuppression 

Renal disease consists of focal glomerulonephritis in 
the vasculitic phase with non-selective proteinuria, 
haematuria and red cell casts on microscopy. 

Amyloidosis typically presents with a nephrotic 
picture. 
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A 78-year-old woman was admitted to the Accident & 
Emergency Department with lethargy and lower limb 
swelling. On examination the SHO noticed that her left 
leg was markedly more swollen, consistent with a deep 
vein thrombosis (DVT). Urea and electrolytes were 
normal, liver function tests revealed a marked reduction 
in serum albumin. Albumin J4 ? UI "i ne protein ++, 24- 
hour protein >3g, cholesterol 7. Renal biopsy reveals 
evidence of membranous disease. 
What is the most direct link between her DVT and 
membranous nephropathy? 

♦ 






Hyper chol est erolaemia 
Antithrombin deficiency 
Chronic inflammation 
Underlying malignancy 
Hypoalbuminaemia 
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Antithrombin deficiency 

Nephrotic syndrome is not only associated with 
albumin loss, but also with loss of a number of other 
plasma proteins. Relative deficiency of antithrombin 
is known to occur in nephrotic syndrome due to loss in 
the urine and this is thought to be one risk factor in 
increased development of DVT in these patients. 
Antithrombin deficiency may also be inherited in 
autosomal dominant fashion and occur in association 
with trauma, major surgery or use of the oral 
contraceptive pill. 
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A 28-year-old woman presents to the clinic with 
microscopic haematuria and proteinuria. Other past 
history of note is that she has suffered progressive 
bilateral hearing loss which was first noticed during a 
school medical in her early teenage years. She has also 
noticed that her vision has deteriorated over the past few 
years and she has gone through three pairs of glasses in 
the past 5 years. On examination she is a slim looking 
woman with a BMI of 21 and blood pressure of 
155/90mmHg. 



Investigations reveal :- 


r 


5.4mmol/l 


Na + 


138mmol/l 


Creatinine 


195 umol/1 


Urea 


7.1mmol/l 


Renal 
ultrasound 


Bilateral small 
kidneys 



Which of the following diagnoses fits best with this 
clinical picture? 

IgA nephropathy 






Reflux nephropathy 
Alport's syndrome 
Hypertensive renal disease 
Wegener's Granulomatosis 



•A 
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Alport's syndrome 

Alport's syndrome accounts for around 0.6% of 
patients presenting in Europe with end-stage renal 
disease. Around 90% are said to develop renal failure 
by the age of 40 years. Two forms of the syndrome 
exist, one with an x-linked inheritance pattern (XLAS) 
and one with an autosomal recessive inheritance 
pattern (ARAS). XLAS tends to be less severe in 
females, whereas ARAS is equally severe in males and 
females. It occurs due to a gene mutation coding for 
Type-IV collagen and a number of different mutations 
have been characterised. Specifically mutations in the 
alpha 3,4, and 5 chains of Type IV collagen are the 
ones responsible for Alport's as these code for 

membrane. Patients present 

and proteinuria. Ocular 

anterior lenticonus, dot and 

and corneal dystrophy. 

also been observed in some 



glomerular basement 
with haematuria 
manifestations include 
fleck retinopathy 
Leiomyomatosis has 



families with Alport's. Skin or renal biopsy aid in the 
diagnosis of Alport's with monoclonal antibody 
staining for potentially missing Type IV chains. ACE 
inhibitors may be of some value in controlling blood 
pressure and proteinuria in this condition and some 
studies have suggested a potential role for cyclosporin 
At present the only option is renal transplantation for 
those with end stage renal disease. 
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A 17-year-old adopted Jewish man is referred to the 
renal clinic by his General practitioner because of 
proteinuria. The GP also reports that he has suffered 
intermittent illnesses in the past, characterised by severe 
fevers which were thought to be due to recurrent viral 
illnesses. Other past history of note includes an 
appendicectomy and arthritis affecting the hips and 
knees. 24hr urine testing reveals nephrotic range 
proteinuria, ESR checked by the GP during one of the 
recent attacks of fever was raised at 65 mm/hr. 

Which of the following diagnoses fits best with this 
clinical picture? 

Familial Mediterranean Fever 

Systemic Lupus Erythematosus 






Minimal change disease 
Still's disease 
AL amyloidosis 
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Familial Mediterranean Fever 

The answer is familial Mediterranean fever (FMF). 
FMF is described in a number of families, particularly 
those from the region around the Mediterranean sea 
of Jewish or Arab descent. The disease is 
characterised by intermittent paroxysms of fever, 
chronic arthritis, appendicectomy related to 
paroxysmal abdominal pain and nephrotic syndrome 
due to renal amyloidosis. Pleuritic involvement and 
pericarditis may also occur in around 25% of patients. 
Mortality is related to deteriorating renal function 
Colchicine therapy has been shown in a number of 
studies to delay deterioration in renal function and is 
the mainstay of therapy. A large number of patients 
do still progress and require renal transplantation. 
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A 20-year-old man of Japanese descent who is studying 
in the UK attends the clinic for advice. He attended the 
optician for an eye test and was noted greenish gold 
discoloration within the limbus of his corneas. Other 
past medical history of note includes polyarthritis. 

Investigations reveal; 



Hb 


11.1 g/dl 


K + 


3.8mmol/l 


Na + 


138mmol/l 


Creatinine 


130 Vmol/1 


Ur a 


4.2 mmol/1 


Bicarbonate 


16 mmol/1 


ALT 


75 IU/1 


Urinary bicarbonate excretion 


Increased 



Which of the following diagnoses fits best with the 
renal dysfunction seen here? 

Renal tubular acidosis type IV 



• 



Renal tubular acidosis type II 
Renal tubular acidosis type I 
Acute tubular necrosis 
Papillary necrosis 
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Renal tubular acidosis type II 

The findings from the optician are suggestive of 
Kayser-Fleischer rings, and Wilson's disease. The 
raised ALT and polyarthritic picture are supportive 
of this. Wilson's is associated with renal tubular 
acidosis Type 2. Other causes include Fanconi's 
syndrome, hereditary fructose intolerance, Lowe's 
syndrome, heavy metal poisoning and certain 
chemotherapeutic agents. It is associated with an 
inability to reabsorb sodium bicarbonate from urine 
leading to increased urinary losses. In contrast Type 1 
RTA is associated with an inability to acidify urine, 
and Type 4 is associated with a decreased response to 
aldosterone. Treatments for RTA type 2 include 
bicarbonate replacement and the use of thiazide 
diuretics. 
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A 42-year-old man who has received long-term 
haemodialysis for chronic renal failure due to Type 1 
diabetes presents for review. He has been suffering pain 
and tingling in both hands, which particularly comes on 
during the early hours of the morning. He has also 
noticed shoulder pain over the past few months. He is 
dialysed using a conventional cellulose acetate dialysis 
membrane. 

Which of the following diagnoses fits best with this 
clinical picture? 



♦ 



Uraemic neuropathy 

Diabetic nephropathy 

AA amyloidosis 

AL amyloidosis 

Beta 2 microglobulin amyloidosis 
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Beta 2 microglobulin amyloidosis 

Conventional dialysis membranes cannot clear 
substances with molecular weights of more than 200 
dalton. These allow accumulation of beta 2 
microglobulin which has a molecular weight of 11800 
dalton A normal functioning kidney would filter this 
in the glomerulus and it is catalysed in the proximal 
tubule. In some patients dialysed for more than 5 
years on a conventional membrane, accumulation of 
beta-2 microglobulin amyloid leads to carpal tunnel 
syndrome, tenosynovitis, scapulohumeral 

arthropathy, bony cysts and even pathological 
fractures. GI or cardiovascular manifestations may 
occur. The mainstays of management are moving 
towards polyacrylnitrile or polysulphone dialysis 
membranes, which are higher flux and allow beta-2 
microglobulin to be removed, or moving to transplant 
if a kidney is available. Other forms of renal 
amyloidosis occur in association with systemic 
inflammation, such as in rheumatoid arthritis, or 
haematological malignancies, such as myeloma. 
Aggressive use of secondary agents may slow 
deposition of amyloid in inflammatory conditions, as 
may chemotherapy in conditions such as myeloma. 
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A 74-year-old woman is admitted by ambulance having 
been found by her daughter on her hall floor. It appears 
that she has been there for some hours. She has a past 
history of hypertension which is treated with ramipril 
lOmg daily, and a TIA for which she is treated with 
aspirin. On examination in the Emergency room her 
blood pressure is 120/70 mmHg, with a pulse of 
105/min, she is pyrexial 38.2°C, and has evidence of a 
right sided pneumonia. There is a fractured left neck of 
femur in addition. 



Investigations; 




Hb 


10.9 g.dl 


WCC 


13.1xl0 9 /l 


PLT 


235 xl07l 


Na + 


138 mmol/1 


K + 


5.8mmol/l 


Creatinine 


199 umol/1 


CK 


890 U/l (24-170) 


Urine output 
25ml over 2hrs 


no significant residual on 
catheterisation 


Urine 


positive to blood on dipstick, 
but no cells seen on 
microscopy 


CXR 


Right sided pneumonia 


ECG 


Lateral ST depression 






Which of the following apart from pneumonia would 
best explain some of the other results seen here? 



♦ 
♦ 



Myocardial infarction 

Urinary tract infection 

Rhabdomyolysis 

Fat embolus 

Subendocardial myocardial infarction 



No.: 110 
Rhabdomyolysis 

This patient has a raised CK and urine testing which 
is suggestive of myoglobinuria (positive dipstick but 
no cells seen). It is likely she has been lying on the 
floor for some time, which has precipitated muscle 
breakdown and the picture consistent with 
rhabdomyolysis seen here. Her creatinine of 199 
umol/1 is likely to represent a degree of acute on 
chronic renal impairment. Vigorous rehydration with 
isotonic crystalloid is the mainstay of therapy for 
rhabdomyolysis. Severe or refractory cases may 
require haemodialysis. 
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A 39-year-old man presents to the renal clinic with 
hypertension and worsening renal function. His GP has 
tried to manage his blood pressure for many years and 
he is currently treated with ramipril and amlodipine. He 
does not know his family medical history as he is 
adopted. On examination his BP is 155/92 mmHg and 
you can feel bilateral flank masses; you also feel an 
irregularly enlarged liver. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


4.8x1071 


PLT 


294x1071 


Na + 


139mmol/l 


K + 


5.4mmol/l 


Creatinine 


290 umol/1 


Abdominal USS - Multiple cysts in both 
kidneys, cysts also visualised in the liver 


Urine dipstick 


blood + 



Which of the following is the most important 
problem associated with his likely underlying 
diagnosis? 






Male infertility 
Cerebral aneurysms 
Colonic carcinoma 
Type 1 diabetes 
Mitral stenosis 
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Cerebral aneurysms 

This patient has a clinical picture which is consistent 
with polycystic kidney disease. The condition is 
autosomal dominant, but we are told that he is 
adopted, so there is no clue as to his family history. 
Cerebral aneurysms are associated with greatly 
increased risk of haemorrhagic stroke and as such 
should be managed by a specialist neurosurgeon 
Other associations include pancreatic and hepatic 
cysts, colonic diverticulae and mitral valve prolapse. 
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A 49-year-old man with a history of Type 1 diabetes is 
admitted to the Emergency room with an epileptic 
seizure. He has chronic renal failure and has been 
receiving dialysis for the past 3 months. Medication 
includes ramipril, amlodipine, aspirin, calcium and 
vitamin D, and periodic injections of recombinant 
erythropoietin which were begun recently. On 
examination his BP is 145/85 mmHg, with a temp of 
37.8°C, his GCS is 13. 

Investigations; 



Hb 


11.5 g/dl 


WCC 


5.6x1071 


PLT 


295 xl07l 


Na + 


139mmol/l 


r 


5.0mmol/l 


Creatinine 


656 umol/1 


Glucose 


3.9mmol/l 


CT head 


no focal lesion identified 



Which of the following is the most likely cause of his 
seizure? 



♦ 



. 



♦ 



Bacterial meningitis 
Viral meningitis 
Uraemic encephalopathy 
Erythropoietin induced epilepsy 
Ischaemic stroke 



•A 






No.: 112 

Erythropoietin induced epilepsy 

This is erythropoietin induced epilepsy. This rare 
adverse event is seen within 90 days of erythropoietin 
initiation. His white blood cell count is normal, 
making sepsis less likely and the elevated temperature 
here is just likely to be the result of his fit. The 
creatinine of 656 umol/1 is most likely to be due to the 
interval between his dialysis sessions. The exact 
mechanism related to the seizures is unclear, but may 
be related to veno-occlusive disease or the rise in 
haemoglobin associated with EPO use. 
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No.: 113 

A 6 5 -year-old patient with severe rheumatoid arthritis 
presents to the GP complaining of peripheral oedema 
and an acutely swollen, painful right big toe. He has 
been treated for some months with a combination of 
low dose predinsolone (7.5mg/day) and auranofin 3mg 
daily. On examination there is obvious active 
rheumatoid disease, peripheral oedema, and right 1st 
MTP joint inflammation suggestive of gout. His BP is 
142/77 mmHg and there is no sign of pulmonary 
oedema. 



Investigations 




Hb 


12.1 g/dl 


WCC 


4.5 xl0 9 /l 


PLT 


145 xl07l 


Na + 


139 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


130 Iumol/1 


Alb 


23g/l 


24hr urinary protein excretion 


2.6g/day 



Which of the following is the most likely diagnosis? 

Rheumatoid nephropathy 
Corticosteroid related fluid retention 






a 



Gold nephropathy 

Gold related hepatic dysfunction 

Congestive cardiac failure 



No.: 113 

Gold nephropathy 

Proteinuria is a relatively common side-effect of gold 
therapy, and here 24hr urinary protein estimation is 
clearly abnormal. Other manifestations of renal 
dysfunction may also occur, and this probably 
accounts for the concomitant presentation with acute 
gout. Removal of gold therapy often leads to a 
significant improvement in the degree of proteinuria, 
and that should be the course of action here, with 
substitution of another second line therapy in its 
place. 
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No.: 114 

A 72-year-old man with a history of hypertension 
presents to the Emergency department in extremis. He 
awoke in the early hours of the morning with severe 
shortness of breath as if he was going to gasp his last 
breath. You understand that his GP has commenced him 
on ramipril 5mg daily a short time ago. On examination 
he has a BP of 175/85 mmHg, a pulse of 100/min and is 
in left ventricular failure. You manage him with a 
nitrate infusion and fiirosemide and he improves. 

Investigations 



Hb 


13.1 g/dl 


WCC 


5.0xl0 9 /l 


PLT 


212x1071 


Na + 


139 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


204 umol/1 (134 one month earlier) 



Echo shows mild LVH 

What is the most likely cause of his presentation 
with pulmonary oedema? 






Coronary artery disease 
Hypertensive heart disease 
Hypertrophic cardiomyopathy 
Aortic stenosis 
Renal artery stenosis 






: 



No.: 114 

Renal artery stenosis 

Patients with renal artery stenosis may present in this 
manner with rapidly worsening renal function, an 
increase in blood pressure and so called flash 
pulmonary oedema. In this case, the presentation has 
almost certainly been accelerated by the starting of an 
ACE inhibitor. Investigations to confirm the diagnosis 
include ultrasound, which may show differential 
kidney size, and magnetic resonance angiography. 
Management centres on non-ACE inhibitor control of 
blood pressure; unfortunately whilst angioplasty may 
be attempted in this age group, it is rarely successful 
in controlling blood pressure. 
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No.: 115 

A 32-year-old man is being treated with an indinavir - 
containing HAART regime for HIV infection. Other 
medication of note includes co-trimoxazole which was 
recently started as prophylaxis against PCP. He has 
noticed increasing nausea and tiredness over the past 
few weeks. 

Investigations 



Hb 


10.4 g/dl 


WCC 


6.1xlO y /l 


PLT 


180xl0 9 /l 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


276 umol/11 


Urine 


Blood +, Protein + 



Given the most likely renal diagnosis, which of the 
following is the most appropriate therapy for this 
patient? 

IV hydrocortisone 






Co-amoxiclav 

IV methylprednisolone and cyclophosphamide 

IV normal saline 

IV sodium bicarbonate 






No.: 115 

IV normal saline 

This patient has crystal nephropathy, a condition 
known to be associated with indinavir use, which is a 
common component of HAART. Certain drug-drug 
interactions lead to increased indinavir concentration, 
one of which is co-trimoxazole. Adequate rehydration 
is crucial to avoid crystal nephropathy and patients 
taking indinavir are recommended to take at least 2-3 
litres of fluid per day. IV rehydration is the treatment 
of choice for crystal nephropathy and, given adequate 
fluid replacement, indinavir therapy can often 
continue. 



am* 
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No.: 116 

A 42-year-old man has completed 2 years of 
haemodialysis and is suffering increasing symptoms of 
tiredness and lethargy. He is frustrated with waiting for 
a cadaveric transplant and wants to discuss options for 
securing a new kidney. 

Investigations 



Hb 


10.9 g/dl 


WCC 


5.4x1071 


PLT 


167x1071 


Na + 


139mmol/l 


K + 


5.4mmol/l 


Creatinine 


456 umol/1 



Ejection fraction 48% 

Which of the following is the best advice? 

Convince him to take his willing 13 -year-old son's 
kidney 

Suggest that he will have to wait his turn on 
cadaveric transplant list 

His wife is highly likely to be a match and should 
be approached 



♦ 



Refer for urgent cadaveric transplant 



Urge him to contact an overseas supplier to source 
a kidney 



No.: 116 

Suggest that he will have to wait his turn on cadaveric 
transplant list 

It's inappropriate for this man to receive a kidney 
from his 13-year-old son, and his symptoms do not 
currently suggest that he requires urgent 
transplantation. Currently he should continue to wait 
his turn on the cadaveric list, although it should be 
possible to review the possibility of a transplant from 
his son in 2 or 3 years time. Clearly were his medical 
status to deteriorate then he could be moved to the 
urgent cadaveric transplant list. 
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No.: 117 

A 23 -year-old woman presents to the surgery after an 
upper respiratory tract infection and sore throat 
complaining of passing brown urine, she became ill 
with the chest cold about 5 days ago. She tells you that 
she has suffered from blood in the urine on a previous 
occasion after suffering from a sore throat. On 
examination her BP is slightly elevated at 139/87 
mmHg. Otherwise physical examination is 
unremarkable. 

Investigations; 



Hb 


11.8 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


145 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


132 lumol/1 


Urine 


blood ++, protein + 



Which of the following investigations is most likely 
to confirm the diagnosis? 






Urine culture 
Serum IgA levels 
ASOT 

Renal biopsy 
Cystoscopy 



•A 






No.: 117 
Renal biopsy 

Recurrent haematuria, occurring in close proximity to 
upper respiratory tract infection is highly suggestive 
of IgA nephropathy. It would seem reasonable to 
measure IgA levels, as these are usually elevated in 
IgA nephropathy, but raised IgA levels are not 
specific for the condition Renal biopsy is the 
investigation of choice to confirm the diagnosis, with 
usual findings including diffuse mesangial 
proliferation and extracellular matrix expansion 
Immunofluorescence is used to visualise IgA deposits, 
and C3 is also often seen Aggressive control of 
hypertension, with ACE inhibition as the main 
therapeutic option, and management of rising 
creatinine or proteinuria with the use of 
corticosteroids form the back bones of therapy. 
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No.: 118 

A 17-year-old man presents to the clinic with raised BP 
of 152/82 mmHg. You are concerned that he may have 
serious underlying pathology and arrange a series of 
tests. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.0xl0 9 /l 


PLT 


204x1071 


Na + 


139mmol/l 


r 


3.0 mmol/1 


Creatinine 


105 umol/1 


Bicarbonate 


35 mmol/1 


Aldosterone erect 


150 pmol/1 (200-1000) 


Renin erect 


2.2 pmol/ml/hr (2.8-4.5) 



Which of the following is the most likely diagnosis? 

Renal artery stenosis 



♦ 






Bartter's syndrome 
Gitelman's syndrome 
Conn's syndrome 
Liddle's syndrome 



•A 






No.: 118 
Liddle's syndrome 

This man has hypertension presenting at a young age 
with profound hypokalemia, alkalosis and 
suppressed renin and aldosterone. This fits with the 
picture of Liddle's syndrome, a rare autosomal 
dominant condition causing a mutation in the highly 
selective epithelial sodium channel in the distal 
nephron. This results in sodium retention independent 
of mineralocorticoid activity, and hence the clinical 
picture seen here. 
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A 39-year-old man with a history of hypertension 
treated with ramipril lOmg daily comes to see the GP 
complaining of tiredness and lethargy. He runs some 
routine bloods which are given below: 

Investigations; 



Hb 


12.0 g/dl 


WCC 


5.0xl0 9 /l 


PLT 


170x1071 


Na + 


139mmol/l 


r 


5.6 mmol/1 


Bicarbonate 


13 mmol/1 


Creatinine 


180umol/l 



Which of the following is the most likely diagnosis? 

Renal tubular acidosis Type I 
Renal tubular acidosis Type II 
Renal tubular acidosis Type IV 
Addison's disease 
Conn's syndrome 



No.: 119 

Renal tubular acidosis Type IV 

Type IV RTA, also known as hyperkalaemic RTA 
occurs when either aldosterone levels are low, or the 
kidney fails to respond to aldosterone. This leads to 
hyperkalaemic metabolic acidosis. Pharmacological 
causes of Type IV RTA include spironolactone, ACE 
inhibitors and ARBS, trimethoprim, heparin, 
pentamidine, and NSAIDs. Structural kidney diseases 
such as SLE and amyloidosis can also affect response 
to aldosterone and lead to Type IV RTA. Where there 
is a causative agent that can be discontinued, 
alternative therapy should be provided, otherwise 
patients may be offered bicarbonate supplements and 
agents to lower serum potassium. 
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A 62-year-old man with a long history of Type 2 
diabetes and chronic renal failure comes to the clinic 
complaining of tiredness. Current therapy includes 
Mixtard insulin, ramipril, amlodipine, atorvastatin and 
aspirin. On examination he looks pale. 

Investigations; 



Hb 


9.7 g/dl 


WCC 


4.9xl0 y /l 


PLT 


201xl0 9 /l 


Na + 


141 mmol/1 


K + 


5.1 mmol/1 


Creatinine 


210 umol/1 


Ferritin 


210 ug/1 



Which of the following is the most appropriate 

management for him? 

* 

Commence oral ferrous sulphate 

Treat with EPO to a target Hb of 13.5g/dl 

Arrange IV iron replacement 






Treat with EPO to a target Hb of 1 1 g/dl 



No current intervention, but plan for review in 3 
months 



No.: 120 

Treat with EPO to a target Hb of 1 1 g/dl 

Further ferritin replacement will not improve his Hb 
levels further. A Cochrane meta-analysis suggested 
that treating to the higher Hb target of 13.5g/dl may 
result in increased risk of hypertensive crises. 
European renal guidelines therefore recommend a 
lower target haemoglobin of 11 g/dl. Given his 
symptoms of lethargy, it would be unacceptable to 
leave his Hb at 9.7g/dl. 
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A 22-year-old man with a history of nephrotic 
syndrome due to minimal change disease comes to the 
clinic because he feels more poorly than usual. He has 
noticed that despite his usual dose of fiirosemide, his le£ 
oedema is worsening and for the past few days he has 
suffered from some vague left flank pain. On 
examination his BP is 155/92 mmHg and you confirm 
the left flank pain. 

Investigations; 



Hb 


11,1 g/di 


WCC 


7.1x1071 


PLT 


232x1071 


Na + 


140mmol/l 


K + 


5.4mmol/l 


Creatinine 


280 umol/1 (190umol/l at clinic 
a month earlier) 


24hr urinary 
protein 


3g (up from 1.6g last time it 

was assessed) 


Cholesterol 


6.9mmol/l 



Which of the following is the most likely diagnosis? 

Renal artery thrombosis 
Renal vein thrombosis 









a 



Acute pyelonephritis 
Nephrolithiasis 
Left sided renal cysts 



No.: 121 

Renal vein thrombosis 

Patients with nephrotic syndrome are known to suffer 
from a hypercoagulable state and as such are more 
prone to suffering from renal vein thrombosis. This 
picture of vague flank pain coupled with worsening 
creatinine and proteinuria is fairly typical. Initial 
investigation with ultrasound is likely to reveal a 
swollen, oedematous kidney on the left when 
compared to the other side. Long term 
anticoagulation may be considered in this patient for 
prophylaxis against further thromboembolic events. 
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A 62-year-old man is referred to the renal clinic with 
swollen ankles. His GP is managing him for 
hypertension and he is currently managed with ramipril, 
indapamide and amlodipine. The GP is concerned as he 
noticed 3+ of proteinuria on dipstick testing. On 
examination in the clinic is BP is 149/91 mmHg, his 
pulse is 88/min and regular. He has bilateral pitting 
oedema. 

Investigations; 



Hb 


11.4 g/dl 


WCC 


5.9xlO y /l 


PLT 


201x1071 


Na + 


138mmol/l 


K+ 


4.9 mmol/1 


Creatinine 


175 lumol/1 


Ca ++ 


2.1 mmol/1 


IgA 


0.7 g/1 (0.8-3.0) 


IgG 


8.9 g/1 (6.0-13.0) 


IgM 


1.0 g/1 (0.4-2.5) 


24hr urinary protein 


3.5g 



Which of the following is the most likely primary 
diagnosis? 






Myeloma kidney 

Membranous nephropathy 

AL amyloidosis 

Minimal change disease 

Focal segmental glomerulosclerosis 



•A 






No.: 122 

Membranous nephropathy 

Given the lack of associated chronic disease, 
amyloidosis is unlikely. Additionally, in the presence 
of near normal immunoglobulins, (IgA is only very 
slightly reduced), myeloma kidney is not likely to be 
the underlying diagnosis. In this particular age group, 
membranous nephropathy is the most likely diagnosis, 
with the insidious onset as seen here, typical of the 
presentation Whilst membranous nephropathy may 
be associated with malignancy, in fact only 5-10% of 
cases are associated with an underlying cancer. 
Autoimmune pathology, infectious diseases, and drugs 
may also be associated with the development of the 
condition. 
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A 22-year-old man with a history of IgA nephropathy 
comes to the renal clinic. He has a history of 
microscopic haematuria and proteinuria and a renal 
biopsy has suggested IgA nephropathy with extensive 
sclerosis. On examination he has a BP of 158/92 mmHg 
and has bilateral ankle oedema. 

Investigations; 



Hb 


11.3 g/dl 


WCC 


6.1xlO y /l 


PLT 


201x109/1 


Na + 


139mmol/l 


r 


4.8 mmol/1 


Creatinine 


280 umol/1 


PTH 


10 pmol/1 (0.9-5.4) 


24hr urinary protein 


4.7g 



Which of the following is the most important 
additional therapy for him? 



♦ 
• 



Vitamin D 

Sevelamer 

Ramipril 

Atenolol 

Prednisolone and azathioprine 



A 






No.: 123 
Ramipril 

This man has well established glomerulosclerosis 
related to his IgA nephropathy with impaired renal 
function; as such aggressive immunosuppressive 
therapy is less likely than improved blood pressure 
control to have a significant impact on his prognosis. 
Out of available blood pressure agents, ACE 
inhibitors are thought to have the greatest effect in 
reducing progression of proteinuria and worsening of 
creatinine. Sevelamer is a phosphate binder, and we 
arent given information on calcium / phosphate status 
here, but the PTH is within twice the upper limit of 
normal. Guidelines only recommend treating PTH 
when it is above twice the upper limit of normal 
because of the risk of adynamic bone disease. 
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A patient with chronic renal failure related to diabetes 
mellitus comes to the clinic. She is managed with a 
number of anti-hypertensive medications and BD 
insulin to control her blood sugar. She also takes 
atorva statin and aspirin. On examination her BP is 
142/82 mmHg, pulse is 85/min and regular. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


5.9x1071 


PLT 


201 xl07l 


Na + 


139mmol/l 


r 


5.0mmol/l 


Creatinine 


230 umol/1 


Ca ++ 


2.1 mmol/1 


P0 4 " 


0.85 mmol/1 


PTH 


16.1 pmol/1 (0.9-5.4) 



Which of the following is the most appropriate 
treatment? 



Ergocalciferol 

Alphacalcidol 

Calcitonin 

Sevelamer 

Cinacalcet 






•A 






No.: 124 
Alphacalcidol 

Hyperparathyroidism in renal disease can be 
managed with the use of alphacalcidol, because the 
drive for increased PTH comes at least in part from 
low levels of 1, 25-OH vitamin D. If vitamin D 
replacement fails to achieve a reduction in PTH levels, 
then surgery may be considered. Cinacalcet is a PTH 
antagonist, but is only recommended by NICE for the 
management of patients with hyperparathyroidism 
who are on haemodialysis and not fit for surgery. 
Sevelamer is a phosphate binding agent. 
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A 54-year-old man with chronic renal failure managed 
with peritoneal dialysis. He has been on dialysis for the 
past 3 years and has a history of long-standing Type 1 
diabetes. On examination in the clinic his BP is 152/84 
mmHg, pulse 70/min and regular. There are no 
unexpected findings. 

Investigations; 



Hb 


10.4 g/dl 


WCC 


5.4xlO y /l 


PLT 


180xl0 9 /l 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


480 umol/1 


Ca ++ 


2.85 mmol/1 


P0 4 " 


1.8 mmol/1 


PTH 


18.2 pmol/1 (0.9-5.4) 



Which of the following treats the range of 
abnormalities associated with hyperparathyroidism? 

Calcium and vitamin D 

Vitamin D 

Sevelamer 

Cinacalcet 

Low phosphate diet 






•A 



No.: 125 
Cinacalcet 

Vitamin D is used in the early stages of 
hyperparathyroidism related to renal failure, when 
calcium levels are low -normal, and PTH is above 
twice the upper limit of the normal range. In this case 
we have both a raised serum phosphate and marked 
hyperparathyroidism In this respect the PTH 
antagonist cinacalcet may be used in the treatment of 
hyperparathyroidism, in conjunction with other 
measures such as a low phosphate diet and a suitable 
phosphate binder such as sevelamer. 
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A 32-year-old man attends the clinic as an urgent 
referral from his GP, he has been suffering from a 
cough, fevers and increasing lethargy over the past few 
days, but most recently has begun to suffer from 
haemoptysis. When he makes it to the clinic he looks 
quite unwell, with a raised respiratory rate of 3 1/min. 
His BP is 155/82 mmHg and he has crackles at both 
lung bases on auscultation. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


12.1xl0 y /l 


PLT 


185 xl07l 


Na + 


141 mmol/1 


K + 


5.9mmol/l 


Creatinine 


194 umol/1 


c-ANCA 


negative 


ESR 


74mm/hr 


CXR - Patchy peri 
infiltration 


lilar and basal 


PFTS - Transfer factor increased 



Which of the following tests would you do next? 

Anti -nuclear antibodies 






♦ 



Anti -smooth muscle antibodies 
P-ANCA 

Anti-GBM antibodies 
Anti-Ro antibodies 



> 






No.: 126 
Anti-GBM antibodies 

The presentation with worsening haemoptysis due to 
pulmonary haemorrhage, and acute renal failure is 
typical of Goodpasture's syndrome. 

Goodpasture's, also known as anti-GBM disease 
occurs because of anti-basement membrane 
autoantibodies directed against Type-IV collagen 
HLA-DR2 and HLA-B7 are thought to occur with 
increased frequency in patients who have 
Goodpasture's. Renal biopsy demonstrates features of 
crescenteric necrotising glomerulonephritis. Lung 
biopsy demonstrates extensive pulmonary 

haemorrhage with accumulation of haemosiderin 
laden macrophages within alveoli. The trigger for 
Goodpasture's is unknown, although exposure to 
smoking, influenza A, or other toxic inhalants may all 
increase the risk for developing the disease. 
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No.: 127 

A 5 5 -year-old man presents to the clinic for review. He 
has suffered one episode of transient loss of vision in 
his right eye, and most recently has suffered a 
mononeuritis affecting his left common peroneal nerve. 
He also has a history of hypertension for which he 
currently takes ramipril and amlodipine. On 
examination his BP is 155/85 mmHg, he has left foot 
drop consistent with his nerve injury. You notice that he 
also has livedo reticularis. 

Investigations; 



Hb 


12.2 g/dl 


WCC 


12.3 xlO y /l (increased 
neutrophils) 


PLT 


192x1071 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


194 lumol/1 


P-ANCA 


positive 


ESR 


61 mm/hr 


Renal 
angiogram 


multiple microaneurysms 



Which of the following is the most likely diagnosis? 

Wegener's granulomatosis 



♦ 



♦ 



SLE 

Polyarteritis nodosa 
Berger's disease 
Goodpasture's syndrome 



No.: 127 
Polyarteritis nodosa 

Both CNS and PNS symptoms are common presenting 
features of polyarteritis nodosa (PAN), in which 
pANCA is often positive, but not necessarily specific 
to the condition Angiography revealing small to 
medium sized artery renal aneurysms is very typical 
of the condition Hepatitis B is associated with an 
increased risk of PAN, and for this reason prevalence 
is increased in populations where Hep B is endemic. 
Histology of lesions reveals microscopic polyangitis, 
which is also seen in Wegener's granulomatosis. 
Corticosteroids and cyclophosphamide form the 
mainstay of therapy for idiopathic PAN. Multiple 
renal microaneurysms are very typical of PAN, and 
this pushes us away from a diagnosis of Wegeners, 
SLE etc. Whilst there is pANCA cross over between 
PAN and other autoimmune conditions, it is more 
typically found in PAN. 
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A 29-year-old man with a history of polycystic kidney 
disease presents to the Emergency room with 24hrs of 
left loin pain. He is managed with ramipril and 
amlodipine for his BP and has suffered a progressive 
rise in his creatinine over the past few years. On 
examination his BP is 142/82 mmHg. The pain 
gradually resolves in the Emergency room with simple 
analgesia. 

Investigations; 



Hb 


11.4 g/dl 


WCC 


5.2x1071 


PLT 


201 xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


156 umol/1 (153 3 months 
earlier in the clinic) 


CRP 


12mg/l 


Urine 


blood +, protein - 



Which of the following is the most appropriate 
management? 

Admit for observation 

Discharge with ciprofloxacin 

Arrange an abdominal CT scan 

Arrange an abdominal ultrasound scan 

Arrange review in 3 days for urine culture results 









No.: 128 

Arrange an abdominal ultrasound scan 

The most likely diagnosis is haemorrhage into a renal 
cyst. Haematuria is usually self limiting, and as the 
pain has resolved it seems likely that there is no 
further bleeding. Given that the renal function has 
remained stable, he can be reassured. That being said, 
given the easy availability of ultrasound scanning, it 
would seem sensible to arrange a scan to rule out 
other causes of haematuria / proteinuria. 
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A 62-year-old man who has been managed with long- 
term haemodialysis for end stage renal failure as a result 
of Type 1 diabetes presents to the clinic complaining of 
pain and tingling in his hands, particularly in the early 
hours of the morning. He also has trouble with 
dysphagia and indigestion, and echocardiography 
performed for decreased LV function revealed a 
suspicion of early constrictive pericarditis. On further 
questioning he also admits to drinking a glass of whisky 
each evening. On examination he has weakness of 
thumb abduction, apposition and flexion and there is 
suspicion of some sensory loss. 
Investigations; 



Hb 




10.1 g/dl 


WCC 




4.3 xl0 9 /l 


PLT 








192xl0 9 /l 




Na + 


139mmol/l 




K + 


4.7 mmol/1 




Creatinine 


421 umol/1 




Urate 


0.54 mmol/1 




Glucose 


9.2 mmol/1 





Which of the following is the most likely cause of his 
neurological symptoms? 



♦ 



Uraemic neuropathy 
Carpal tunnel syndrome 
B12 deficiency 
Diabetic neuropathy 
Alcoholic neuropathy 



•A 






No.: 129 

Carpal tunnel syndrome 

Evidence of GI involvement, constrictive pericarditis, 
and thenar weakness with sensory loss is suggestive of 
beta-2 microglobulin deposition Indigestion and 
symptoms of reflux occur due to disordered gut 
motility as a result of amyloid deposition in the GI 
tract. In the normally functioning kidney, beta-2 
microglobulin is cleared by glomerular filtration, and 
catabolised in the proximal tubules. In patients with 
end stage renal failure, particularly those who have 
undergone long term dialysis, accumulation occurs 
and the symptoms of systemic amyloidosis develop. 
High flux biocompatible dialysis membranes may 
reduce accumulation of beta-2 microglobulin, and 
renal transplantation can lead to a gradual reduction 
in symptoms, but unfortunately those with significant 
multi-system disease may be considered unfit for 
surgical intervention 
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A 54-year-old man who is on continuous peritoneal 
ambulatory dialysis, presents to the Emergency room 
with dull abdominal pain. He has a history of 
hypertension for which he takes a number of agents, and 
Type 2 diabetes for which he takes BD insulin. On 
examination, he is pyrexial 37.8°C; the dialysate fluid is 
cloudy, but the site of the catheter looks clean. 
Investigations; 



Hb 


10.2 m 


WCC 


12.1 xl07l 


PLT 


204x1071 


Na + 


140mmol/l 


r 


4.9 mmol/1 


Creatinine 


321 Vmol/1 


Dialysate fluid 


120 white cells/ml 



Which of the following is the most appropriate initial 
treatment? 



<? 






Oral ciprofloxacin 

IV gentamicin and vancomycin 

Intraperitoneal vancomycin and gentamicin 



Oral vancomycin 
IV ciprofloxacin 



•A 






No.: 130 

Intraperitoneal vancomycin and gentamicin 

This man has symptoms and signs consistent with 
spontaneous bacterial peritonitis associated with 
continuous ambulatory peritoneal dialysis (CAPD). 
Standard therapy involves instilling IP vancomycin 
and gentamicin, as coagulase negative staphylococcus 
is a very common pathogen Once culture results are 
available antibiotics can then be tailored 
appropriately. Persistent or relapsing peritonitis, 
erosion or protrusion of the cuff around the dialysis 
catheter may unfortunately necessitate removal. 



AM* 



fc> 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 131 

A 6 8 -year-old man comes to the renal clinic as a GP 
referral. He has a long history of hypertension which is 
managed with ramipril lOmg daily and amlodipine 
lOmg, but most recently he has complained of 
increasing tiredness. The GP ran some blood tests and 
was very concerned about the results. 
Investigations; 



Hb 


9.9 g/dl 


WCC 


5.6 xl07l 


PLT 


184xl0 9 /l 


Na + 


139 mmol/1 


K + 


5.7 mmol/1 


Urea 


12.2 mmol/1 


Creatinine 


305 umol/1 


Ferritin 


130 ug/1 (15-300 ug/1) 



You plan to treat him with EPO. Which of the 
following is the most appropriate Hb target? 



• 



♦ 






10.0 g/dl 
11.0 g/dl 
13.0 g/dl 
14.0 g/dl 
14.5 g/dl 



t 






No.: 131 

11.0 g/dl 

Guidelines from the European Renal Association 
support a target for Hb of >11.0 g/dl or haematocrit of 
>33%. Additionally, they recommend reaching this 
target within 4 months of commencing treatment. 
Renal patients are often additionally ferritin depleted, 
and assessment of ferritin level is crucial before 
starting EPO. Patients who are ferritin depleted 
should first be given an IV infusion Some controversy 
existed as to whether a higher target would lead to 
lower CV events, but a study sponsored by Roche 
which targeted EPO use to achieving an Hb in the 
normal range showed no CV benefit. 
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A 50 -year-old woman who has a 10 year history of end 
stage renal failure and is on haemodialysis is admitted 
with a pathological fracture of her left femur. She is 
taking ramipril lOmg, amlodipine lOmg, atorvastatin 
lOmg, calcium and vitamin D. On examination she has 
hepatosplenomegaly. Her BP is 155/92 rnmHg, and she 
has peripheral oedema. Previously when she was still 
passing reasonable amounts of urine, her protein 
excretion was measured at 3 .2g/24hrs 
Investigations; 



Hb 


10.0 g/dl 


WCC 


4.8 xl0 y /l 


PLT 


178 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


593 umol/1 


Ca ++ corr 


2.61 mmol/1 (2.2-2.6 mmol/1) 


ALP 


295 U/l (45-105 U/l) 


PTH 


14pmol/l l-6pmol/l) 


po 4 


0.70 mmol/1 


X-ray left femur 


lucency in mid- shaft 


T score 


-3.0 



Which of the following is the most likely cause of the 
fracture? 






Dialysis related amyloid 
Multiple myeloma 
Hyperparathyroidism 
Osteomalacia 
Malabsorption 



No.: 132 

Hyper par athyr oidi sm 

This person as familial renal amyloidosis, as 
evidenced by hepatosplenomegaly, nephrotic 
syndrome, and progressive renal failure. The fracture 
is most likely to be related to hyperparathyroidism 
and loss of bone density. The raised alkaline 
phosphatase is likely to be as a result of the recent 
fracture, and the calcium level to slight over 
replacement with calcium and vitamin D. Cinacalcet 
would be the obvious next therapy for this patient. 
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A 60-year-old man presents to the GP with tiredness 
and stress at work. He is due to retire in 5 years and 
wants to work out his time, but is being forced to retire 
early. Past medical history of note includes 
hypertension which is managed with ramipril. Clinical 
examination reveals a BP of 142/78 mmHg, otherwise 
there are no other abnormal findings. 
Investigations; 



Hb 


i2.9 m 


WCC 


7.8 xl07l 


PLT 


192x1071 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


130Vmol/l(127umol/l 
some 2 years earlier) 


Plasma Viscosity 


1.78 Pa/s (1.50-1.72) 


Immunoglobulins 


IgG paraprotein band, total 
IgG elevated at 27g 


Bone marrow 


plasma cells<10% 



Which of the following is the most likely diagnosis? 

Multiple myeloma 

Monoclonal gammopathy of unknown significance 
(MGUS) 

Hodgkin's lymphoma 



♦ 



Non-hodgkin's lymphoma 
Waldenstrom's macrogammaglobulinaema 



No.: 133 

Monoclonal gammopathy of unknown significance 
(MGUS) 

The incidental finding of a paraprotein band, without 
evidence of end-organ damage, and less than 10% 
plasma cell involvement of bone marrow is typical of 
MGUS. Progression to myeloma is around 1% per 
year, and the vast majority of patients can be 
managed conservatively. Evidence of deteriorating 
renal function or impaired immunity may imdicate 
that transformation to myeloma has occurred. 
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A 24-year-old man presents with facial swelling. He has 
recently recovered from an upper respiratory tract 
infection for which his GP had prescribed a course of 
amoxicillin 3 days earlier. He was diagnosed with 
minimal change nephropathy 2 years ago, which was 
confirmed on biopsy. He isnt currently taking 
corticosteroids. On examination his BP is 150/88 
mmHg and he also has pitting ankle oedema. 
Investigations; 



Hb 


12.6 g/dl 


WCC 


7.8 xl07l 


PLT 


195 xl0 9 /l 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


130lumol/l 


Albumin 


25g/l 


Urine protein 


+++ 



Which of the following is the most likely diagnosis? 

Post streptococcal glomerulonephritis 






Relapse of minimal change disease 

Membranous nephropathy 

IgA nephropathy 

Focal segmental glomerulosclerosis 
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Relapse of minimal change disease 

Given the previous diagnosis, a relapse of minimal 
change disease is the most likely underlying diagnosis 
here. The interval between streptococcal infection and 
appearance of symptoms is too short to indicate that 
this is post-streptococcal glomerulonephritis. Minimal 
change disease is usually very responsive to 
corticosteroids, and hypertension should be managed 
aggressively with ACE inhibitors the first choice 
therapy. 
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A 75 -year-old woman with a history of Type 2 diabetes 
presents with symptoms of a urinary tract infection. She 
takes a mix of medications including gliclazide MR, 
ramipril, amlodipine and atorva statin. On examination 
she has a temperature of 37.8°C, her BP is 125/80 
mmHg, her pulse is 75/min. She has suprapubic and left 
loin tenderness consistent with a UTI. 
Investigations reveal; 



Hb 


12.3 g/dl 


WCC 


14.1xlO y /l 


PLT 


202 xl0 9 /l 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


182lumol/l 


Urine 


white cells ++, protein ++ 



Which of the following is the most appropriate 
therapy? 






Oral amoxicillin 
IV amoxicillin 
Oral ciprofloxacin 
Oral trimethoprim 
Oral nitrofurantoin 



•A 
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Oral ciprofloxacin 

Significant resistance to amoxicillin exists with respect 
to urinary tract pathogens, being present in up to 
50% of isolates in some areas. Co-amoxiclav 
effectively overcomes this resistance problem but we 
are not presented with co-amoxiclav as an option here. 
Nitrofurantoin may be associated with peripheral 
neuropathy and is not a first line choice, and 
fluoroquinolone resistant E. coli make up more than 
10% of those tested in some areas, although 
ciprofloxacin has still been recommended as first line 
therapy by SIGN for symptoms of upper UTI as seen 
here. Trimethoprim resistance is apparently as high 
as 40% but it is still recommended as a 3 day course 
for uncomplicated lower urinary tract infection 
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A 65-year-old man with no significant previous medical 
history presents to his GP with symptoms of an upper 
respiratory tract infection for which he is prescribed a 
10 day course of amoxicillin. Towards the end of the 
course of antibiotics he comes back to the GP 
complaining of increasing nausea, anorexia and 
shortness of breath. He has a BP of 145/95 mmHg and a 
diffuse rash over his groin and thighs. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


9.2 xl07l 


PLT 


187x109/1 


Na + 


139mmol/l 


K + 


6.8 mmol/1 


Creatinine 


430 Vmol/1 



Which of the following is the most likely cause? 

IgA nephropathy 



♦ 



♦ 






Acute interstitial nephritis 
Acute tubular necrosis 
Henoch Schonlein purpura 
Goodpasture's syndrome 



1 
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Acute interstitial nephritis 

AIN is an important cause of renal failure and may be 
the cause of renal failure in up to 15% of patients 
undergoing renal biopsy evaluation Sulphonamides, 
penicillins, cephalosporins, diuretics and NSAIDS are 
all recognised causes. Discontinuation of the possible 
causative agent is the treatment of choice, and slow 
recovery is possible over the course of around 6 
weeks. It is possible however that up to 40% of 
patients may progress to chronic renal failure. High 
dose prednisolone may improve the outcome when 
used in the acute situation 
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A 5 6 -year-old woman with known chronic renal failure 
(usual creatinine 400 lumol/1) secondary to adult 
polycystic kidney disease presents with a 2-day history 
of dysuria, left loin pain, fevers and vomiting. On 
examination she is pyrexial (temperature 38.5° C) with 
left loin tenderness and a pericardial rub. Her blood 
pressure is elevated at 162/90 mmHg. You commence 
her on IV antibiotics. 
Investigations show: 



Creatinine 


1200Vmol/l 


ECG 


left ventricular hypertrophy. No 
other abnormality 


Hb 


9.5 g/dl 


Potassium 


5.8mmol/l 


Urea 


60 mmol/1 


WCC 


25 x 10 y /l 



Which one of the following is the most appropriate 
intervention with respect to her renal impairment 
and circulatory status? 

Rapid IV Fluids 



• 



Fluid restriction 

Dialysis 

Blood transfusion 

Insulin and dextrose 



•A 
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Dialysis 

This woman demonstrates a case of acute-on-chronic 
renal failure (CRF) secondary to likely 
pyelonephritis/infected cyst. She needs dialysis 
urgently as she has a pericardial rub, which is most 
likely due to uraemic pericarditis. She also has severe 
uraemia with a urea and creatinine value as high as 
this. Although cautious IV fluids would not be 
inappropriate, she is only mildly dehydrated and they 
will not correct this degree of renal failure. Insulin 
and dextrose will lower the potassium but this is not 
dangerously elevated, and dialysis, required for the 
severe renal impairment and uraemic pericarditis will 
result in lowering of potassium anyway. A blood 
transfusion is not needed as many patients with CRF 
are anaemic secondary to erythropoietin deficiency 
and this is usually worse in the setting of acute 
infection 
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A 50-year-old retired bank manager attended a well 
man clinic. He has always enjoyed good health, but has 
recently developed a dry cough. He takes daily over- 
the-counter multivitamin tablets. On examination he is 
extremely well with no abnormality detected. Screening 
test results are normal with the exception of corrected 
calcium of 2.82 mmol/1. A repeat uncuffed sample with 
simultaneous plasma parathyroid hormone (PTH) 
reveals corrected calcium of 2.86 mmol/1 and PTH of 
5.1pmol/l(0.95-.4). 
Which of the following is the most likely diagnosis? 






♦ 



Primary hyperparathyroidism 
Multiple myeloma 
Prolonged tourniquet application 
Vitamin D excess 
Sarcoidosis 
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Primary hyperparathyroidism 

The plasma parathyroid hormone (PTH) is the best 
single test for differentiating between hypercalcaemia 
due to parathyroid over activity and that due to non- 
parathyroid causes. Primary hyperparathyroidism 
can be associated with a plasma PTH within the 
normal range. The normal response to 
hypercalcaemia is suppression of the plasma PTH 
below the lower reference limit. Levels within the 
reference limit are inappropriately high and 
suggestive of parathyroid disease. Familial 
hypocalciuric hypercalcaemia is a hereditary disease 
with autosomal dominant transmission, and is 
characterised by moderate chronic hypercalcaemia 
and normal or moderately elevated plasma PTH 
concentrations. The fractional excretion of calcium is 
lower than in primary hyperparathyroidism and the 
urine calciunVcreatinine ratio is usually less than 0.01. 
The importance of this condition is that the 
hypercalcaemia rarely leads to significant clinical 
signs and parathyroidectomy is unsuccessful as a 
therapy. 
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A 27-year-old dancer comes to the emergency 
department because of severe pain in her left side and 
dark urine. She denies fever but states that her general 
practitioner (GP) had seen her several days ago for 
urinary frequency and burning. She had been treated 
with trimethoprim at that time and the dysuria had 
resolved. The pain she now feels comes on very 
suddenly and the paroxysms are so severe that she 
cannot walk. There is some nausea and she had vomited 
twice. The pain radiates to her groin. Her vital signs are 
temperature of 37.2°C, blood pressure 110/70 mmHg, 
pulse 95/min and respiration 14/min. Physical 
examination of the chest and heart is normal. The 
abdomen is soft and non-tender with no guarding. Her 
white count and ESR are in the normal range. She is 
given analgesia. 

Which of the following is the most appropriate early 
treatment? 

♦ 






Intravenous (IV) broad- spectrum antibiotics 

IV Furosemide 

Percutaneous removal of stones 

Lithotripsy 

Hydration 



No.: 139 
Hydration 

Kidney stones form when there is a high level of 
calcium (hypercalciuria), oxalate (hyperoxaluria), or 
uric acid (hyperuricosuria) in the urine; a lack of 
citrate in the urine; or insufficient water in the 
kidneys to dissolve waste products. The kidneys must 
maintain an adequate amount of water in the body to 
remove waste products. If dehydration occurs, high 
levels of substances that do not dissolve completely 
(e.g. calcium, oxalate, uric acid) may form crystals 
that slowly build up into kidney stones. 
Urine normally contains chemicals (including citrate, 
magnesium and pyrophosphate) that prevent the 
formation of crystals. Low levels of these inhibitors 
can contribute to the formation of kidney stones. Of 
these, citrate is thought to be the most important. 
Approximately 80-85% of stones pass spontaneously. 
Approximately 20% of patients require hospital 
admission because of unrelenting pain, inability to 
retain enteral fluids, proximal urinary tract infection 
(UTI), or inability to pass the stone. 
A ureteral stone associated with obstruction and 
upper UTI is a true urological emergency. 
Complications include perinephric abscess, urosepsis, 
and death. Immediate involvement of the urologist is 
essential 

Diagnosis Includes: blood tests, urine analysis, X-rays, 
intravenous urogram, and ultrasound scan 
Treatment depends on the type and cause of the stone. 
The usual initial treatment is hydration and analgesia 
which allows spontaneous passage of stones in the 
majority of patients. For those patients whose stones 
do not pass, methods of stone removal including 
percutaneous and lithotripsy approaches may be 
considered. 
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A 19-year-old man comes to your office referred by his 
rugby coach. He is usually in robust, excellent health 
and is in the middle of 3 weeks of intensive training 
before a University tour to Australia and New Zealand. 
He has been passing dark urine for the past few days 
and he is worried that he might have a serious illness. 
He describes the urine as cola-coloured. He denies fever 
and has no complaint or discomfort other that the dark 
urine. 

He is a large muscular young man who is in no obvious 
distress. His temperature is 37.4°C, his blood pressure is 
120/70 mmHg and pulse is 65/min. His extremities are 
non oedematous and non-tender. The remainder of the 
physical examination is unremarkable. Full blood count 
is normal. 

Which test would be the most appropriate for initial 
work up? 
(• 



♦ 



ESR 

Urinalysis 

Kidney, ureter and bladder (KUB) x-ray 

Renal ultrasound 

Computed tomography (CT) of the abdomen 






No.: 140 
Urinalysis 

The differential diagnosis of haematuria includes 
stones, hematological disorders such as 
thrombocytopenia, infection, tumours, trauma and 
treatment, like cyclophosphamide. In this case the 
patient is at risk for rhabdomyolysis from the 
vigorous exercise he has been undergoing. 
Rhabdomyolysis would give haemoglobin on stick 
urinalysis but no red blood cells would be seen on 
microscopy. Other causes of haematuria in a young 
man without pain, who is fit and healthy, such as 
renal stones or urological malignancy, are highly 
unlikely. Creatinine kinase may be raised. No specific 
treatment is required apart from maintaining 
adequate hydration 



AM* 



fc> 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 141 

A 68-year-old man complained of weight loss, polyuria, 
chronic cough and left shoulder pain. Over the past few 
days he has suffered from increasing nausea and 
vomiting. He is an ex-smoker who smoked 15 
cigarettes/day for 20 years. On examination he looks 
dehydrated, his BP is 112/72 mmHg, pulse is 85/min 
and regular. There are coarse crackles on auscultation of 
the chest consistent with COPD. He is thin, with a BMI 
of 21. 
His blood results are: 



Hb 


11.6 g/dl 


ESR 


78 mm/hr 


Albumin 


23g/l 


Ca 2+ (corrected) 


3.24mmol/l 


Na + 


153 mmol/1 



Which initial step is most appropriate to begin to 
correct his hyper calcaemia? 



Corticosteroids 
Thiazide diuretics 



♦ 

Hydration with normal saline/5% dextrose 
alternating bags 

Furosemide IV 
j 

Calcitonin nitrate intravenously 






No.: 141 

Hydration with normal saline/ 5% dextrose alternating 
bags 

Hypercalcaemia is due to PTH related peptide 
secreted by the tumour cells. The calcium can be 
reduced in a relatively short time by rehydrating with 
IV fluids. Furosemide is calciuric, but should initially 
be avoided until he is rehydrated adequately. IV 
bisphosphonates are very effective, but work over a 
few hours. Corticosteroids have variable efficacy, but 
may be added to IV fluid and bisphosphonates. 
Calcitonin is rarely given and not usually as initial 
therapy. 
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An 1 8-year-old A- level student comes to the clinic 
complaining of amenorrhea. There is no history of 
weight loss. She has been recently referred to the dentist 
for assessment of badly eroded teeth. On examination, 
her parotid glands are enlarged and scratch marks are 
noticed over the dorsum of the knuckles. The rest of the 
examination is normal. She is an active girl, who runs 
five miles daily. Her BMI is 17. Her BP is 105/70 
mmHg. 
Her blood results showed: 



Na + 


136 mmol/1 


K + 


2.8 mmol/1 


Urea 


5 mmol/1 


Bicarbonate 


32 mmol/1 


pH 


7.5 



Which of the following conditions is the most likely 
diagnosis? 



• 



Addison's disease 
Eating disorder 
Long-term diuretic abuse 
Conn's syndrome 
Cushing's syndrome 



•A 






No.: 142 
Eating disorder 

The acid-base disturbance shown is a metabolic 
alkalosis. Recurrent vomiting +/- laxative abuse may 
well have lead to the hypokalemia and raised 
bicarbonate seen here, the knuckle callusing also 
supporting the diagnosis. Long-term diuretic abuse 
may coexist, but given her BMI is only 17, it is 
vomiting that is the likely predominant factor. 
Hypokalemia is not a feature of Addison's and 
Cushing's is effectively ruled out by her BMI. Conn's 
is associated with hypertension 
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A 50 -year-old female with a 4-year history of type 2 
diabetes was referred to the renal clinic. She was 
commenced on 5 mg of lisinopril 5 weeks ago for 
hypertension. Otherwise she is well, without any 
symptoms. Her diabetes is controlled with BD mixed 
insulin. On examination her BP is 142/81 mmHg, pulse 
is 75/min and regular. There is minor loss of sensation 
affecting both feet. 
Electrolyte results are as follows: 



Na+ 


138 mmol/1 


K+ 


5.5 mmol/1 


Urea 


6.0 mmol/1 


Creatinine 


150 lumol/1 


HbAlc 


54.10 mmol/mol (7.1%) (9.29-53.0 
mmol/mol, 3-7%) 



Which of the following fits best with her treatment 
after starting angiotensin-converting enzyme (ACE) 
inhibitor therapy? 

A non-progressive rise in creatinine of 20-30% is 
acceptable 

Lisinopril should be withdrawn immediately given 
the creatinine is 150 

a 

Cough is much less likely to occur versus 
angiotensin receptor blockers 

Renal artery stenosis is likely if creatinine rises 
15% and is then stable 

Creatinine should be first checked 3 months after 
initiation 



No.: 143 

A non-progressive rise in creatinine of 20-30% is 
acceptable 

With regards to angiotensin-converting enzyme 
(ACE) inhibitors, a non-progressive rise in creatinine 
of 20-30% is acceptable. Diabetes is the main cause of 
chronic kidney disease, and a significant proportion of 
patients with Type 2 diabetes actually have evidence 
of complications at the time of first presentation with 
hyperglycaemia. A progressive rise in creatinine 
should prompt consideration of renal artery stenosis. 
Guidelines generally suggest checking serum 
creatinine 1 week, 1 month and then periodically after 
starting ACE inhibition 
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A 29-year-old female of Jamaican origin presented to 
her general practitioner with 4 months of amenorrhoea 
and increasing tiredness. Routine examination reveals a 
blood pressure of 210/135 mmHg and a palpable mass 
in the abdomen. She was sent for a routine blood test 
and ultrasound of the abdomen and pelvis. She was 
adopted as a child and recalls that her immediate brother 
died of an uncertain kidney disease a few years ago in 
Jamaica. 
Investigation results are as follows: 



Ultrasound 
scan 


Enlarged kidneys with multiple 
cysts, consistent with polycystic 
kidneys 


Prolactin 


1200 mU/1 (<360 mU/1) 


Hb 


14.5 g/dl 


WCC 


9 10 9 /1 


Platelets 


350 10 y /l 


Na + 


140 mmol/1 


K + 


6.2 mmol/1 


Urea 


16.8 mmol/1 


Creatinine 


750 lumol/1 



Which of the following is the most likely diagnosis? 

Autosomal dominant polycystic kidney disease 






♦ 



Chronic ureteric reflux 
Renal cell carcinoma 
Renovascular disease 
Transitional cell carcinoma 






No.: 144 

Autosomal dominant polycystic kidney disease 

Autosomal dominant polycystic kidney disease 
(APKD) presents with hypertension and haematuria, 
and later in middle age with chronic renal failure. 
Acute loin pain or haematuria due to haemorrhage 
into the cysts are common Cysts may be found in 
other organs such as the liver and ovaries, but liver 
cysts are more commonly associated with childhood 
autosomal recessive polycystic kidney disease. 
Hypertension develops in over 75% of cases. 
Subarachnoid haemorrhage from berry aneurysm is 
reported to occur in about 9% of patients, and 8% of 
patients with APKD are thought to have 
asymptomatic intracranial aneurysms. Early 
aggressive management of blood pressure is the 
cornerstone of therapy. 
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A- 50 -year old female received a cadaveric renal 
transplant 8 weeks ago for diabetic nephropathy. She 
attended the transplant follow-up clinic where it was 
discovered that the serum creatinine had risen to 150 
Vmol/1 from having been within the normal range. You 
understand that her GP prescribed an antibiotic for a 
respiratory tract infection during the last 2 weeks and 
she is penicillin allergic. Her BP is 135/72 mmHg, and 
her transplant scar is healing well. 
Which one of the following is most likely to explain 
the rise in creatinine? 
<? 



• 



♦ 



Acute ciclosporin toxicity 

Chronic graft rejection 

Acute graft rejection 

Vascular thrombosis of the transplant vessels 

Cytomegalovirus infection 



•A 



No.: 145 

Acute ciclosporin toxicity 

Causes of graft dysfunction up to 4 months after 
transplantation are: 

► acute rejection: the risk is greater up to 2weeks 
post-operatively, it occurs in about 30-50% of all 
transplants 

► ciclosporin toxicity: occurs either as acute or 
chronic in otherwise well patients 

► acute tubular necrosis (ATN) of the graft 

► vascular thrombosis 

► ureteric leakage from the anastomosis 

Given the recent history of antibiotic use for 
respiratory tract infection in a patient who is 
penicillin allergic, it's likely she was exposed to 
erythromycin or clarithromycin. These two 
macrolides are potent inhibitors of CYP3A4, and as 
such lead to elevated levels of ciclosporin. Given its 
narrow therapeutic window, a relatively small 
elevation in ciclosporin can result in renal toxicity. 
Erythromycin and clarithromycin should be avoided 
in patients treated with ciclosporin if at all possible. 
Azithromycin is associated with a lesser degree of 3 A4 
inhibition 
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A 28-year-old patient was admitted with a 3 -day history 
of oliguria, dyspnoea, nausea and vomiting. On 
examination she is pyrexial 37.6° C, BP is 165/92 
mmHg, pulse is 95/min and regular. Her chest is clear. 
Abdomen is soft but generally tender as a result of the 
vomiting. Initial investigations showed acute renal 
failure with urea of 22 mmol/1 and creatinine of 400 
lumol/1. An ultrasound and renal biopsy were ordered. 
Two days later the following results were obtained: 



Na + 


136 mmol/1 


r 


5.8 mmol/1 


Urea 


28 mmol/1 


Creatinine 


560 lumol/1 


Hb 


8.0 g/dl 


WCC 


12 10 9 /1 


Platelets 


160 1071 


Renal 
biopsy 


Focal and segment 1 necrosis with 
epithelial cell crescents 



What possible underlying diagnosis should be 
considered? 



♦ 



♦ 



Polyarteritis nodosa 
Immunoglobulin A (IgA) nephropathy 
Hypertensive nephropathy 



Anti-GBM (glomerular basement membrane) 
glomerulonephritis 



♦ 



Berger's disease 
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Anti-GBM (glomerular 
glomerulonephritis 



basement membrane) 



The clinical picture along with the results represents a 
classical rapidly progressive glomerulonephritis 
(RPGN). The disease is characterised by fulminant 
renal failure and pathologically by focal and 
segmental necrosis of the glomeruli with epithelial cell 
proliferation (crescents). 

The clinical presentation may be similar to other 
glomerulonephritis, but the progression of renal 
failure is rapid. 

Oassification of RPGN is as follows: 

► pauci-immune RPGN: microscopic polyangiitis, 
Wegener's granulomatosis, idiopathic crescentic 
glomerulonephritis 

► immune complex RPGN: systemic lupus 
erythematosus, glomerulonephritis, 
cryoglobulinaemia, infective endocarditis, hepatitis B 

► anti-GBM mediated RPGN: anti-GBM 
glomerulonephritis (without lung haemorrhage), 
Goodpasture's disease (with lung haemorrhage) 

Management is with high dose intravenous steroids 
and a second line agent such as cyclophosphamide. 
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A 36-year-old farmer was referred by her general practitioner 
(GP) to the general medical clinic. She originally presented to 
the emergency department a few weeks ago with frank 
transient haematuria. This settled soon after presentation but 
recurred some days later for a short period. She was seen 
following mis by her GP. She has been complaining of some 
fatigue and also occasional dizziness occurring over the last 6 
months. In addition she complains of some unsteadiness and 
has lost her balance a number of times recently leading to 
some falls. She is otherwise well although she had some 
visual problems around 5 years ago for which she was briefly 
under the care of an ophthalmologist. She was told mat she 
had cysts in her eyes and was offered further investigations at 
mis point which she declined. She is an only child and her 
mother died aged 40 years, from widespread cancer although 
she does not know the primary site. She has one child aged 
four and is trying to conceive at present. 
She has a normal cardiovascular and respiratory examination. 
Abdominal examination reveals no masses. Neurological 
examination reveals mild ataxia of gait and on finger nose 
testing. Fundoscopy demonstrates several abnormal 
accumulations of vessels on the retina but no papilledema. 
Blood tests from her emergency department admission are as 
follows: 



Hb 


17.4 g/dl 


WCC 


11.9 1071 


Platelets 


590 1071 


MCV 


95 fl 


Na+ 


139mmol/l 


K+ 


4.0 mmol/1 


Urea 


4.5 mmol/1 


Creatinine 


65 lumol/1 


Albumin 


36g/l 


ALT 


34IU/1 


Bilirubin 


14 lumol/1 


ALP 


105 IU/1 


Her urine is clear with no frank haematuria, ho 
urinalysis demonstrates : 


Blood 


3+ 


Protein 


1+ 


Nitrites 


Negative 


Glucose 


Negative 



Which of the following would be the next most important 
step in investigating her? 

24-h urinary vanillylmandelic acid (VMA) measurement 

Urinary 5-hydroxyindole-3 -acetic acid (5-HIAA) 
measurement 

Ultra-violet light (Wood lamp) examination of her skin 

Magnetic resonance imaging (MRI) of the brain 
•-» 

TSC1 and TSC2 gene analysis for tuberous sclerosis 
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Magnetic resonance imaging (MRI) of the brain 

This lady has symptoms and signs suggestive of urothelial 
malignancy. It is therefore essential in her initial 
management that this is investigated further and treated 
accordingly. Computed tomography (CT) of the abdomen 
and pelvis with contrast is likely to form part of these 
investigations. Contraceptive advice is important as this 
lady is trying to conceive and may have a malignant disease 
as well as an underlying genetic condition. This lady has 
features suggestive of von Hippel-Lindau (VHL) syndrome 
and in view of this and her ataxia definitive imaging of the 
central nervous system (CNS) is required. In view of the 
common occurrence of posterior fossa haemangioblastomas 
a magnetic resonance imaging scan (MRI) of the brain will 
be most useful in order to reach diagnosis and to decide on 
any management that needs to follow on from this. VHL 
syndrome is an autosomal dominant condition resulting 
from a mutation in the VHL gene, a tumour suppression 
gene on chromosome 3 leading to retinal haemangiomata, 
CNS haemangioblastomas, phaeochromocytoma, renal cell 
carcinoma, renal and pancreatic cysts. She has a family 
history of renal tract carcinoma with a history of 
ophthalmological lesions. In addition she has features that 
might relate to a posterior fossa space-occupying brain 
lesion. She has a polycythaemia which may be secondary to 
a renal cell carcinoma. She will also require as part of her 
work up: VHL gene analysis, 24-h urinary vanillylmandelic 
acid (VMA) (in view of the possibility of 
phaeochromocytoma), and ophthalmology review, but this 
can wait until the diagnosis is confirmed. 

Tuberous sclerosis is another condition that can be 
inherited in an autosomal dominant fashion, although up to 
50 % of cases are thought to be the result of new mutations. 
It shares some similarity to VHL syndrome in that it has 
intracranial, ophthalmological and renal manifestations. 
Patients often have learning difficulties and seizures from 
an early age with intracranial calcification. Retinal 
hamartomas can develop. They are predisposed to the 
development of giant intracranial astrocytomas. They have 
characteristic skin manifestations with facial angiofibroma, 
subungual fibroin as and shagreen patches (which can be 
identified by use of UV light). They are also predisposed to 
renal cysts and angiolipomata, as well as cardiac and 
pulmonary tumours. 
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No.: 148 

A 73 -year-old lady has been admitted from clinic for 
investigation of suspected intra-abdominal malignancy. 
She has diabetes, congestive cardiac failure and mild 
renal impairment (serum creatinine 130 umol/1). She is 
taking gliclazide 80 mg/day, furosemide 20 mg od and 
diclofenac 75 mg bd for back pain thought to be related 
to neoplastic disease. An abdominal ultrasound has been 
performed which has shown no definite lesions. An 
abdominal and pelvic computed tomography (CT) scan 
with contrast is planned. 

Which one of the following steps should be taken to 
reduce the chance of contrast-induced 
nephrotoxicity? 

Oral sodium bicarbonate 325 mg/day for a day 
prior to the procedure and for at least two days 
following 



Use of large volume contrast media 



• 



Oral acetylcysteine 600 mg bd from the day before 
the procedure and for two days following 






Use of high-osmolality contrast media 



Stopping the furosemide and diclofenac at least 48 
h prior to the planned procedure 
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Stopping the furosemide and diclofenac at least 48 h prior 
to the planned procedure 

Stopping nephrotoxic medications including 
diclofenac at least 48 h prior to the procedure should 
reduce the risk the risk of contrast nephropathy. In 
addition furosemide may lead to fluid depletion, 
which increases the chances of nephrotoxicity. The 
patient will have to be monitored closely for signs of 
worsening heart failure if this medication is stopped, 
and monitoring of urea and electrolyte concentrations 
will be very important. Although intravenous 
hydration does reduce the risk of contrast 
nephropathy, its use in this lady and the risk of 
precipitating an acute exacerbation of her cardiac 
failure probably make the risk/benefit analysis favour 
caution There is no evidence that sodium bicarbonate 
reduces the chance of nephrotoxicity. There is nothing 
to suggest that changing to an insulin sliding scale to 
improve glycaemic control can reduce the risk, and 
indeed such a move risks precipitating hypoglycaemia 
and wide blood sugar variations if it is not monitored 
closely. 



m M 



B 
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A 70 -year-old man is admitted to the emergency 
department acutely unwell. He has a 2-day history of 
disorientation reported by a neighbour. He lives alone 
and was found collapsed on the floor. It is suspected 
that he was on the floor for many hours and probably 
overnight. He is now drowsy and incoherent. His pulse 
is 120/minute and his blood pressure 80/40 mmHg. His 
respiratory rate is 20/min with saturations of 95% on 
air. He is febrile with a temperature of 38.5l°C. He is 
stabilised in the resuscitation room and given IV 
calcium with IV glucose and insulin to reduce his 
potassium over the first hour of his treatment and in 
spite of catheter isati on, he does not pass any urine. 
Urgent blood results are as follows: 



Hb 


12.3 g/dl 


WCC 


19.0 1071 

(predominantly 

neutrophils) 


Platelets 


480 109/1 


International normalised 
ratio (INR) 


1.1 


Activated partial 
thromboplastin time 
(APTT) 


44 s 


Na+ 


136 mmol/1 


K+ 


6.7 mmol/1 


Urea 


36 mmol/1 


Creatinine 


780 umol/1 


Bicarbonate 


18 mmol/1 


Calcium corrected 


1.92 mmol/1 


Phosphate 


1 .6 mmol/1 


Creatinine kinase 


5999 IU/1 



In his subsequent management which one of the 

following steps is most likely to improve his 

outcome? 

♦ 

Urinary acidification 

Intravenous calcium supplementation 
*■» 

Continuous or intermittent renal replacement 

therapy (haemodialysis) if urine output does not remain 

adequate 

'renal dose dopamine infusion if oliguric in spite of 
rehydration 

Loop diuretic use to maintain urine output once 
rehydrated 
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Continuous or intermittent renal replacement therapy 
(haemodialysis) if urine output does not remain adequate 

This man has rhabdomyolysis due to sepsis and 
probably prolonged lying on the floor before being 
discovered. The steps most likely to improve his 
outcome are rigorous rehydration (with caution to 
avoid cardiac failure), and definitive renal 
replacement therapy if this does not improve oliguria 
and hyperkalemia. Urinary alkalinisation is 
sometimes used in rhabdomyolysis but urinary 
acidification would be very dangerous in this case in 
view of the underlying metabolic acidosis (as 
suggested by the renal failure and the low 
bicarbonate). The calcium and phosphate 
abnormalities will probably self-correct if renal 
function can be maintained. There is no conclusive 
evidence that dopamine, loop diuretics or atrial 
natriuretic peptide are of benefit in the management 
of oliguric renal impairment. 
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A 45 -year-old man presents to the emergency 
department with excruciating unilateral abdominal pain 
radiating from his left loin to his perineum. The pain is 
waxing and waning in character and when it is at its 
most severe he is calling out and screaming. He is 
managed with intravenous fluids and analgesia after it is 
established that his ureters are not dilated. His 
symptoms settle. However, during investigations he is 
noted to have impaired renal function and bilateral renal 
medullary calcification. 

Which of the following is a recognised cause of renal 
medullary calcification? 

Primary hyperparathyroidism 

Hyper calcaemia secondary to metastatic 
malignancy 

Renal tubular acidosis type 4 

Chronic glomerulonephritis 

Hypothyroidism 
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Primary hyperparathyroidism 

This man has presented with renal colic presumably 
secondary to his medullary renal calcification 
Primary hyperparathyroidism (along with other 
causes of chronic hypercalcaemic states) is a 
recognised cause of medullary calcification PTH, 
calcium and phosphate, along with renal function are 
important laboratory tests in his workup. 
Type 1 renal tubular acidosis leads to poorly acidified 
urine and predisposes to renal tract calcification The 
medullary sponge kidney is also a recognised cause of 
renal medullary calcification Hypercalcaemia in the 
context of metastatic malignancy is usually too short- 
lived to lead to renal medullary calcification Chronic 
glomerulonephritis does predispose to cortical but not 
to medullary nephrocalcinosis, as well as renal 
cortical necrosis. Hyper- but not hypothyroidism is 
associated with this condition Vitamin D excess but 
not deficiency can lead to medullary calcinosis. 



No.: 151 

A 72-year-old woman who has undergone 
haemodialysis for 8 years presents with numbness and 
tingling in both hands which wakes her from sleep in 
the early hours. In addition she has had trouble holding 
items between her fingers and thumb recently. She also 
complains of dysphagia. On examination her BP is 
155/82 mmHg, pulse is 75/min, BMI is 23. There is 
wasting of the thenar eminence on both hands and 
numbness over the palmar aspect of the thumb index 
and middle fingers. 

Which one of the following measures is most 
appropriate in this patient? 



No.: 15 







♦ 



Corticosteroid therapy 
Non-steroidal anti- inflammatory drugs 
Incision of the flexor retinaculae 
Switch to low-flux dialysis membranes 
Ciclosporin therapy 



Incision of the flexor retinaculae 

This patient has dialysis amyloidosis due to excess 
beta2 microglobulin. Most of the manifestations of 
dialysis amyloidosis are musculoskeletal and include 
carpal tunnel syndrome, flexor tenosynovitis, 
subchondral bone cysts, and even pathological 
fractures. Treatment in this case involves surgical 
incision of the flexor retinaculae as this patient has 
demonstrable distal nerve loss. In addition, switch to 
high-flux dialysis membranes consisting of 
polyacrylonitrile and polysulphone membranes 
reduces amyloid deposition Renal transplantation 
halts progression of the disease. 
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A 71 -year-old man is referred to the renal clinic with a 
creatinine concentration of 195 fy,mol/l. There is a past 
medical history of renal colic on two previous 
occasions. Additional history includes three 
presentations to his general practitioner with an acute 
arthritis affecting his first MTP joint on the right foot. 
He takes ramipril 10 mg daily for his hypertension. On 
examination, a number of tophi are noted, particularly 
around the cartilaginous portion of the external auditory 
meatus. His blood pressure is 155/75 mmHg. 
Which one of the following would be the most 
appropriate intervention with respect to his blood 
pressure control? 






Bendroflumethiazide 2.5 mg 
Amlodipine 5 mg 
Allopurinol 200 mg 
Furosemide 40 mg 
Diclofenac 50 mg 



No.: 152 
Amlodipine 5 mg 

This patient is most likely to be suffering from urate 
nephropathy as evidenced by the attacks of gout and 
his presentations with renal colic. Addition of 
diuretics is likely to worsen his serum urate levels; 
therefore the most appropriate additional 
antihypertensive from the choices above is amlodipine 
5 mg. A dose of allopurinol as high as 600 mg would 
not be appropriate until an estimate of creatinine 
clearance is made. A starting dose of 200 mg would be 
correct. Other appropriate measures include 
increasing fluid intake and considering restriction of 
dietary purines (chiefly animal in origin). Urate 
nephropathy is around four times more common in 
men, and may occur acutely in patients undergoing 
chemotherapy for haematological malignancy, for 
which rasburicase has emerged as an effective newer 
therapy. 



No.: 153 

A 72-year-old woman with a long history of chronic 
back pain presents for review. Past medical history of 
note includes osteoporosis of the lumbar spine and she 
takes paracetamol, tramadol and diclofenac for pain 
relief. Review of her notes reveals a number of 
abnormally high BP recordings. 
Investigations reveal: 



Blood pressure 


155/90 mmHg 


Hb 


10.2g/dl 


Creatinine 


195lumol/l 


24 h urinary protein 


1.4 g 


Urine culture 


White cells but no growth 



Which one of the following is the most appropriati 
intervention in this case? 

Stop diclofenac 

Prednisolone 40 mg daily 

Cyclophosphamide 

Stop paracetamol 

Bendroflumethiazide 
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Stop diclofenac 

This patient is most likely to be suffering from chronic 
interstitial nephritis as a result of long-term use of 
non-steroidal anti-inflammatory agents. Diagnosis is 
made clinically with a history of heavy analgesic use 
and supported by the presence of papillary 
microcalcification in computed tomography (CT) 
scan. Treatment involves withdrawal of the offending 
analgesic agent and aggressive control of blood 
pressure. Corticosteroids and other immune- 
modulating agents are not indicated in this condition 
Long-term follow-up of these patients shows 
progression to renal replacement therapy in some 
cases and an increased risk of urothelial malignancy. 
An ACE inhibitor or ARB would be the initial 
treatment of choice for blood pressure control. 



; 2.5 mg daily 
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A 34-year-old man signs on with a new general 
practitioner and is noted to be hypertensive at 160/90 
mmHg. Proteinuria in the microalbuminuric range is 
noted and one plus of haematuria; there is no past 
history of diabetes mellitus. His father died of a brain 
haemorrhage at the age of 42 years. Other past medical 
history of note includes two presentations with loin 
pain. On examination there are bilateral irregularly 
enlarged kidneys, the right larger than the left. 
Which one of the following would be the most 
appropriate initial investigation in this case? 



• 



Renal tract ultrasound scan 
CT of the abdomen 
Intravenous urography 
24 h urinary protein collection 
Cardiac echo 
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Renal tract ultrasound scan 

This history, examination findings and investigations 
are highly suggestive of autosomal dominant 
polycystic kidney disease. Ultrasound scanning is 
highly effective in demonstrating renal cysts. The 
family history of probable subarachnoid haemorrhage 
means that cerebral circulation aneurysms should be 
excluded with a magnetic resonance angiogram of the 
cerebral circulation Other co-existent conditions may 
be colonic diverticulae, demonstrable with barium 
enema, and mitral valve prolapse, seen on cardiac 
echo. Medical management centres on control of 
blood pressure, pain from enlarged kidneys and 
treatment of urinary tract infections which occur with 
increased frequency in patients with adult polycystic 
kidney disease. 



•A 






J 



& 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 155 

A 6 5 -year-old woman is admitted as an emergency, 
following her renal function having been assessed one 
month after starting ramipril therapy for hypertension. 
Examination in the clinic reveals abdominal and carotid 
bruits; she is clinically euvolaemic. Her blood pressure 
is 156/88 mmHg. ECG on admission is unremarkable. 
Investigations reveal: 
On admission: 



Na + 


142mmol/l 


K + 


6.0 mmol/1 


Creatinine 


340 lumol/1 


One month previously: 


Na + 


140 mmol/1 


K+ 


4.2 mmol/1 


Creatinine 


175 lumol/1 



Which one of the following represents the most 
appropriate initial step in the management of this 
patient? 



♦ 



Start calcium resonium 

Observe renal function over the next week 

Add bendroflumethiazide 2.5 mg po daily 

Stop ramipril 

Advise a low potassium diet 






No.: 155 
Stop ramipril 

This clinical scenario is highly suggestive of 
underlying renal artery stenosis. Angiotensin- 
converting enzyme (ACE) inhibitors result in a 
decrease in efferent renal arteriolar blood pressure 
and a deterioration in serum creatinine in patients 
with renal artery stenosis. Magnetic resonance 
angiography is the definitive investigation The key 
intervention for this patient is to stop the ramipril and 
substitute another antihypertensive drug, such as a 
calcium channel antagonist if required. Depending on 
local protocol, most physicians check renal function 1 
week and 1 month after initiating ACE inhibitors or 
angiotensin II receptor blockade. Her potassium is 
likely to fall within a day or two of stopping the 
ramipril therapy; given the fact that her ECG on 
admission is unremarkable no acute intervention for 
her potassium is warranted here. 
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A 5 8 -year-old woman presents with lethargy, confusion 
and vomiting. She has not presented to health services 
for many years, although she has been known to use 
paracetamol/ dextropropoxyphene (coproxamol) tablets 
for arthritis in the past and takes a diuretic for 
management of hypertension. On examination her blood 
pressure is 165/85 mmHg and she is confused, with 
evidence of nystagmus, hyper-reflexia and clonus. 
General examination reveals evidence of vaginal 
bleeding. 
Blood tests reveal: 



Urea 


48.2mmol/l 


Creatinine 


845 lumol/1 


Potassium 


6.2 mmol/1 



Which one of the following diagnoses fit best with 
this clinical picture? 






Hypertensive encephalopathy 
Uraemic encephalopathy 
Intracranial metastases 
Opiate intoxication 
Subdural haematoma 
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Uraemic encephalopathy 

The evidence of vaginal bleeding is suggestive of 
uterine or cervical cancer. Cervical cancer is much 
more likely to lead to ureteric obstruction and this 
type of presentation with renal failure. The 
neurological findings are suggestive of uraemic 
encephalopathy, which progresses to coma, seizures 
and death if left untreated. The standard therapy for 
uraemic encephalopathy is initiation of dialysis, 
although a long-term commitment to renal 
replacement therapy should be considered carefully in 
the light of possible underlying advanced cervical 
carcinoma. Conventionally in this case urgent imaging 
would be considered to elucidate the extent of any 
underlying tumour and consequent obstruction before 
necessarily committing to dialysis. 
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A 42-year-old homosexual male presents for review. He 
admits to unprotected sex with a number of males and 
has suffered a dry cough, shortness of breath, and 
weight loss over the past few months. His major current 
complaint is that has had progressive lower limb 
swelling which has worsened over the past few weeks. 
Blood pressure on examination is 135/75 mmHg and 
there is peripheral oedema. His BMI is 21. 
Investigations reveal: 



24 h urinary protein excretion 


5-2 g 


Haemoglobin 


10.9 g/dl 


CD4 count 


175/lul (>500) 


Albumin 


27 g 


Na + 


138 mmol/1 


K + 


4.2 mmol/1 


Creatinine 


195 lumol/1 


Urea 


12.2 mmol/1 



Given the likeliest diagnosis from these data, which 
one of the following would represent the most 
appropriate treatment for this patient? 

Initiate antiretroviral drugs 

1 •I" ^ 

Initiate corticosteroids 









Initiate ciclosporin 
Intiate cyclophosphamide 
Initiate furosemide 
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Initiate antiretroviral drugs 

This patient has HIV -associated nephropathy 
(HIVAN), characterised by nephrotic range 
proteinuria, normal blood pressure, normal or 
increased kidney size on ultrasound scan and focal 
segmental glomerulosclerosis on renal biopsy. 
Treatment includes aggressive antiretroviral therapy 
and angiotensin-converting enzyme (ACE) inhibitor 
therapy for patients where this is not contraindicated 
due to hyperkalemia. No completed randomised 
controlled trials exist for the use of second line agents 
such as ciclosporin or corticosteroids, although 
observational studies suggest that a benefit may exist. 
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A 31-year-old woman with proven diabetic nephropathy 

as demonstrated by microalbuminuria and elevated 

creatinine presents to the clinic 12 weeks pregnant. 

HbAlc has been relatively satisfactory in the past few 

years, averaging 55.19 mmol/mol (7.2%), and the last 

recorded creatinine was 145 fymol/1. She has already 

stopped her ACE inhibitor but wants to know about the 

prognosis with respect to her kidney disease. 

Which one of the following best describes the 

prognosis with respect to her diabetic nephropathy? 
^» 

She has a 10% chance of worsening renal function 

There is little chance of a worsening of her renal 
function 

♦ 



♦ 



She has an 80% chance of worsening renal function 
She has a 45% chance of worsening renal function 



She should be advised to undergo a termination as 
she is likely to develop acute renal failure 
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She has a 45% chance of worsening renal function 

A recent case series demonstrated that there is 
worsening of renal function in up to 45% of patients 
who get pregnant with pre-existing diabetic 
nephropathy. In a general case series, Katz et al 
demonstrated worsening renal function to end-stage 
renal disease in 16% of patients with mild renal 
impairment (creatinine < 150 fyimol/1), worsening to 
end-stage renal disease in 20% with creatinine 150- 
240 ^umol/1, and worsening to end-stage renal disease 
in 45%o where creatinine is above 240 lumol/1. 
Worsening hypertension is strongly associated with 
the degree of renal progression A generally poorer 
prognosis during pregnancy is associated with lupus 
as the underlying cause of renal impairment. 



No.: 159 

A 71 -year-old woman is admitted with general 
deterioration and off- legs. On examination in the 
emergency department she looks dry and uraemic. 
Investigations reveal: 



K + 


7.2 mmol/1 


Na + 


145 mmol/1 


Creatinine 


512lumol/l 


Urea 


36.8 mmol/1 



She is immediately put on a cardiac monitor. 
Which one of the following measures is next most 
important in her immediate management? 






• 



IV Insulin and dextrose infusion 
Salbutamol nebuliser 
IV Calcium gluconate 
Calcium resonium 
IV Saline infusion 
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IV Calcium gluconate 

This patient has markedly raised serum potassium 
and is likely to have significant cardiotoxicity. Signs 
include peaked T waves, PR interval prolongation, 
and QRS widening. Calcium gluconate stabilises 
nerve and muscle membrane excitation and should be 
considered the first-line therapy in this situation 
Next, immediate measures likely to result in reduction 
of serum potassium include nebulised salbutamol and 
insulin and dextrose infusion After this, it is 
important to establish fluid status via catheterisation 
and measurement of urine output, and consideration 
of line placement to measure central venous pressure. 
Urgent renal ultrasound may also be useful at this 
stage to establish pointers towards the aetiology of 
renal failure. 
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A 17-year-old boy presents to his general practitioner 
complaining of macroscopic haematuria which began 
48 hours after he started with a recent respiratory tract 
infection. On examination his urine is negative to 
culture, and contains large amounts of red blood cells 
and some protein but not in the macroalbuminuric 
range. Microscopy also identifies leucocytes and red 
cell casts. Renal biopsy reveals diffuse mesangial 
proliferation and extracellular matrix expansion. A few 
necrotising lesions with crescent formation are noted. 
Serum creatinine is 155 lumol/1 and blood pressure is 
142/86 mmHg. 

Which one of the following statements fits best with 
the management of this condition? 

Prednisolone therapy is indicated as initial therapy 

Ciclosporin should be added early to a 

corticosteroid regime 

*-» _ 

Two or three agents are required as chronic therapy 

to control blood pressure in the majority of patients 

Calcium channel antagonists are the preferred 
agents for treating hypertension 



Low-protein diets should be used to reduce 
proteinuria 






No.: 160 

Prednisolone therapy is indicated as initial therapy 

This young man has immunoglobulin A (IgA) 
nephropathy as illustrated by the presentation with 
haematuria post-respiratory tract infection and the 
histological findings on renal biopsy. Gross 
proteinuria is rare, but haematuria is the commonest 
form of presentation The disease is commoner in 
males, and presents most often in the second and third 
decades. Management includes control of 
hypertension, with angiotensin-converting enzyme 
(ACE) inhibitors the preferred agent, and use of 
corticosteroids. Where there is crescenteric nephritis 
on biopsy, intravenous pulsed corticosteroids are 
employed, with the addition of cyclophosphamide. 
Thankfully, progression to end-stage renal disease is 
uncommon in this condition Where end-stage renal 
disease does occur, renal transplantation carries a 
high chance of success. 
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No.: 161 

A 78-year-old man presents with tiredness and lethargy 
accompanied by weight loss of 1 stone over the past 4 
months, and severe lower back pain. He has a history of 
hypertension which is managed with ramipril and 
amlodipine, and an inferior myocardial infarction some 
7 years earlier. On examination his BP is 142/72 
mmHg, pulse is 82/min and regular, his BMI is 21. He 
looks pale and emaciated. 
Investigations reveal: 



Hb 


8.9 g/dl (normocytic) 


Platelets 


125 1071 


WCC 


8.5 1071 


Na+ 


135 mmol/1 


K+ 


4.6 mmol/1 


Creatinine 


245 lumol/1 


Ca 2+ 


2.95 mmol/1 


Albumin 


31 g/1 


ESR 


85mm/h 


Renal biopsy 


Cast nephropathy 



Given the likely underlying diagnosis, which one of 
the following treatments is likely to be an initial 
therapy in this case? 

Cyclophosphamide 

Interferon gamma 

Non-steroidal anti- inflammatory agents 

Interferon alpha 

Melphalan 






No.: 161 
Melphalan 

This man has a clinical picture which is highly 
suggestive of myeloma with renal involvement. 
Diagnosis of myeloma relies on plasma electrophoresis 
and bone marrow biopsy to assess plasma cell 
infiltration. Cast nephropathy is classically associated 
with myeloma of the kidney and is characterised by 
eosinophilic, dense, homogeneous casts that are often 
fractured or laminated and are partially surrounded 
by multinucleated foreign body-type giant cells. 
Congo red-positive casts have been reported in a few 
cases. Intratubular light chains apparently may 
undergo alteration in situ, resulting in amyloid 
formation Conventional treatment of myeloma 
typically involves a regime including melphalan and 
corticosteroids. An aggressive regime involving the 
VAMP combination of agents, or CVAMP may be 
considered in younger patients with better initial 
functional status. 
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No.: 162 

A 63 -year-old male patient is admitted to the ward with 
generalised oedema. He has a background of bronchial 
malignancy, treated with chemotherapy, and chronic 
obstructive pulmonary disease and tells you that the 
swelling has gradually increased over the past few 
weeks. Examination reveals oedema of the legs, arms 
and face. 
Investigations show: 



Blood pressure 


145/75 mmHg 


Hb 


13.6 g/dl 


WCC 


4.7 10 9 /1 


PLT 


315 1071 


Na + 


146 mmol/1 


K + 


4.3 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


63 Vmol/1 


INR 


1.1 


Bilirubin 


15 Vmol/1 


ST 


21U/1 


ALP 


70U/1 


Albumin 


24g/l 


24-h urinary 
protein collection 


3.6g/24h(<0.2) 


Renal biopsy 


shows membranous 
glomerulonephritis 






Diuretic treatment is commenced; which of the 
following is the other most important treatment 
step? 



♦ 
♦ 
♦ 
♦ 



High protein diet 
Intravenous albumin 
High dose prednisolone 
Prophylactic antibiotics 
Prophylactic LMW heparin 



No.: 162 

Prophylactic LMW heparin 

This patient has nephrotic syndrome secondary to 
membranous glomerulonephritis, which is associated 
with bronchial malignancies. The best initial 
management strategies are to restrict dietary sodium 
and commence diuretics, which is likely to be useful in 
controlling oedema and blood pressure. With 
nephrotic syndrome there is an increased risk of 
thromboembolism, and this patient also has a 
malignancy, hence anticoagulation is indicated. High- 
protein diet is not beneficial and albumin 
intravenously produces only a transient rise in serum 
levels. High-dose prednisolone is useful in minimal 
change disease but is not usually effective here. 
Although nephrotic syndrome confers an increased 
risk of infection, prophylactic antibiotics are not 
recommended, however, vaccinations (e.g. the 
pneumococcal vaccine) can be used. 

Immunosuppressants are not indicated, at least not 
initially in this patient. 
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No.: 163 

A 42-year-old patient presents with generalised oedema. 
He has a background history of intravenous drug use 
and excess alcohol intake. He smokes 20 cigarettes/day. 
He suffers from depression and mild asthma and is 
currently on fluoxetine, and has progressively lost 
weight and energy over the past few weeks and months. 
Initial investigations reveal: 



Na + 


146 mmol/1 


K + 


4. 1 mmol/1 


Urea 


3.4 mmol/1 


Creatinine 


103 umol/1 


Albumin 


23g/l 


24-h urinary 
protein collection 


3.6g/24h(<0.2) 


Renal biopsy 


shows focal segmental 
glomerulosclerosis 



In this patient what is the most likely associations 
with this disease? 



♦ 



Hepatitis A 
Hepatitis C 
HIV 

Alcohol abuse 
Cigarette smoking 



•A 






No.: 163 



HIV 



Focal segmental glomerulosclerosis (FSGC) can 
present with nephrotic syndrome. It has been 
associated with HIV, Hepatitis B, intravenous heroin 
use and massive obesity. The outcome varies and some 
patients will progress to end-stage renal disease. With 
nephrotic syndrome he is at risk of thromboembolism, 
infection (especially pneumococcus), and 

hyperlipidaemia. In HIV -related FSGS, highly active 
retroviral therapy (HAART) is associated with a 
reduction in proteinuria. Other measures include 
following a low salt diet and use of ACE inhibitors. 
Where heroin addiction persists, discontinuation of 
heroin may also result in a reduction in proteinuria. 
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No.: 164 

A 52-year-old gentleman is referred by the general 
practitioner with painless macroscopic haematuria. He 
is a smoker and is on bendrofluazide for hypertension. 
He takes no other medication and has no other 
significant past medical history. On examination his BP 
is 138/78 mmHg, pulse is 75/min and regular. There are 
changes consistent COPD on auscultation of his chest. 
His BMI is 23 and there are no masses on palpation of 
the abdomen. 
Initial investigations reveal: 



Hb 


12.2 g/dl 


WCC 


7 1071 


PLT 


310 1071 


Na + 


138mmol/l 


K + 


3.8mmol/l 


Urea 


8.2mmol/l 


Creatinine 


109lumol/l 


Urine dipstick 


Blood +++ 


INR 


1.0 



What one of the following is the investigation most 
likely to determine the diagnosis? 

Urine culture 

Computerised tomography of the renal tract with 
contrast 
<? 






Flexible cystoscopy 
Retrograde urography 
USS renal tract 
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Computerised tomography of the renal tract with contrast 

With painless macroscopic haematuria in a 53 -year- 
old patient, a neoplastic process has to be ruled out. 
Initially the best investigations are urine microscopy 
to look for malignant cells and contrast CT to rule out 
upper urinary tract pathology. If there is no evidence 
of upper urinary tract pathology then cystoscopy and 
further imaging are required to elucidate the cause. 
Smoking is of course associated with increased risk of 
transitional cell carcinoma, as are occupational 
activities such as work in the plastics and dye 
industries. 
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No.: 165 

A 30 -year-old lady with a history of intravenous drug 
use is admitted feeling generally unwell. She has a 
fever, arthralgia and a rash, and has been deteriorating 
with increasing tiredness over the past 6 weeks. She 
admits to having run out of injection sites and is 
currently using areas around her groin and in her feet. 
Her BP is 1 10/70 mmHg, pulse is 85/min and regular, 
her temperature is 37.8°C. On examination she has a 
soft systolic murmur at the lower left sternal edge. 
Investigations reveal: 



Electrocardiogram 


Sinus tachycardia 


Hb 


10.2 g/dl 


WCC 


12.2 1071 


Platelets 


474 1071 


Na + 


132 mmol/1 


K + 


4.6 mmol/1 


Urea 


15.2 mmol/1 


Creatinine 


145 Vmol/1 


Urine microscopy 


Red cell casts 


Erythrocyte 
sedimentation rate 


32 mm/h (0-20) 


C-reactive protein 


64mg/l(<10) 


Complement C3 


20 mg/dl (65-190) 


Complement C4 


3mg/dl(15-50) 


Renal biopsy 


Focal segmental 

proliferative 

gl omerulonephriti s 



What one of the following is an appropriate next 
investigation? 






Anti -double stranded DNA antibodies 
Serial blood cultures 
Rheumatoid factor 
Anticardiolipin antibodies 



Computerised tomography of the thorax and 
abdomen 



No.: 165 

Serial blood cultures 

This patient has hypocomplementaemia and 
glomerulonephritis with features in the history and 
examination suggesting infective endocarditis as the 
aetiology. The blood results suggest an underlying 
infection with the raised white cell count and C- 
reactive protein. The erythrocyte sedimentation rate, 
an indicator for inflammation, is also raised. Serial 
blood cultures from different sites and an 
echocardiogram are the next investigations of choice. 
She should be managed with IV flucloxacillin and 
gentamicin and there is no need to wait for 
investigations before commencing therapy. 



m M 
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No.: 166 

A 36-year-old woman, a mother of three, presents with 
a history of generalised weakness of 1 month's duration 
as well as cough productive of blood-tinged sputum. A 
7-day course of erythromycin has not resulted in any 
improvement. 

On examination she appears pale and mildly dyspnoeic. 
The respiratory rate is 25/min; BP 165/95 mmHg; pulse 
90/min. There are fine inspiratory crackles up to the 
mid-zones in both lung fields. The jugular venous 
pressure (JVP) is not elevated and there is a trace of 
pedal oedema. The remainder of physical examination 
is unremarkable. 
Investigations: 



Hb 


7.2 g/dl 


MCV 


56 fl 


MCH 


19 pg 


WCC 


10.1 10 9 /litrewith75% 
neutrophils 


PLT 


223 10 9 /litre 


Urea 


7.2 mmol/litre 


Creatinine 


95 lumol/litre 


Na + 


135 mmol/litre 


K + 


4.3 mmol/litre 


CI" 


99 mmol/litre 


HCCV 


26 mmol/litre 


Urine 


Protein ++; RBC ++ with RBC 
casts 


CXR 


Alveolar shadows up to 

mid zones in both lung fields 


Renal 
ultrasound 


normal- sized kidn ys 


Renal 
biopsy 


crescents in up to 50% of 
glomeruli, and linear deposition of 
IgG along basement membrane 



Which of the following is an essential treatment? 






♦ 



♦ 



IV flirosemide 

IV immunoglobulins 

IV methylprednisolone and cyclophosphamide 

Chloroquine 

Infliximab 
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IV methylprednisolone and cyclophosphamide 

This patient has acute glomerulonephritis secondary 
to Goodpasture's syndrome, as evident by the 
presence of RBC casts, crescents on renal biopsy and 
linear IgG staining. The haemoptysis and pulmonary 
infiltrates imply the presence of pulmonary 
haemorrhage. 

The treatment of choice in these patients is a 
combination of plasmapheresis, which removes the 
circulating autoantibodies and inflammatory 
cytokines such as complement, and the combination of 
methylprednisolone and cyclophosphamide to prevent 
new antibody formation Prognosis is poor if timely 
therapy is not instituted. Case reports of successful 
use of rituximab in refractory Goodpasture's indicate 
that it may have a role, although randomised 
controlled trial evidence is as yet unavailable. On the 
other hand infliximab does not appear to be useful in 
this condition 
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No.: 167 

A 6 8 -year-old woman is admitted with a 4-day history 
of profuse bloody diarrhoea, vomiting and lower 
abdominal pain. She had a past medical history of well- 
controlled hypertension and mild asthma, but her health 
had been good until the onset of the presenting illness. 
She had no recent foreign travel and did not smoke or 
drink. On examination she was drowsy, but oriented 
when roused. Her temperature was 39°C, pulse 110/min 
and regular, blood pressure 102/60 mmHg, and she was 
clinically dehydrated. Cardiorespiratory examination 
was unremarkable. Her abdomen was soft and diffusely 
tender with scanty bowel sounds and no palpable 
masses. There were no focal neurological signs or 
rashes. 
Investigation results are below: 



Hb 


8.0 g/dl 


WCC 


26.0 10 y /l 


Platelets 


48 1071 


MCV 


84 fl 


Na + 


147mmol/l 


K + 


5.8mmol/l 


Urea 


25 mmol/1 


Creatinine 


780 mmol/1 


Bilirubin 


32 umol/1 


AST 


34 IU/1 


ALP 


80 IU/1 


GGT 


54U/1 


Urinalysis 


Protein ++ blood ++ 


Abdominal 
radiograph 


No dilated bowel loops 


Chest radiograph 


Clear lung fields, no 
subdiaphragmatic air 



What of the following is the most likely diagnosis? 

Campylobacter 

E coli 

Noro virus 

Salmonellosis 

Staphylococcus aureus gastroenteritis 



No.: 167 



E coli 



The diagnosis is haemolytic uraemic syndrome (HUS), 
which causes a microangiopathic haemolysis with 
thrombocytopenia. HUS is similar to thrombotic 
thrombocytopaenic purpura (TTP), but there are a 
number of ditferences between the two conditions. 
HUS usually presents in childhood or old age, with 
acute renal failure following a diarrhoeal illness, 
whereas TTP is more common in young adults with 
predominantly neurological features, such as fits and 
confusion There is a strong association with verotoxin 
producing E. coli 0157 and this organism should be 
looked for specifically in the stool culture. A normal 
coagulation screen will exclude disseminated 
intravascular coagulation which can present similarly. 
The blood film will show fragmented and deformed 
red cells. The mortality of HUS with good supportive 
care is less than 10%. Treatment includes fresh frozen 
plasma and plasma exchange, but antibiotics are not 
seen to positively affect prognosis. 
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No.: 168 

A 64-year-old man is referred urgently to the hospital 
by his general practitioner due to severe renal 
impairment picked up on routine blood tests. He had 
consulted his doctor because he had been feeling unwell 
for the previous few months, with malaise, anorexia, 
back pain and weight loss. He had only been passing 
very small amounts of urine over the past few weeks, 
despite an adequate fluid intake. He had no significant 
past medical history, was on no regular medication and 
did not smoke or drink alcohol. His renal function was 
last checked 8 years ago and was normal. On 
examination he was thin and dehydrated. He was 
apyrexial with a regular pulse of 98/min and blood 
pressure 126/72 mmHg. Cardiorespiratory examination 
was unremarkable. His abdomen was soft and non- 
tender with no palpable masses. Digital rectal 
examination revealed an enlarged smooth prostate. 
There were no focal neurological signs. 
Investigation results are below: 



Hb 


8.2 g/dl 


WCC 


4.2 1071 


Platelets 


156 1071 


MCV 


98 fl 


ESR 


90mm/h 


Urate 


0.52 mmol/1 


Na + 


136 mmol/1 


r 


5.2 mmol/1 


Urea 


32.0 mmol/1 


Creatinine 


820 umol/1 


Ca* + 


3.2 mmol/1 


GGT 


48 IU/1 


Total prot in 


102 ga 


Albumin 


28g/l 


ALP 


130 IU/1 


Bilirubin 


14 umol/1 


AST 


28 IU/1 


Urinalysis 


Protein ++ 






Which of the following investigations is most likely 
to point towards the underlying diagnosis? 

Autoimmune profile 

Chest radiograph 

Serum creatine kinase 

Serum electrophoresis 

Serum complement levels 
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Serum electrophoresis 

The most likely diagnosis is myeloma, and serum 
protein electrophoresis is used to determine the type 
of each protein present and may indicate a 
characteristic curve (i.e. where the spike is observed). 
Urine protein electrophoresis may also be used to 
identify the presence of the Bence Jones protein in 
urine. Urinary tract obstruction due to prostatic 
hypertrophy or carcinoma should also be excluded. 
An ultrasound must be performed within 24 h for all 
patients presenting with new-onset renal failure. If it 
shows hydronephrosis and an obstructed urinary 
system, urgent decompression may be indicated. 
Based on the history and blood results in this case, it is 
most likely that the renal failure is chronic. 
Glomerulonephritis and autoimmune causes for the 
renal failure are less likely in this patient. 
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No.: 169 

A 72-year-old man is admitted to hospital after being 
found lying on his bedroom floor by his son, who was 
unsure how long he had been there for. Apart from 
several falls recently, he was otherwise well, with no 
significant past medical history and he was on no 
regular medication. A BM blood glucose checked by 
the ambulance team was normal. On examination he 
was drowsy and clinically dehydrated with Kussmaul 
respiration. He was apyrexial, blood pressure 90/50 
mmHg, pulse 120/min, oxygen saturations 85% on air. 
Apart from extensive bruising, there were no specific 
findings on examination. 



Investigation results are 


3elow: 


Hb 


15 g/dl 


WCC 


12 1071 


Platelets 


420 1071 


INR 


1.1 


Prothrombin time 


13 s 


Creatine kinase 


30 000 IU/1 


Ca 2+ 


1.40mmol/l 


Na + 


132 mmol/1 


K + 


7.2 mmol/1 


Urea 


42 mmol/1 


Creatinine 


980 umol/1 


Phosphate 


2.80 mmol/1 


Urate 


0.78 mmol/1 


Bilirubin 


16 umol/1 


AST 


56 IU/1 


ALP 


80 IU/1 


GGT 


54 IU/1 






Arterial blood gases: 




PH 


7.05 


(on air) pa(0 2 ) 


7.2 kPa 


Pa(C0 2 ) 


2.0 kPa 


Bicarbonate 


8 mmol/1 


Electrocardiogram 
(ECG) 


Tented T waves, norm 1 
QRS complex 


Chest radiograph 


Basal atelectasis, no focal 
lung lesion 



Intravenous access was obtained and he was given high- 
flow oxygen and connect to continuous ECG 
monitoring. 
What should be the next step in management? 

Intravenous normal saline 

Intravenous sodium bicarbonate 8.4% 

Oral calcium resonium 

Intravenous calcium gluconate 

Insulin/dextrose infusion 



No.: 169 

Intravenous calcium gluconate 

The diagnosis is acute renal failure secondary to 
rhabdomyolysis. This is caused by massive muscle 
necrosis (in this case due to prolonged immobility), 
leading to myoglobinuria and acute tubular necrosis. 
The immediate cause for concern is hyperkalemia 
with ECG changes, and the next step must be calcium 
gluconate for cardioprotection. Oral resonium and 
insulin and dextrose are of course important 
treatments for hyperkalemia, but calcium gluconate 
should be given first. There should be a low threshold 
for haemodialysis in rhabdomyolysis patients, 
particularly if the potassium is not brought down 
rapidly with insulin and dextrose combined with IV 
fluids. 
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No.: 170 

A 78-year-old man is brought to the hospital by his 
daughter who is concerned about a significant change in 
his personality over the last 3 weeks. He has become 
increasingly disoriented, irritable and confused, as well 
as complaining of persistent nausea and headache. She 
noticed that he had lost some weight and had also had 
several falls. He had been depressed since the death of 
his wife 6 months ago and had recently been started on 
fluoxetine by his general practitioner. He smokes 5 
cigarettes per day and drinks no alcohol. On 
examination he is apyrexial with a pulse of 58/min 
regular and blood pressure 148/62 mmHg. 
Cardiorespiratory and abdominal examination is 
unremarkable. He is confused but fully alert with no 
focal neurological signs 
Investigation results are below: 



Hb 


15 g/dl 


WCC 


7.0 1071 


Platelets 


160 1071 


MCV 


96 fl 


ESR 


lOmm/h 


Glucose (random) 


7.2mmol/l 


K + 


3.7mmol/l 


Na + 


1 18 mmol/1 


Urea 


2.3 mmol/l 


Creatinine 


120 umol/1 


ALP 


80 IU/1 


Bilirubin 


10 umol/1 


Aspartate transaminase 


32 IU/1 


GGT 


42 IU/1 


Plasma osmolality 


260 mosmol/kg (278-305) 


Urine osmolal ty 


430 mosmol/kg (350-1000) 


ECG 


Normal sinus rhythm 


Urine culture 


No growth 



Which one of the following investigations would be 
the most useful next step? 

Thyroid function tests 






MRI of the pituitary fossa 
Short synacthen test 
Serum and urine electrophoresis 
Dexamethasone suppression test 
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Thyroid function tests 

The diagnosis is syndrome of inappropriate 
antidiuretic hormone secretion (SIADH). This is a 
rare, but important cause of hyponatremia. The 
diagnostic criteria are a low serum sodium (125 
mmol/1), low plasma osmolality with an 
inappropriately high urine osmolality, high urinary 
sodium excretion (30 mmol/1) in a euvolaemic patient 
with no evidence of renal, adrenal, thyroid, hepatic or 
cardiac disease. There are many causes of SIADH; the 
most important ones to consider in this patient are 
lung malignancy (smoker with weight loss), an 
intracerebral event (eg subdural haematoma following 
head injury) or fluoxetine. Thyroid function tests 
should always be checked in an elderly patient 
presenting with unexplained personality change or 
cognitive impairment and need to be normal in order 
to make the diagnosis of SIADH. Management 
includes treating the underlying cause, and specific 
measures, such as fluid restriction to less than 1 litre 
per day, dimethylchlorotetracycline to induce a 
nephrogenic diabetes insipidus and in very severe 
cases (eg fits) hypertonic saline. 
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No.: 171 

A 38-year-old woman who underwent a live related 
renal transplant for end-stage renal failure secondary to 
chronic pyelonephritis 12 weeks previously, attends the 
clinic for routine follow up. She is taking tacrolimus 
and mycophenolate mofetil (MMF). 



Her urea and electro 


ytes are below: 


Na + 


136 mmol/1 


r 


3.7 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


146 umol/1 



She had last been seen in clinic 2 weeks previously, 
when her urea was 4.2 mmol/1 and creatinine 98 
i umol/1. She is clinically well and asymptomatic. On 
examination she was apyrexial and normotensive. Her 
transplant site was non-tender with no swelling and 
there were no other signs to be found. 
Which of the following is the next radiological 
investigation of choice? 






CT abdomen 

Doppler ultrasound scan of the transplant site 

Intravenous urography 

Renal angiography 

Plane abdominal film 
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Doppler ultrasound scan of the transplant site 

Graft dysfunction is an early complication of renal 
transplantation and can present asymptomatically 
with a rising serum creatinine. It is important to 
exclude sepsis in these patients, even if they are 
asymptomatic and apyrexial, and cultures should 
always be checked. Tacrolimus levels should also be 
measured, as this drug can be directly nephrotoxic. 
MMF does not need levels monitoring. Doppler 
ultrasound of the transplant site should be arranged 
to look for any obstruction, arterial or venous 
occlusion and is the initial radiological investigation of 
choice. Renal angiography or biopsy may be needed in 
due course, but they are not first line investigations. 







No.: 172 

A 45 -year-old woman with type 2 diabetes presents for 
review. She currently takes metformin and gliclazide 
and has an HbAlc of 50.82 mmol/mol (6.8%). Blood 
pressure is 142/82 mmHg on no antihypertensive 
medication. Total cholesterol is 5.2 mmol/1, but high- 
density lipoprotein (HDL) level is only 0.8 mmol/l; 
serum creatinine is 92 umol/1. Urinary protein is in the 
microalbuminuric range, and was at the previous 
appointment 3 months earlier. 
Which one of the following is most likely to be 
reno protective in this case? 
<? 

a 



♦ 



Atorvastatin 10 mg 
Ramipril lOmg 
Bendroflumethiazide 2.5 mg 
Atenolol 50 mg 
Amlodipine 5 mg 



No.: 172 
Ramipril lOmg 

With regards to renoprotection, management of blood 
pressure to a target of 135/75 mmHg is advised, with 
evidence from both ACE inhibitor and angiotensin 
receptor blocker studies suggesting that these agents 
have effects in addition to blood pressure lowering 
alone in reducing the progressive increase in 
creatinine. She should also be started on a suitable 
statin. Type 2 diabetes marks her out as being at 
increased cardiovascular risk, and microalbuminuria 
further stratifies her into a high risk group. 
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A 74-year-old woman presents with lethargy on a 
background of depression and Type 2 Diabetes mellitus. 
Her blood pressure is 130/70 mniHg and she is 
clinically euvolaemic. Routine biochemical 
investigations reveal Na + 120mmol/l, K + 3.8mmol/l, 
creatinine 76 l^imol/1 and normal thyroid hormone 
levels. 

Which biochemical test would be most useful in 
determining her state of water balance? 



♦ 



24-hour urinary protein and creatinine 

Erect / supine renin and aldosterone estimation 

Fractional excretion of Na + 

Plasma ADH 

Serum and urine osmolality 
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Serum and urine osmolality 

Urine osmolality relative to serum osmolality gives an 
accurate assessment of the state of the ADH axis. In 
the absence of other causes (eg CCF), a high urine 
osmolality relative to serum osmolality in the setting 
of hyponatremia is inappropriate. Other tests, such 
as plasma ADH and detailed urine electrolyte studies, 
can give similar information, but at much greater 
expense and difficulty. Sulphonylureas are recognised 
as a rare cause of SI ADH, the condition is seen most 
commonly with chlorpropamide, whilst this has been 
replaced by more modern agents such as gliclazide, it 
is still occasionally seen 
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A 70 -year-old male presented with fever, productive 
cough and dyspnoea of 3 days duration. He has been 
gradually unwell for 4 months with lower back pain, 
lethargy, reduced appetite and has lost 2 kg of weight. 
He is hypertensive on atenolol 50 mg and he smokes 15 
cigarettes daily. On examination he was febrile with a 
temperature of 38°C, pulse was 115 beats/min and blood 
pressure was 105/55 mmHg. He appeared pale with 
pitting oedema of both legs. He had no palpable lymph 
nodes. 
Investigations are as shown: 



Chest 


X-ray Right lower lobe 
consolidation 


Blood film 


Prominent rouleaux formation 


Hb 


7.5 g/dl 


WCC 


19.4 10 9/ 1 


Platelets 


89 x 10 9 /1 


ESR 


180mm/h 


Na + 


133 mmol/1 


K + 


4.5 mmol/1 


Urea 


21 mmol/1 


Creati ine 


440 umol/1 


Total protein 


90g/l 


Albumin 


28g/l 


Correct d 
calcium 


3.2 mmol/1 


Urinalysis 


protein ++++, blood +, MC&S 
(microscopy, culture and 
sensitivity test) - no growth 



What underlying diagnosis best fits the clinical 
picture and investigation results? 

Bronchogenic carcinoma 

* Hypercalcaenua 






Multiple myeloma 

Primary hyperparathyroidism 

Amylodosis 



No.: 174 
Multiple myeloma 

This man has an acute pneumonia, although the 
investigations were presented with point towards 
underlying myeloma. The disease is characterised by 
abnormal proliferation of mature and immature 
plasma cells. The bone marrow is infiltrated by 
plasmacytomas (abnormal plasma cells) and there is 
overproduction of monoclonal immunoglobulin (Ig) - 
usually IgG in about 55%, IgA in about 20%; of these 
patients, 40% have Bence- Jones proteinuria. Light 
chain is found in 20% of patients, while IgD and IgE 
myeloma account for about 1% of cases. 
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No.: 175 

A 3 5 -year-old male was admitted unwell with severe 
dyspnoea. He reported two episodes of frank haemoptysis 
two weeks previously and another episode a few hours before 
admission. He had lost 2 kg in weight and he is constantly 
lethargic and nauseous. He is a non-smoker, drinks alcohol 
socially and he last travelled abroad 1 year ago to Thailand. 
On examination he is dyspnoeic at rest, and appeared pale 
with pitting oedema up to the knees. His BP is 125/72 mmHg. 
Urgent investigations are as follows: 



Hb 


e.6m 


WCC 


12 yfn 


Platelets 


200 10 9 /1 


Na + 


132 mmol/1 


K + 


6.0mmol/l 


Urea 


22 mmol/1 


Creatinine 


480 umol/1 


Calcium 


2.4 g/1 


Albumin 


26 g/1 


Bilirubin 


1 6 umol/1 


ALT 


36 ID/1 


AST 


29IU/1 


Chest X-ray 


Asymmetrical, bilateral air space 
shadowing 


Thyroid function 


Normal 


Urinalysis 


Protein +++, blood ++, culture no 
growth 


Renal ultrasound 
scan 


Normal 



The patient was treated with intravenous fluid, cephalosporin and 
metronidazole. He was also transfused with 3 units of packed cells. 
Two days after admission, the patient's condition continued to 
deteriorate with low urine output, increasing dyspnoea, and a further 
episode of frank haemoptysis. 
Further investigations are shown below: 



Chest X-ray 


Increased bilateral air space 
shadowing 


Hb 


7.8g/dl 


WCC 


12 10 9 /1 


Platelets 


250 1071 


Na + 


129 mmol/1 


K + 


6.5 mmol/1 


Urea 


28 mmol/1 


Creatinine 


650 umol/1 


Anti-GBM 
antibody 


Positive 


ANCA 


Positive 



What is the most likely underlying diagnosis? 

Infectious mononucleosis 



♦ 



Primary syphilis 
Goodpasture's syndrome 
Nephrotic syndrome 
Leptospirosis icterohaemorrhagia 



No.: 175 

Goodpasture's syndrome 

Goodpasture's syndrome is characterised by 
circulating anti-GBM (glomerular basement 
membrane) antibodies in the blood with linear 
deposition in the glomerular basement membrane 
resulting in rapidly progressive glomerulonephritis 
(crescentic) and pulmonary haemorrhage. 
The disease most often occurs in young men and is 
characterised by severe haemoptysis, dyspnoea and 
rapidly progressive renal failure. 

Anaemia, haematuria and proteinuria are common 
Chest X-ray often shows bilateral asymmetrical 
shadowing of pulmonary haemorrhage. The 
combination of pulmonary haemorrhage and renal 
failure also occurs in vasculitis such as Wegener's 
granulomatosis, microscopic polyarteritis, and 
essential mixed cryoglobulinaemia. Vasculitis can 
usually be distinguished by the presence of anti- 
neutrophil cytoplasmic antibodies (ANCA) and 
findings from renal biopsy. Treatment is with pulse 
methylprednisolone, cyclophosphamide and plasma 
exchange. Given he has travelled to Thailand one year 
earlier, the foreign travel would be considered a 
a€oered herringa€. 
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No.: 176 

A 25 -year old male is under investigation for long- 
standing hypokalaemia. He complains of persistent 
tiredness and muscle aches and finds it very difficult to 
do his job as a warehouse man. There is no other past 
medical history of note. 
His most recent blood test results are shown below: 



Sodium 


140 mmol/1 


Potassium 


2.5 mmol/1 


Urea 


5.5 mmol/1 


Creatinine 


122 umol/1 


Corrected 
calcium 


1.90 mmol/1 


Phosphate 


0.7 mmol/1 


Bicarbonate 


14 mmol/1 


Chloride 


115 mmol/1 (95-110 
mmol/1) 



What is the metabolic abnormality? 

Hypochloraemic metabolic alkalosis 






♦ 



Hyper chloraemic metabolic acidosis 
Hyporeninaemic hypoaldosteronism 
High anion gap metabolic acidosis 
High anion gap metabolic alkalosis 



No.: 176 

Hyperchloraemic metabolic acidosis 

The biochemical result shows a hyperchloraemic 
metabolic acidosis. Metabolic acidosis is due to the 
accumulation of any acid other than carbonic acid 
and a decrease in plasma bicarbonate. A series of 
disorders cause metabolic acidosis such as: ingestion 
of acid, generation of acid (lactic and ketoacidosis), 
impaired excretion by the kidneys and bicarbonate 
loss from the gastrointestinal tract. 
Calculation of anion gap is particularly useful to 
identify the cause of the acidosis. The main plasma 
anions are subtracted from the main cations to give 
the anion gap. The normal cations are - Na + , K + , Ca ++ , 
Mg ++ and the anions are- CI and HC0 3 . 
The normal anion gap is 10-18 mmol/1: (Na + + K^) - 
(O + HC0 3 ) 

In metabolic acidosis with normal anion gap, chloride 
is retained to balance the charge of the bicarbonate 
ions, which are lost. Causes of metabolic acidosis with 
normal anion gap are: 

► loss of bicarbonate from the gastrointestinal tract: 
diarrhoea, ileostomy, ureterosigmoidostomy 

► renal bicarbonate loss: renal tubular acidosis 
(proximal type 2), acetazolamide, tubular damage, 
hyperparathyroidism 

► decreased hydrogen ion excretion from the 
kidneys: renal tubular acidosis (distal typel) and type 
4 renal tubular acidosis. 
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No.: 177 

A 6 5 -year-old female presents for review. She is usin 
acetazolamide and timolol for chronic glaucoma. 
Investigations reveal: 



Sodium 


145 mmol/1 


Potassium 


2.6 mmol/1 


Urea 


4.6 mmol/1 


Creatinine 


1 8umol/l 


Corrected 
calcium 


2.1 mmol/1 


Chloride 


118 mmol/1 (95-110 mmol/1) 


Bicarbonate 


18 mmol/1 (22-28 mmol/1) 


Phosphate 


0.65 mmol/1 (0.8-1.5 
mmol/1) 



What is the cause of the metabolic abnormality? 

Bartter's syndrome 
Nephrogenic diabetes insipidus 






Lactic acidosis 

Renal tubular acidosis type 1 (distal) 

Renal tubular acidosis type 2 (proximal) 



;\ 



No.: 177 

Renal tubular acidosis type 2 (proximal) 

Renal tubular acidosis is a disorder of the renal 
tubules ability to maintain acid-base balance leading 
to chronic hyperchloraemic metabolic acidosis. 

The proximal tubule is the major site for reabsorption 
of filtered bicarbonate. In proximal RTA (type 2 
RTA), bicarbonate reabsorption is defective, pRTA 
rarely occurs as an isolated defect of bicarbonate 
transport and is usually associated with multiple 
proximal tubule transport defects; therefore, urinary 
loss of glucose, amino acids, phosphate, uric acid, and 
other organic anions such as citrate can also occur 
(Fanconi syndrome). 

Plasma bicarbonate is <21 mmol/1, and urine pH may 
fall below 5.5 with acidification. 

Features of RTA 2 are: 

► acidosis 

► hypokalemia: due to inability of renal tubules to 
secrete hydrogen ions, potassium is preferentially 
excreted 

► glycosuria 

► aminoaciduria 

► hyperchloraemia: chloride ions are mobilised to 
replace lost bicarbonate ions 

► osteomalacia: excess hydrogen ions are buffered by 
calcium, resulting in depletion of calcium from bone. 

Causes and associations of RTA 2 are: 

Fanconi' s syndrome, Wilson's disease, cystinosis and 
hereditary fructose intolerance and acetazolamide, 
which leads to increased proximal tubule bicarbonate 
loss. 
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No.: 178 

A 38-year-old Nigerian woman presents with 4- week 
history of polyuria and polydipsia. She has a history of 
long-standing progressive dyspnoea, a dry cough and 
tiredness. A chest X-ray requested by the general 
practitioner was reported as abnormal with a bilateral 
hilar mass. On examination her BP is 142/72 mmHg, 
pulse is 75/min and regular. Her BMI is 25. There are 
scattered crackles on auscultation of the chest. You 
notice a rash on examination of her shins. 
A water deprivation test was performed: 



Water deprivation 
phase 




Plasma osmolality 


298 mOsmol/kg (270- 
295 mOsmol/kg) 


Urine osmolality 


238mOsmol/kg(350- 
lOOOmOsmol/kg) 


Desmopressin 
(DDAVP) phase 




Plasma osmolality 


292 mOsmol/kg (270- 
295 mOsmol/kg) 


Urine osmolality 


680mOsmol/kg(350- 
lOOOmOsmol/kg) 



What is the most likely underlying diagnosis? 



♦ 



♦ 



Diabetes mellitus 
Sarcoidosis 
Histiocytosis X 
Sjogren's syndrome 
Wegener's granulomatosis 






No.: 178 

Sarcoidosis 

The patient is deficient of antidiuretic hormone 
(ADH), therefore passing large volumes of diluted 
urine. This is due to the inability of the kidney to 
concentrate urine; as a result the urine osmolality is 
low. In the above case, during the water deprivation 
phase the urine osmolality is still low, but after 
DDAVP (desmopressin) the kidneys now concentrate 
the urine and the urine osmolality increases 
significantly from the initial value. 

Granulomatous diseases such as sarcoidosis, 
histiocytosis and tuberculosis could infiltrate the 
hypothalamus or pituitary gland causing diabetes 
insipidus. Intracranial sarcoidosis is the cause of her 
symptoms here. The rash on her shins is consistent 
with erythema nodosum 



am* 
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No.: 179 

A 45 -year-old mechanic was brought unconscious to the 
emergency department. He was found at the garage he 
owns by his wife having an epileptic fit, and had 
vomited twice. Apparently they have been having recent 
money worries. He is normally fit and well and has no 
past medical history, he is a non-smoker. He does not 
smell of alcohol. 
Investigations reveal: 



Computed 
tomography of the 
head 


Normal 


Chest X-ray 


Normal 


Sodium 


132mmol/l 


Potassium 


3 .0 mmol/1 


Urea 


1 5 mmol/1 


Creatinine 


150 umol/1 


Bicarbonate 


1 5 mmol/1 


Calcium 


2.0 mmol/1 


Chloride 


90 mmol/1 


Glucose 


5.0 mmol/1 


Plasma osmolality 


380mOsmol/kg(275- 
295 mOsmol/kg) 


Urine microscopy 


Oxalate crystals 



What is the most likely diagnosis? 

Lead poisoning 






Carbon monoxide intoxication 
Ethylene glycol poisoning 
Heroin overdose 
Rhabdomyolysis 



No.: 179 

Ethylene glycol poisoning 

Ethylene glycol is a constituent of antifreeze used in 

cars. Metabolic products of the substance are directly 

responsible for the toxicity. 

Symptoms are: nausea, vomiting, convulsions, coma 

and respiratory distress with no alcohol odour on the 

breath. 

Severe metabolic acidosis, hypocalcaemia and renal 

failure are common. Renal failure is caused by oxalate 

crystalluria. 

An osmolar gap exists when measured plasma 

osmolality is greater than calculated osmolality by >10 

mOsmol/kg. 

Osmolality = 2(Na + + K^) + urea + glucose 

Several unmeasured osmotically active substances in 
the plasma such as ethanol, methanol, ethylene glycol, 
mannitol and glycine are responsible for increased 
osmolar gap. Treatment is with inhibitors of alcohol 
dehydrogenase such as ethanol or fomepizole. 
Haemodialysis should also be employed to remove the 
substance and its metabolites, although this man's 
relatively late presentation is associated with a very 
poor prognosis. 
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No.: 180 

A 64-year-old man gives a two- week history of 
progressive lethargy and weakness. Eight weeks 
previously he was treated for hypertensive heart failure 
with 120 mg flirosemide and commenced on 5 mg 
enalapril daily. He had not previously been treated with 
an ACE inhibitor. His haemoglobin at the time was 
12.0, urea 14.2 mmol/1 and creatinine 298 lumol/1. His 
blood pressure in clinic was 148/85 mmHg with no 
postural drop. 
His blood results are shown below: 



Hb 


10.2 g/dl 


MCV 


89.2 fl 


WCC 


4.9 x 1071 


Platelets 


175 x 1071 


Na + 


135 mmol/1 


K + 


5.2 mmol/1 


Urea 


25.2 mmol/1 


Creatinine 


600 Vmol/1 



Which of the following is the most appropriate 
action? 






♦ 



Reduce the dose of enalapril 
Reduce the dose of flirosemide 
Stop the enalapril and flirosemide 
Stop the enalapril 
Stop the flirosemide 






No.: 180 

Stop the enalapril 

This man has pre-existing renal impairment that has 
worsened with the introduction of an ACE inhibitor, 
raising the possibility of renovascular disease. Given 
that his creatinine has doubled the most sensible 
option is to discontinue the ACE inhibitor. He does 
not appear volume depleted as there is no postural 
drop in blood pressure. Stopping his diuretics as well 
as the ACE inhibitor raises the chance of rebound 
pulmonary oedema; as such it is sensible to continue 
to current dose of furosemide for the moment. 



am* 
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No.: 181 

A 28-year-old woman who is 14 weeks pregnant with 
her first pregnancy attends for a routine antenatal check. 
Her blood pressure is 142/92 mmHg. It is rechecked an 
hour later and found to be 138/90 mmHg. Her only past 
history of note includes two admissions to hospital with 
pyelonephritis as a child. 
The following investigations are performed: 



Na+ 


137 mmol/1 


K+ 


4.2 mmol/1 


Urea 


4.5 mmol/1 


Creatinine 


150 lumol/1 


Urinalysis 


NAD 


Ultrasound scan, kidneys: 




Right kidney BPD 


10.8cm 


Left kidney BPD 


5.5cm 


Irregular outline to left kidney 





What is the likely diagnosis? 

Chronic pyelonephritis 






♦ 



Congenital renal atrophy 
Pre- eclampsia 
Glomerulonephritis 
Renal artery stenosis 



•A 






No.: 181 

Chronic pyelonephritis 

This woman has hypertension in pregnancy of which 
there are many causes. Her ultrasound scan showing a 
damaged left kidney is suggestive of chronic 
pyelonephritis. Chronic long-term renal damage 
related to pyelonephritis may predispose to the 
development of hypertension Enalapril, 

bendrofluazide, hydralazine and atenolol are not 
recommended for the treatment of hypertension at 
this stage of pregnancy, but methyldopa would be an 
acceptable choice. Long-term management of the 
condition involves identification of any predisposing 
risk factors such as abnormal ureteric implantation or 
other structural problem that might be suitable for 
surgical repair. 
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No.: 182 

A 5 6 -year-old man with past history of jejunocolic 
anastomosis for Crohn's disease presents with 
symptoms of renal colic. He has suffered from Crohn's 
for up to 25 years and is thought to have only the 
minimum amount of small bowel remaining to avoid 
significant malnutrition. On examination his BP is 
105/70 mmHg, pulse is 80/min and regular and his BMI 
is 19. Investigations reveal presence of renal stones. 
Which of the following is the most likely constituent 
of the stones? 



♦ 






Calcium 

Urate 

Oxalate 

Xanthine 

Cysteine 



No.: 182 

Oxalate 

This man has had extensive small bowel resection for 
Crohn's disease and this predisposes to the formation 
of calcium oxalate stones because of changes in the 
pattern of small bowel flora and electrolyte 
resorption The best treatment to avoid further stone 
formation is to ensure adequate hydration, 
particularly in hot weather and dietary oxalate 
restriction Sodium bicarbonate supplementation to 
cause alkalinisation of urine is the treatment for uric 
acid stones. 



•A 
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No.: 183 

A 17-year-old woman from West Africa presents to the 
clinic. She gives a history of several months of pitting 
oedema, which is now to mid-leg, and there is 
associated abdominal swelling. There is no shortness of 
breath, but she does complain of general malaise. There 
has been an episode of headache, upper abdominal pain 
and vomiting with associated diarrhoea 2 years ago but 
nil else of note. She was working on a fish farm during 
her time in Africa 

Examination revealed evidence of ascites and marked 
lower limb oedema. Cardiovascular and respiratory 
examinations were unremarkable. 
Investigations revealed: 



Hb 


10.1 g/dl 


ALT 


125 U/l 


Other liver 
function tests 


unremarkable 


Albumin 


26g/l 


Hepatic 
ultrasound 


reveals evidence of 
hepatosp 1 enomega ly 



Which of the following investigations is the next 
most appropriate? 

Liver biopsy 

Urinary protein estimation 

Cardiac ultrasound scan 

Renal biopsy 

Hepatitis serology 



•A 






No.: 183 

Urinary protein estimation 

We are aware that this patient has marked ascites and 
lower limb oedema. There are no signs of cardiac 
dysfunction on examination Renal protein loss is one 
likely explanation for the oedema and 
hypoalbuminaemia, and it can be easily excluded. 
Significant exposure to mosquitoes is likely as this 
patient worked on a fish farm. She has a history 
suggestive of chronic malarial infection It is well 
known that Plasmodium malariae may be associated 
with membranous glomerulonephritis, the most likely 
cause of her significant proteinuria. Chloroquine 
would be appropriate treatment in this case. 
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No.: 184 

A 75 -year-old male was reviewed in the emergency 
department with a 2-month history of dyspnoea, 
paraesthesia of both hands and feet and tiredness. 
He is on atenolol 100 mg for long-standing 
hypertension and smokes 10 cigarettes daily. On 
examination he has oedema of his legs, jugular venous 
pressure is elevated and the cardiac apex beat is 
displaced downward to the 6th intercostal margin on the 
anterior axillary line. His BP is 132/82 mmHg, pulse is 
85/min and regular. Abdominal examination reveals 
hepatosplenomegaly and bilateral painless ballotable 
loin masses. 
Investigations reveal: 



24 h urine collection 


Protein 4.2 g 


Hb 


7.5 g/dl 


WCC 


10 1071 


Platelets 


200 10 9 /1 


Na + 


134mmol/l 


K + 


5.3 mmol/1 


Urea 


20 mmol/1 


Creatinine 


390 umol/1 


Albumin 


25 g/1 


Total protein 


93g/l 



What is the most likely cause of his renal 
dysfunction? 

Nephrotic syndrome 

♦ 



♦ 



Cast nephropathy 
Congestive cardiac failure 
Amyloidosis 
Goodpasture's syndrome 



No.: 184 

Amyloidosis 

Amyloidosis is the accumulation in various tissues of 
deposited insoluble protein that impairs normal 
function Two major types of protein are deposited in 
tissues: protein light chain (AL) in primary 
amyloidosis and myeloma-associated amyloidosis, and 
non-immunoglobulin protein (AA) in secondary 
amyloidosis usually associated with chronic diseases 
such as: TB, bronchiectasis, osteomyelitis, rheumatoid 
arthritis, familial Mediterranean fever and Hodgkin's 
disease. 

Symptoms and signs depend on the organ involved. 
Nephrotic syndrome is a common mode of 
presentation; cardiac involvement may present as 
cardiomegaly, arrhythmia and heart failure; hepatic 
amyloid produces hepatomegaly, but rarely jaundice. 
Other organs involved are: the thyroid, lung, 
gastrointestinal tract, skin, tongue, adrenal glands 
and lymph nodes. 

Diagnosis is based on clinical presentation, but the 
best screening tests are rectal and renal biopsy, 
subcutaneous fat aspiration and tests at other sites 
such as, skin, nerve and gingival biopsy. Tissue 
sampled is stained with Congo red and examined by 
polarised light to show apple green-birefringence of 
amyloid protein 
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A 71 -year-old man presents to the GP surgery for 
review. He has a past history of symptoms of prostatic 
hypertrophy with occasional wetting, but particularly 
difficulty starting urination, poor stream, and multiple 
visits to the toilet in the night. On examination his blood 
pressure is 165/90 mmHg; this is the third elevated 
measure in the past 3 visits to the surgery over a period 
of 6 months. 
Investigations revea 



Hb 


13.9 g/dl 


WCC 


5.0x1071 


PLT 


305 xl07l 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


150 umol/1 


PSA 


3.1ug/l 



Which of the following would be the most 
appropriate blood pressure lowering agent given his 
prostatic problem? 

Doxazosin 

Bendroflumethiazide 

Furosemide 

Amlodipine 

Lisinopril 






•A 






No.: 185 

Doxazosin 

Alpha blockade is a well recognised treatment for 
benign prostatic hypertrophy. It promotes smooth 
muscle relaxation improving urinary flow and 
reducing the problem of residual urine in the bladder 
post voiding. Many physicians also combine therapy 
with a 5-alpha reductase inhibitor, which acts over the 
longer term to reduce prostatic hypertrophy. By 
virtue of their mode of action, alpha-blockers may 
lead to hypotension and tachycardia. Psychomotor 
effects seen include insomnia, depression and 
anorexia. Decreased libido, ejaculation disorders and 
decreased volume of ejaculate were all said to occur 
with a frequency of more than 1% in clinical trials. 
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b 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Renal medicine 



No.: 186 

A 49-year-old woman presents to the Emergency room 
complaining of haemoptysis. She has attended the GP 
on 3 previous occasions over the past 6 months 
complaining of recurrent nose bleeds and sinusitis. 
Examination of the chest reveals scattered crackles and 
signs of consolidation, particularly on the left hand side. 
On further questioning she admits to smoking 30 
cigarettes per day. 
Investigations; 



Hb 


11.0 g/dl 


WCC 


8.1x1071 


PLT 


430 x 1071 


Na + 


140 mmol/1 


K + 


5.7 mmol/1 


Creatinine 


1 umol/1 


c-ANCA 


positive 


CXR 


Consolidation with evidence of 
granuloma formation 



Which of the following is the most likely diagnosis? 

Tuberculosis 



• 



Churg-Strauss vasculitis 
Wegener's granulomatosis 
Sarcoidosis 
Anti-GBM disease 



•A 






No.: 186 

Wegener's granulomatosis 

The picture seen here fits well with a diagnosis of 
Wegener's, with positive c-ANCA, anaemia with 
leukocytosis, thrombocytosis, granulomas on CXR 
and evidence of renal involvement. Diagnosis is 
confirmed by taking a histology sample from affected 
tissue. Easiest to obtain is usually a biopsy of nasal/ 
upper respiratory tract mucosa, but if this is 
impossible, lung or renal biopsy is the alternative. 
Most physicians begin treatment with a course of 3 
days high dose IV methylprednisolone and 
cyclophosphamide with the aim of inducing remission 
from Wegener's. This is followed by conversion to 
lower doses of orals. IV immunoglobulin may be used 
in patients who are severely ilL More recently, IV 
rituximab (an anti CD20 antibody) has shown 
promising results in inducing a clinical response in 
patients resistant to medical treatment. 
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A 69-year-old retired headteacher with rapidly- 
deteriorating back pain comes to see you in clinic. The 
pain started 6 months ago following a fall down the 
stairs. Lumbar spine X-ray then confirmed vertebral 
collapse of L2 and L4. She started Calcichew D3 and a 
bisphosphonate. The pain has now spread to her thoracic 
spine. The pain does not vary with time of day or 
exercise. Although her appetite has decreased, her 
weight seems steady. She smoked in her youth. She has 
hypertension. Current medication comprises regular 
opioid analgesia, a diuretic and a statin. On examination 
she is pale. Her cardiovascular, chest and abdominal 
investigations are normal. She is non- specifically tender 
over her thoracic and lumbar spine. Although her 
neurological examination is hindered by pain, nothing of 
note was found. CXR reveals a slightly enlarged cardiac 
shadow; T-spine, collapse of T5; L-spine, collapse of L2, 
L4. 
Results of blood tests show: 



Na 


142mmol/l 


K 


4.9 mmol/1 


urea 


10.1mmol/l 


creatinine 


141 mmol/1 


Ca 


2.34 mmol/1 


albumin 


36g/l 


bilirubin 


12 mmol/1 


ALT 


36U/1 


ALP 


164 U/l 


Total Protein 


84 g/1 


po 4 


1.01 mmol/1 


WBC 


3.4 10 9 /1 


Hb 


8.7 g/dl 


MCV 


84.2 fl 


pits 


124 1071 


ESR 


42mm/h 


CRP 


6 mg/1 



: 



A blood film shows a normocytic anaemia and some 
rouleaux formation. Urinalysis is normal. 
What is the most likely diagnosis? 



• 



Osteoporosis 
Renal-cell carcinoma 
Multiple myeloma 
Osteoporosis and over- diuresis 
Squamous -cell lung cancer 



No.: 1 

Multiple myeloma 

This patient has multiple myeloma. The rapidly 
increasing severity of back pain that does not vary 
with time or movement is significant. Although her 
calcium is not elevated, her globulins are, (by virtue 
of the fact her total protein is raised and albumin is 
relatively normal), as is her ESR She also has renal 
impairment and multiple areas of vertebral collapse. 

Multiple myeloma is a disease in which there is 
accumulation of malignant plasma cells, generally 
derived from one clone in the bone marrow. It is 
characterised by the production of a monoclonal 
immunoglobulin that can be detected in the serum or 
urine. It is often associated with bone pain, renal 
failure and anaemia. 

Diagnostic tests include bone marrow examination, 
the presence of more than 10% plasma cells being 
required for diagnosis. A skeletal survey is required 
for lytic lesions and serum/urine electrophoresis is 
needed to identify the presence of paraprotein. A 
monoclonal paraprotein is isolated in the serum 
and/or urine in 80% of patients. In 20% of cases, 
only free light chains are isolated in the urine. In rare 
cases, the plasma cells are non-secretory. 

Treatment is based around melphalan chemotherapy. 
Patients under 65 years of age are worked up for 
autologous transplantation, since remission is 
prolonged compared with conventional 

chemotherapy. Newer treatments such as thalidomide 
and bortezomib are finding their place in treatment 
strategies. 
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An 1 8-year-old Cypriot tourist is admitted with severe 
abdominal pain to A&E. Over the last few days he had 
been coughing up green sputum and had pleuritic chest 
pain. He was given ciprofloxacin for presumed infection. 
This morning he awoke with sharp, very painful 
abdominal pain, worst in the epigastric area. No other 
symptoms. He drinks socially and doesnt smoke. On 
examination he is jaundiced and in pain. His temperature 
is 39.5 l°C, pulse 120 bpm, BP 102/48 mmHg and his 
respirations are 20 breaths/min. His saturations on room 
air are 95%. Some crackles and bronchial breathing at 
the right base can be heard. His abdomen is generally 
tender on palpation but with no guarding. CXR shows 
shadowing at the right lung base; ECG shows sinus 
tachycardia. 
Results of blood tests reveal: 



Na 


136 mmol/1 


K 


3.8 mmol/1 


urea 


4.5 mmol/1 


creatinine 


84 umol/1 


glucose 


5.7 mmol/1 


albumin 


38g/l 


bilirubin 


71 umol/1 


ALT 


62U/1 


ALP 


124 U/l 


amylase 


45U/1 


Hb 


6.2 g/dl 


MCV 


97 fl 


WBC 


17.3 10 9 /1 


pits 


465 1071 


LDH 


1256 U/l 


Urine 


urobilinogen positive 



: 



What is the diagnosis? 

G6PD deficiency 



• 



Familial Mediterranean fever 
Atypical pneumonia 
Acute intermittent porphyria 
Acute pancreatitis 
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G6PD deficiency 

This patient is glucose-6-phosphate dehydrogenase 
(G6PD)-deficient. People of Mediterranean origin 
often have a severe enzyme defect. The ciprofloxacin 
precipitated an oxidative crisis. 

G6PD deficiency is the commonest red blood cell 
enzyme defect. Inheritance is X-linked so males are 
mostly affected. When exposed to an oxidative crisis 
there is typically a rapid jaundice and anaemia with 
RBC Heinz bodies. Diagnosis can be made using an 
enzyme assay. After a crisis, the enzyme test should 
be delayed for a few weeks as the young RBCs may 
contain enough enzyme to negate the test. 
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A 63 -year-old man is admitted to A&E with a 5 day 
history of vomiting, diarrhoea and bloody stools. The 
diarrhoea and vomiting stopped 2 days ago, but he 
noticed his abdomen was distended and had constant 
colicky pain. He also complains of dyspnoea on minimal 
exertion and increasing urinary frequency, with small 
volumes of urine and intermittent incontinence. Apart 
from attending a wedding reception a week ago, he has 
only eaten home-made food. He has hypertension and 
gout and takes an ACE inhibitor, calcium -channel 
blocker, allopurinol and a statin. He is a non-smoker but 
enjoys a bottle of red wine at weekends. On 
examination, he is pale and slightly agitated. His 
temperature is 37.1 l°C, pulse 96 regular, BP 142/92 
mmHg. His respirations are 24 breaths/min at rest and 
his saturations are 96% on room air. His heart sounds are 
normal but basal crackles can be heard on chest 
examination. His abdomen is distended and tympanic, 
mildly tender and bowel sounds are reduced. Rectal 
examination reveals a brown stool. 
Results of blood tests show: 



Na + 


123 mmol/1 


K + 


4.7 mmol/1 


Bilirubin 


100 umol/1 


Urea 


40.8 mmol/1 


Creatinine 


862 umol/1 


ALT 


60U/1 


ALP 


61U/1 


Albumin 


12g/l 


LDH 


1240 U/l 


CRP 


354mg/l 


WCC 


28.7x1071 


Hb 


9.8 g/dl 


MCV 


91 fl 


Pits 


65 x 1071 



•A 



The blood film shows schistocytes and burr cells. 
CXR reveals alveolar shadowing at both bases with 
small bilateral pleural effusions. 
What is the diagnosis? 









Crohn's colitis 
Gastroenteritis 

Haemolytic-uraemic syndrome 
Polyarteritis nodosa 
Legionella pneumonia 
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Haemolytic-uraemic syndrome 

HUS is characterised by the triad of 
microangiopathic haemolytic anaemia, 

thrombocytopaenia, and acute renal failure (ARF). 
Incomplete HUS is ARF with either haemolytic 
anaemia or thrombocytopaenia. HUS is classified into 
two subgroups. Typical HUS usually occurs after a 
prodrome of diarrhoea (D+HUS), and atypical 
(sporadic) HUS (aHUS), which is not associated with 
diarrhoea (D+HUS). 

In adults, HUS is usually caused by the 
enterohaemorrhagic serotypes of Escherichia coli, 
especially E. coli 0157:H7. The source of the 
infection is usually contaminated beef, poultry or 
cider, although faecal-to-hand transmission can 
occur. HUS is associated with: malignant 
hypertension; infection (eg E. coli, Shigella spp, 
HIV); vasculitis; radiation nephritis; collagen 
vascular diseases (eg scleroderma); 

cryoglobulinaemia; malignancy, mainly 

adenocarcinoma; drugs (eg oral contraceptive 
therapy, chemotherapy, ciclosporin); bone marrow 
transplantation; eclampsia; postpartum acute renal 
failure. 

Uraemia cannot explain all the haematological 
findings in this case, particularly the presence of 
schistocytes and burr cells on the blood film. These 
indications of microangiopathic anaemia suggest red- 
cell trauma due to fibrin deposition in the 
microvasculature. When thrombotic 

microangiopathy involves the kidneys, thrombosis of 
glomerular capillaries and renal arterioles can lead to 
renal failure. In the severe form of the disease, 
bilateral cortical necrosis and irreversible renal 
failure may occur. 

Plasmapheresis with fresh-frozen plasma as the 
replacement fluid is the current treatment of choice. 
Renal replacement therapy might also be required. 
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A 22-year-old student is brought to A&E with recurrent 
seizures. He had collapsed at the bar and had witnessed 
seizures. His flatmate reckoned he had nine cocktails 
that evening. Over the last few weeks he had been 
missing his first morning lecture and complained of 
intermittent fever and a dry cough. Intravenous 
lorazepam terminated the seizure. On examination, he is 
lethargic and pale with bruises over his left arm, leg and 
his right buttock. His temperature is 37.8 l°C, pulse 104 
bpm and regular, BP 120/68 mmHg. He has gum 
hypertrophy, poor dentition but no mouth ulcers. His 
liver had descended to 2 cm but the spleen is not 
palpable. Neurological examination is symmetrical. 
Fundoscopy is unremarkable. 
Results of blood tests show: 



U&E 



Ca 



bilirubin 



ALT 



ALP 



glucose 



albumin 



GGT 



CRP 



WCC 



Hb 



pits 



MCV 



Normal 



2.43 mmol/1 



12 umol/1 



108 U/l 



51U/1 



5.2 mmol/1 



35 g/1 



101 U/l 



62mg/l 



105.2 10— l 9 /l 



7.3 g/dl 



65 1071 



101 fl 



•A 



You call the haematology registrar who immediately 
performs a bone marrow biopsy, which shows the 
presence of multiple blasts and Auer rods. 
Bone marrow cytochemistry reveals: 



Sudan Black 



myeloperoxidase 



Periodic acid-Schiff 



non-specific esterase 



fve 



fve 



-ve 



++ 



What is the diagnosis? 

Acute lymphoblastic leukaemia 
Bacterial meningitis 
Promyelocyte leukaemia 
Acute monocytic leukaemia 
Human T-cell lymphoma virus type-I 
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Acute monocytic leukaemia 

This patient presents with a short history of 
increasing malaise followed by a grand mal seizure. 
High counts of circulating blasts (>100 10 9 /1) may 
lead to symptoms of cellular hyperviscosity 
(headache, confusion, fits, focal neurology and coma). 
Tissue deposits of leukaemic cells (eg causing gum 
hypertrophy) are common in the myelomonocytic 
and monocytic varieties of AML. 

It is often possible to distinguish AML from acute 
lymphocytic leukaemia (ALL) on morphological 
appearance alone. ALL cells demonstrate little 
differentiation and hardly any cytoplasm. AML often 
shows some differentiation into monocytes or 
granulocytes; Auer rods are also present and there is 
a granular cytoplasm. 

ALL cells characteristically stain positive for Periodic 
acid-Schiff (PAS) and non-specific esterase (NSE). 
AML cells characteristically stain positive for Sudan 
Black and myeloperoxidase. M6 cells stain positive 
for PAS. M4 cells stain positive for NSE, while M5 
cells will be strongly positive for NSE. 
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An 1 8-year-old Caucasian with a 4-month history of 
non-specific chest pain is seen in your outpatient clinic. 
She had been having intermittent twinges that initially 
settled with mild analgesics, but they have become more 
frequent and painful of late. She is most aware of them 
just underneath her sternum and there is no radiation. 
Movement does not exacerbate the pain. However, the 
more severe pains make her feel dizzy and she has 
almost passed out on three occasions. There is no history 
of night sweats, weight loss or fever. She isnt short of 
breath on exertion, but admits that recently she has been 
too tired to play sport. She doesnt smoke or take illicit 
drugs and has recently gone off alcohol. She had asthma 
as a child but rarely used her salbutamol inhaler. She is 
on the oral contraceptive pill and has a steady boyfriend. 
On examination, she looks tired and slightly anxious. 
She is afebrile. Her pulse is 64 bpm and regular, BP 
105/62 mmHg, respirations at rest 16 breaths/min and 
saturations 97% on room air. She has a small lymph 
node in the left submandibular region. Heart sounds are 
normal, her chest is clear and her abdomen is soft with 
no enlarged organs. ECG shows sinus rhythm. CXR PA 
reveals an enlarged mediastinum, with clear lung fields; 
an anterior mediastinal mass can be seen on the Lat 
CXR. 
Results of blood tests show: 



Na 


139mmol/l 


K 


4.2 mmol/1 


urea 


4.1 mmol/1 


creatinine 


68 umol/l 


glucose 


4.9 mmol/1 


LDH 


1652 U/l 


WCC 


6.4 1071 [ 


Hb 


8.9 g/dl 1 


MCV 


79.3 fl 


pits 


165 1CP/1 j 



•A 



CT of the thorax, abdomen and pelvis reveals: a large 
anterior mediastinal mass with irregular borders, 10.1 cm 
9.3 cm 5.6 cm, surrounding the left pulmonary artery and 
ligamentum arteriosum; no infiltration of surrounding 
tissues; a large group of lymph nodes in the left axilla; 
no abnormalities in the abdomen and pelvis. 
Bone marrow biopsy shows non-specific fibrous 
tissue. What is the most likely diagnosis? 






Hodgkin's lymphoma 
Hairy-cell leukaemia 
Malignant teratoma 
Thymoma 
Tuberculosis 
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Hodgkin's lymphoma 

Hodgkin's lymphoma is a malignant proliferation of 
lymphocytes. Some 25% of patients have a 
constitutional upset, eg night sweats, weight loss, 
fever, pruritus and lethargy. Rarely, there may be 
alcohol-induced pain or features due to the mass 
effects of nodes. 

The differential diagnosis of an anterior mediastinal 
mass includes lymphoma, teratoma, thymoma and 
infection. Thymoma is usually a smooth encapsulated 
tumour. Teratoma is rare and in this patient there is 
no evidence of pelvic disease. 

It is known that as Hodgkin disease results in patchy 
bone marrow infiltration, an isolated bone marrow 
biopsy may yield non-specific results. In general bone 
marrow biopsy is more useful for staging of advanced 
disease. Lymph node biopsy would be more likely to 
be positive and would be less invasive than 
mediastinal biopsy. The Reed- Sternberg cell is 
evident on microscopy. Prognosis is good overall, but 
it depends on classification and staging. Treatment is 
again dependent on classification and staging, but 
usually involves some form of multi-agent 
chemotherapy. 
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A 50 -year-old man with aggressive lymphoma is 
receiving combination chemotherapy with rituximab, 
cyclophosphamide, vincristine, doxorubicin and 
prednisolone. At the start of therapy he had several 
cervical and axillary lymph nodes, none larger than 2 
cm. Several studies of investigational products are 
available, and he asks you about the terminology of drug 
development. 

In terms of the process of researching a new drug, 
which of the following best applies to phase I studies? 

The aim of a phase I study is to assess initial 

therapeutic activity 
^-» 

Phase I studies are conducted once an initial 

therapeutic effect in humans is demonstrated 

It is common to combine phase I and II studies 
together 

Phase I studies usually recruit several hundred 
patients 

Phase I studies are classically randomized 
controlled and double blinded 
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It is common to combine phase I and II studies together 

Phase I studies study safety, pharmacokinetics and 
pharmacodynamics in an investigational agent's first 
usage in human subjects. They are not designed to 
assess therapeutic response and patients should be 
aware of this as part of the consent process. 
Phase II studies are designed to elucidate any 
therapeutic response in specific settings, and are 
often combined with phase I studies. 
Phase III studies are performed once initial safety 
and efficacy evaluation is completed, and usually 
compare the drug with an alternative. 
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A 49-year-old woman presents with fatigue. She has 
chronic renal failure secondary to systemic lupus 
erythaematosus, requiring dialysis for the last three 
years. She is on prednisolone 20 mg daily and 
erythropoietin alpha 3500 units three times weekly. 
Examination is unremarkable other than noticeable 
pallor. 
Blood tests are shown below: 



Hb 


4.9 m 


WCC | 


3.5x1071 


Neutrophils 


3.0xl0 9 /l 


Platelets 


455 x 1071 


Mean cell volume 


83 fl (80-96) 


Reticulocytes 


13x1071(25-85) 


Serum B12 


163ng/l(160- 

760) 


Serum folate 


5 (Ag/1 (2.0-11.0) 


Bone marrow shows plentiful megakaryocytes, 
normal myeloid maturation, absent erythropoiesis 
and no infiltrates. 



What is the most likely diagnosis? 

Diamond Blackfan anaemia 
Anaemia of chronic disease 
Lupus associated myelofibrosis 



: 



♦ 



Paroxysmal nocturnal haemoglobinuria 
Pure red cell aplasia 
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Pure red cell aplasia 

Pure red cell aplasia is diagnosed when there is 
unexplained anaemia and reticulocytopenia, with a 
complete absence of red cell precursors in the bone 
marrow, but with preservation of other cell lines. It 
can occur spontaneously, or in association with 
autoimmune or lymphoproliferative disorders. 
Treatment is supportive with immunosuppression 
with cyclosporin or related compounds. The 
condition can rarely occur where recombinant 
erythropoietin is administered, where 

antierythropoietin antibodies can be detected; these 
patients respond to withdrawal of erythropoietin 
with subsequent falling of the antibody levels. 
Diamond Blackfan anaemia is a congenital disorder. 
Myelofibrosis can be seen in lupus, but the bone 
marrow is characteristically a dry tap, with marked 
fibrosis seen on the bone marrow trephine. 
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A 30 -year-old man presents with breathlessness on 
exertion of three months duration. Usually fit and 
relatively athletic, he now needs to stop for breath on 
climbing a single flight of stairs. His general practitioner 
has arranged investigations for possible renal stones, and 
he completed a six-month course of warfarin for a deep 
vein thrombosis in the last year, but otherwise he has no 
significant previous medical history. Examination shows 
pale conjunctivae, pulse 100 beats per minute, heart 
sounds normal and jugular venous pressure not raised. 
Investigations are shown below: 



Hb 


6.3 g/dl 


WCC 


2.5 x 10 9 /1 


Neutrophils 


1.1x1071 


Platelets 


163 x 10 9 /1 


Mean Cell 
Volume 


80 fl (80-96) 


Reticulocytes 


90 x 1071 (25-85) 


Blood film 


marked anisocytosis, with 
polychromasia and 
hypochromatic cells 


Ferritin 


10Lig/l(15-300) 


Urine dipstick 


positive for blood ++++ 


Mid stream 
urinalysis 


no cells seen 


Culture 


negative 



What is the most likely diagnosis? 

Warm autoimmune haemolysis 
Cold haemagglutinin disease 
Paroxysmal cold haemoglobinuria 
Blackwater fever 
Paroxysmal nocturnal haemoglobinuria 
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Paroxysmal nocturnal haemoglobinuria 

This patient has iron deficiency, mild pancytopenia 
and urine that is positive for haemoglobin but with 
no red cells seen in the urine. This is most likely to be 
due to chronic intravascular haemolysis, where free 
circulating haemoglobin is filtered in the kidneys 
(haemoglobinaemia and haemoglobinuria). A Perl's 
stain of the urine will be positive due to iron 
absorption in uroepithelial cells which are then shed 
in the urine. The causes of chronic intravascular 
haemolysis are chronic microangiopathies, 
particularly chronic disseminated intravascular 
coagulation (often secondary to prostatic cancer), and 
paroxysmal nocturnal haemoglobinuria (PNH). PNH 
is characterized by loss of resistance to complement 
lysis, so that in acidic conditions red cells are 
spontaneously lysed. The condition is confirmed by 
showing a loss of PIG-A anchored proteins that 
confer resistance to complement mediated lysis - such 
as DAF (decay accelerating factor) and MIRL 
(membrane inhibitor of reactive lysis), although in 
the past the condition was confirmed with the Ham's 
or sucrose lysis tests. 
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You are asked to see a 20 -year-old man with a 
temperature of 39°C. He is an in-patient receiving an 
allogeneic bone marrow transplant. He was diagnosed 
with chronic myeloid leukaemia three months previously 
and was treated with imatinib mesylate, which brought 
about a rapid haematological and cytogenetic remission. 
He received myeloablative conditioning with total body 
irradiation and cyclophosphamide 10 days previously, 
and received stem cells collected from his brother, with 
whom he is fully HL A (human leucocyte antigen) 
compatible. He first became febrile five days ago, and 
has received ceftazidime (changed to meropenem after 
48 hours) and vancomycin intravenously. Examination 
shows an unwell young man; pulse 120 beats per minute, 
blood pressure 1 10/60 mmHg, heart sounds normal; 
capillary refill < 2 seconds; respiratory rate 24 breaths 
per minute, crackles in the right mid-zone; abdomen 
normal. Urine output is above 30 ml per hour, and has 
been negative to date. 
Results are shown below: 



Hb 


9.3 g/dl 


WCC 


0.0 x 1071 


Platelets 


12x1071 


Blood cultures 


negative at 48 hours 


Urine cultures 


negative at 48 hours 


Chest X-ray 


unremarkable 



What is the most appropriate management? 

Add in metronidazole for anaerobic cover 

Change vancomycin to linezolid to cover 

vancomycin resistant enterococcus 
#-» 

Add in acyclovir 10 mg/kg to cover systemic herpes 

infection 
#». 

Add in liposomal amphotericin 3 mg/kg to cover 

invasive aspergillosis 

Add in intravenous fluconazole 400 mg daily to 
cover invasive candidiasis 



No.: 9 

Add in liposomal amphotericin 3 mg/kg to cover 
invasive aspergillosis 

This patient has been adequately treated for bacterial 
sepsis, and microbiology has proven negative. 
Meropenem provides reasonable anaerobic cover, so 
there is no reason to presume that metronidazole will 
be of any use. Vancomycin-resistant Enterococcus 
would usually only be considered if there were 
microbiological confirmation, or if there was a 
concurrent outbreak. The gravest concern is that the 
fevers are due to invasive aspergillosis (IA), or 
related fungal infection. Systemic herpes infection or 
candidiasis are both possible, but less likely. 
Diagnosing IA is difficult; computed tomography of 
the chest is useful at identifying lesions, but is not 
completely sensitive or specific. Bronchoscopy with 
lavage suffers from the same limitations, and invasive 
procedures are discouraged in neutropenic patients. 
Various serological assays have been trialed, 
including using the polymerase chain reaction to 
detect early invasive disease. I A can only be 
confidently diagnosed by the finding of characteristic 
hyphae on a biopsy specimen, but for obvious reasons 
this is rarely available. Several new agents are 
available IA, including voriconazole and caspofungin, 
and are used as first line or second line treatments 
depending on individual centres. 
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You are asked to review a 30 -year-old man on intensive 
care. He was admitted to the unit for inotropic support 
and airway management secondary to meningococcal 
meningitis. He was previously fit and well. He is 
receiving intravenous antibiotics and dopamine. He is 
intubated and ventilated. He is catheterised and passing 
urine at 45 ml per hour. On examination he has a pulse 
of 1 10 beats per minute, heart sounds normal, BP of 
1 10/70 mmHg. He has a marked purpuric rash, but he 
has no bleeding and there is no apparent digital 
ischaemia. 
Investigations are shown below: 



Hb 


7.1 g/dl 


WCC 


11.0xl0 9 /l 


Platelets 


75 x 10 y /l 


Prothrombin time 


21 s (11.5- 

15.5) 


Activated partial thromboplastin 
time 


52 s (30-40) 


Fibrinogen 


0.9g/l(1.8- 
5.4) 


D-dimers 


3.2mg/l 

(<0.5) 



♦ 



What is the most appropriate management? 

No blood products are indicated 
2 units of packed red cells 
10 units of cryoprecipitate 
1 5 ml/kg fresh frozen plasma 



♦ 



1 adult therapeutic dose of platelets 
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No blood products are indicated 

This patient has been stabilized, as evidenced by his 
blood pressure and urine output. The appropriate 
level at which to transfuse packed red cells has been 
investigated in a randomized controlled trial, which 
showed no difference in mortality between a 
transfusion trigger of 9.0 g/dl or 7.0 g/dl, and 
suggested an improvement in mortality if the lower 
value were used in young patients who were less 
acutely unwell. The abnormal clotting, low fibrinogen 
and platelets, and raised D-dimers are consistent with 
disseminated intravascular coagulation. Where there 
is no bleeding or thrombosis, blood products are not 
recommended, since there is no evidence base for 
their use (although there is evidence for the use of 
recombinant activated protein C), and they expose 
the patient unnecessarily to the risks of transfusion. 
Where there is bleeding, blood products should be 
used to gain haemostasis. DIC should be managed by 
treatment of the underlying cause. As a general rule, 
treatment with blood products is not indicated unless 
life-threatening bleeding occurs or if an invasive 
procedure is planned. 
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A 19-year-old girl presents with massive abdominal 
swelling and tiredness. She is previously fit and well and 
on no medication. She is a trainee nurse and lives with 
her parents. She has no siblings. On examination she is 
pale and covered in bruises. Funduscopy is 
unremarkable. There is massive splenomegaly extending 
across the midline. 
Investigations are shown below: 



Hb 



WCC 



Platelets 



Neutrophils 



Lymphocytes 



Basophils 



Neutrophil 
alkaline 
phosphatase score 



Blood film 



Basophilia is 
noted 



5.3 g/dl 



256x10"/! 

754x1071 



35x1071(1.5-7.0) 



2x1071 (1.5^.0) 
0.5x1071(0-0.1) 



0/400 



shows gross left shift with 
promyelocytes, myelocytes, 
metamyelocytes and band 
forms 



What is the most appropriate treatment over the next 
few months? 

Repeated leucophoresis to reduce the white cell 

count to a safe level 

* 

Transfuse two units of irradiated, cytomegalovirus 

'random' blood 

Full intensity bone marrow transplantation from a 
matched, unrelated donor 

a 

Reduced intensity bone marrow transplantation 
from a haplo-identical donor 

Imatinib mesylate 400 mg daily 
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Imatinib mesylate 400 mg daily 

This is a difficult question for non-haematologists, 
but candidates should be aware of the following facts. 
Stem cell transplants from unrelated or 
haploidentical donors are not used in first complete 
remission in most adult haematological malignancies 
due to the high treatment related 
mortality /morbidity: they are reserved for first 
relapse/second complete remission. Stem cell 
transplants from matched sibling donors are used as 
first line therapy in certain circumstances, including 
chronic myeloid leukaemia. 

Irradiated blood is required in patients receiving a 
bone marrow transplant, patients with previous 
purine analogue exposure and a diagnosis of 
Hodgkin's disease 

Cytomegalovirus (CMV)-negative blood should be 
used in patients who may need a bone marrow 
transplant in the future (since carriage of CMV 
increases transplant mortality). 

Imatinib mesylate is targeted to inhibit the novel 
tyrosine kinase that is formed from the genetic 
translocation between chromosomes 9 and 22, which 
is the hallmark of chronic myeloid leukaemia. 
Imatinib mesylate used as first line therapy brings 
about complete cytogenetic remissions in 76% of 
patients, with some patients becoming negative by 
polymerase chain reaction for the 9:22 translocation. 
It is not however thought to be curative, and young 
patients with a sibling donor are still referred for 
transplantation. In summary, in the absence of 
siblings, imatinib to induce remission is the initial 
therapy of choice in this patient. If she had siblings 
then related stem cell transplant may be considered. 
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A 45-year-old woman is referred for investigation of a 
paraprotein found at a Well-Woman check. She is 
currently asymptomatic and working full time as a 
teacher. She is on no medication and does not smoke. 
She has three sisters who are all well. On examination 
pulse 90 beats per minute, blood pressure 110/64 mmHg, 
heart sounds normal, chest is clear. There is no palpable 
lymphadenopathy or organomegaly. Neurological 
examination is unremarkable, with normal funduscopy 
and intact sensation. 
Results are shown below: 



Hb 


14.3 g/dl 


WCC 


6.3 x 10 9 /1 


Platelets 


355 x 1071 


Na + 


138 mmol/1 


r 


4.5 mmol/1 


Creatinine 


114umol/l 


Protein electrophoresis 


M band present 


Paraprotein 
quantification IgG kappa 


12 g/dl 


Serum corrected calcium 


2.24 mM 


Urine 


negative for Bence 
Jones protein 


Skeletal survey 


unremarkable 


Bone marrow aspirate 


shows 25% plasma 
cells 



What is the most appropriate management? 

Regular follow up with blood tests only 






Melphalan and prednisolone 

Thalidomide and dexamethasone 

Bortezomib 

Vincristine, doxorubicin and dexamethasone 



No.: 12 

Regular follow up with blood tests only 

This patient has probable early myeloma - bone 
marrow diagnostic of myeloma but IgG paraprotein 
of less than 30 g/dl with no evidence of myeloma 
associated organ damage ie normal blood count, 
calcium, renal function and skeletal survey. In this 
case, early treatment has so far not been proven to 
change the course of the illness. Vincristine, 
doxorubicin and dexamethasone was until recently 
considered the gold standard in inducing remission in 
myeloma patients, but is becoming superseded by 
better tolerated, oral regimes such as 
cyclophosphamide and dexamethasone. Thalidomide 
is active in myeloma, possibly due to anti-angiogenic 
or immunomodulatory properties. Thalidomide 
containing regimes seem to be superior to standard 
chemotherapy. Bortezomib inhibits the 26S 
proteosome, indirectly inhibiting nuclear factor 
kappa B and causing apoptosis. It has activity in 
relapsed myeloma, but its precise role has yet to be 
defined. 



,j 






O 



r-«n 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 13 

An 89-year-old lady is an in-patient recovering from 
community-acquired pneumonia. She is on warfarin for 
atrial fibrillation, and has been put on intravenous 
ampicillin since admission forty-eight hours ago. You 
are contacted for advice regarding management of her 
high international normalized ratio (INR). She is 
currently well, with no symptoms or signs of bleeding. 
INR > 10 (target 2.5). 
What is the most appropriate management? 

Observation alone 

1-5 mg of oral vitamin K or 0.5-lmg of intravenous 
vitamin K 

1 5 ml/kg fresh frozen plasma 

10 units of cryoprecipitate 

Prothrombin complex concentrate containing factors 
II, VII, IX and X 
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1-5 mg of oral vitamin K or 0.5-lmg of intravenous 
vitamin K 

It will take several days for the INR to fall to a safe 
level, and patients over seventy years of age are at 
increased risk of haemorrhagic complications. Also at 
risk of haemorrhage are patients who already have 
minor bleeding eg gum bleeding or epistaxis, or those 
who have bled in the past on warfarin. Both oral and 
IV vitamin K are potential options with an INR 
above 8, without active bleeding at the doses 
described above, (l-5mg oral, or 0.5-lmg IV) . A level 
of 15 ml/kg of fresh frozen plasma is unlikely to raise 
coagulation factors above 20%: higher doses, while 
more likely to correct adequately, can cause fluid 
overload. Fresh frozen plasma is not virally 
inactivated and can cause transfusion complications 
such as transfusion related acute lung injury. 
Cryoprecipitate contains higher levels of factor VIII 
and fibrinogen: its use is limited mainly to the 
treatment of dys/hypofibrinogenaemia. Prothrombin 
complex concentrate is extremely useful for rapidly 
reversing over-anticoagulation with warfarin, but it 
is a pooled plasma product, and can cause 
disseminated intravascular coagulation: its use is in 
life threatening bleeding associated with over- 
anticoagulation. 
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A 16-year-old man presents to the Accident and 
Emergency Department with severe back pain that came 
on while he was ice-skating. He has recently recovered 
from a viral upper respiratory tract infection, but is 
otherwise fit and well. He developed back pain without 
any obvious trauma, and passed dark red urine: he has 
not passed urine since (four hours ago). He is on no 
medications and does not smoke or drink. There is no 
family history of note. On examination he is in severe 
discomfort, temperature 38.3°C, pulse 120 beats per 
minute, blood pressure 145/83 mmHg, peripheries are 
well perfused and there is no cyanosis. He is icteric. 
Abdominal, respiratory and cardiovascular examinations 
are unremarkable. 
Investigations are shown below: 



Hb 


8.3 g/dl 


WCC 


4.7x1071 


Platelets 


263 x 10 9 /1 


Reticulocytes 


145 xlO y /l (25-85) 


Blood film 


macrophages with ingested 
erythrocytes 


Coomb's test 


negative 


Serum 
creatinine 


195 umol/1 



What is the most likely diagnosis? 






♦ 






Cold haemagglutinin disease 
Paroxysmal cold haemoglobinuria 
Rhabdomyolysis 



Paroxysmal nocturnal haemoglobinuria 
Evan's syndrome 
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Paroxysmal cold haemoglobinuria 

This patient has developed acute intravascular 
haemolysis (anaemia, high reticulocyte count, 
jaundice, haemoglobinuria) in response to cold 
exposure. Cold haemagglutinin disease is not usually 
paroxysmal in nature, and the Coomb's test is 
positive for C3d: the blood film usually shows 
agglutination of red cells. In paroxysmal cold 
haemoglobinuria (PCH), an antibody that binds 
temporarily in the cold develops in response to 
infection - classically syphilis, but more commonly 
various viral infections including Epstein-Barr virus - 
and on warming, dissociates and activates 
complement, causing rapid intravascular haemolysis, 
with rigors and severe bone pain. The antibody is to 
the P blood group, and is confirmed by the finding of 
a Donald Landsteiner antibody-the patient's serum is 
incubated with red blood cells at 4°C and warmed, 
with subsequent haemolysis. P negative blood (pp) 
can be used as a negative control. The Coomb's test, 
now more appropriately called the direct 
agglutination test, is often negative, particularly if 
taken some time after the episode. Renal failure can 
ensue, but patients in general have a single episode 
that responds to supportive care. Evan's is Coomb's 
positive AIHA, so cannot be the diagnosis here. 
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A 40 -year-old woman presents with a twenty-four hour 
history of unilateral swelling of the left leg. She has 
recently flown back to this country from Australia. She 
is previously fit and well, does not smoke and is on no 
medication. She has no family history of note. Other 
than the swollen leg, examination is unremarkable. 
Ultrasound of the deep veins of the leg confirms an 
above knee- deep vein thrombosis, and she is commenced 
on enoxaparin 1.5 mg/kg daily subcutaneously and 
started on 10 mg of warfarin. On the second day after 
starting warfarin she has developed black lesions over 
her buttocks. 
What is the most likely diagnosis? 






Heparin-induced skin necrosis 
Protein C deficiency 
Prothrombin gene 20210 mutation 
Antithrombin III deficiency 
Antiphospholipid deficiency 
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Protein C deficiency 

This lady has developed warfarin induced skin 
necrosis (WISN); this occurs when warfarin is started 
and there is a defect in the protein C anticoagulant 
pathway. Protein C is vitamin K dependant, and falls 
rapidly on the commencement of warfarin, leading to 
an initial paradoxical prothrombotic state: this 
explains why heparin is started concurrently with 
warfarin, to cover this initial period. The condition 
has been reported in association with most 
thrombophilias, but defects in the protein C pathway 
(classically protein C deficiency, but also including 
protein S and activated protein C resistance) are the 
most common pre-existing conditions. Microthrombi 
form in the blood vessels of the skin, particularly in 
adipose areas such as buttocks and breast. The 
condition is severe, and plastic surgery is often 
required. Treatment is supportive, with vitamin K 
and possibly fresh frozen plasma to replace protein C 
levels. Prostacyclin and protein C infusion have been 
trialed. Warfarin can be reintroduced at a lower 
loading dose, but recurrence can occur. Heparin 
induced skin necrosis can be indistinguishable from 
WTSN, but is antibody mediated, and occurs five to 
10 days after commencing heparin, usually with the 
presence of heparin/ platelet factor four antibodies. 
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You are asked to counsel a married couple expecting a 
baby. They are both fit and well, with no previous 
medical history. They both originate from South East 
Asia, and have no family history of birth abnormalities. 
There are no abnormalities on examination. 
Results are shown below: 

MALE 



Hb 


11.7g/dl 


Mean cell volume 


70 fl 


Mean cell haemoglobin 


19 pg 


Red cell count 


5.6xl0 12 /l 


Haemoglobin electrophoresis 


normal 


FEMALE 


Hb 


10.1 g/dl 


Mean cell volume 


68 fl 


Mean cell haemoglobin 


18 pg 


Red cell count 


6.0xl0 12 /l 


Haemoglobin electrophoresis 


normal 



What condition is the fetus at risk from inheriting? 

p-Thalassaemia trait 
Thalassaemia intermedia 

♦ 



Hydrops fetalis 
Thalassaemia major 
Homozygous haemoglobin E 



No.: 16 
Hydrops fetalis 

Both patients come from an area endemic for a- 
thalassaemia, and appear to be carriers, with high 
red blood cell counts and hypochromia/microcytosis. 
Patients with p- thalassaemia trait nearly always have 
a raised haemoglobin A2 and fetal haemoglobin on 
haemoglobin electrophoresis (although normal A2 
variants do exist). The terms thalassaemia minor, 
intermedia and major do not pertain to a- or 0- 
thalassaemia: rather they describe whether the 
patient is asymptomatic (minor), transfusion 
dependant (major) or in between (intermedia). Loss 
of a single a chain (aa/-a) is common (30% in Africa). 
Loss of two a chains (aa/~) is less common, and co- 
inheritance can lead to hydrops fetalis (--/--), where 
no a chains are produced, and haemoglobin (Hb) 
Barts is produced (a gamma 4 tetramer). Loss of 
three alpha chains (a-/--) leads to haemoglobin H 
(HbH) disease (HbH is composed of beta-4 
tetramers), usually with a thalassaemia intermedia 
phenotype. Hemoglobin electrophoresis will separate 
hemoglobin into different types. Hemoglobin Barts is 
elevated at birth in patients with alpha thalassemia. 
For example, in hemoglobin H disease, 20-40% 
hemoglobin Barts is present; however, in the silent 
carrier alpha thalassemia condition, only 1-2% 
hemoglobin Barts with low and normal-to-decreased 
amounts of hemoglobin A2 are present. Hemoglobin 
electrophoresis generally is not sufficiently sensitive 
to diagnose silent carrier alpha thalassemia. 
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An 84-year old man presents with easy bruising of three 
months' duration. He was previously fit and well, but 
has lost a stone in weight recently. He is on no 
medication and has no allergies. Direct questioning is 
unremarkable other than some symptoms of prostatism. 
Examination shows him to be icteric, with multiple 
bruising. 
Investigations are shown below: 



Hb 


8.o m 


WCC 


33.7x1071 


Platelets 


56 x 1071 


Activated partial thromboplastin 
time 


48 s (30^10) 


Fibrinogen 


0.9 g/1 (1.8- 

5.4) 


Bilirubin 


35 fimol/l 


Blood film shows schistocytes, nucleated red 
blood cells, metamyelocytes and myelocytes. 



What is the most likely diagnosis? 

Prostate cancer 

Chronic myeloid leukaemia (CML) 






Myelofibrosis 

Thrombotic thrombocytopenic purpura 

Haemolytic uraemic syndrome 



No.: 17 

Prostate cancer 

This elderly man has evidence of disseminated 
intravascular coagulation (DIC) - abnormal clotting, 
low fibrinogen and low platelets - with an associated 
microangiopathic haemolytic anaemia (MAHA) - 
schistocytes, also known as fragmented red cells. 
Haemolytic anaemia tends to complicate chronic 
rather than acute DIC, and is thought to be due to 
mechanical damage to red cells from fibrin strands 
present within the circulation. Thrombotic 
thrombocytopenic purpura and haemolytic anaemia 
can both cause MAHA, but do not adversely affect 
the clotting system, and are associated with 
neurological and renal problems respectively. The 
commonest cause of chronic DIC in an elderly man 
with prostatic symptoms is prostate cancer: the 
presence of immature red (nucleated red blood cells) 
and white (metamyelocytes and myelocytes) cells in 
the blood is known as a leucoerythroblastic blood 
film, and is often seen in cases of bone marrow 
invasion (and is relatively frequently present in 
metastatic prostatic cancer, particularly hormone- 
resistant cases). The diagnosis could be confirmed by 
measuring prostatic specific antigen and taking a 
bone marrow trephine, which may show marrow 
invasion by gland forming metastases. CML most 
often presents in the 4 th and 5 th decades. In more than 
half the patients with CML, the spleen extends more 
than 5 cm below the left costal margin at time of 
discovery. Peripheral blood findings in CML show a 
typical leukoerythroblastic blood picture, with 
circulating immature cells from the bone marrow. 
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A 24-year-old man presents with weakness of the left 
arm. He had completed chemotherapy for diffuse large B 
cell lymphoma six months previously. He had stage four 
disease at diagnosis, with lesions in his lungs and bone 
marrow at diagnosis. He received six courses of RCHOP 
chemotherapy (rituximab, vincristine, doxorubicin, 
cyclophosphamide and prednisolone) and 6 intrathecal 
injections of methotrexate, and computed tomography at 
the end of treatment confirmed complete remission. 
Examination shows power of three out of five in the left 
arm biceps and triceps with decreased tone. Reflexes are 
reduced globally, and plantar reflexes are mute 
bilaterally. 
Results are shown below: 



16.3 g/dl 




WCC 


3.9x1071 


Platelets 


195 x 1071 


Bilirubin 


9 umol/1 


Lactate dehydrogenase 


1503u/l(10- 

250) 


<td ">Magnetic resonance 
imaging of the brain and spine is 
reported as unremarkable 




Cerebral spinal fluid protein 


1.3 g/1 (0.15- 
0.45) 


CSF cell count 6 (<5/ml) 


80% 
lymphocytes 


Culture 


no growth at 
48 hours 



What is the most likely diagnosis? 

Guillain-Barrl© syndrome 

* 

Vincristine neuropathy 






Methotrexate leucoencephalopathy 

Central nervous system relapse of lymphoma 

Doxorubicin cardiotoxicity 
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Central nervous system relapse of lymphoma 

Central nervous system relapse is not uncommon in 
high-grade lymphoma, particularly if risk factors are 
present (more than one site of extranodal disease, 
high lactate dehydrogenase, bone marrow or sinus 
involvement). Presentation is often initially occult, 
with no lesion demonstrated on imaging, and several 
lumbar punctures may be necessary, with samples 
examined by the technique of cytospin, which 
concentrates cellular material to increase sensitivity 
of cytology. Clinical signs are often complicated by 
the fact that reflexes are suppressed from vincristine 
exposure. Central nervous system (CNS) lymphoma 
carries a grave prognosis, but if remission can be 
induced by high dose cytosine arabinoside or high 
dose methotrexate with folinic acid rescue, then 
autologous stem cell transplantation or cranial 
radiotherapy can be effective. Vincristine toxicity 
would be expected to lead to progressive neuropathy 
which begins as peripheral sensory loss. There is no 
infectious prodrome to point towards possible 
Guillain Barre syndrome, methotrexate 

leukoencephalopathy often presents with symptoms 
of cerebellar or brainstem dysfunction. 
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A 16-year-old man presents with sudden onset left sided 
weakness of 24 hours' duration. He has sickle cell 
anaemia, and has required admissions in the past for 
management of chest crises. He is on ibuprofen for pain 
when necessary, penicillin V and folic acid. He smokes 
10 cigarettes daily and drinks 21 units of alcohol per 
week. His mother and father are both carriers for HbS, 
and he has no siblings or children. On examination he 
has dense left sided weakness, with brisk reflexes and 
upgoing plantars on the left hand side. Computed 
tomography of the brain confirms a right-sided 
hypodense lesion. 
What is the most appropriate management? 

Hydroxyurea 

5'-Azacytidine 

Bone marrow transplantation 

Thrombolytic therapy 

Exchange transfusion programme 
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Exchange transfusion programme 

6-10% of sickle cell patients will suffer a stroke, 
usually during childhood. The risk can be predicted 
by transcranial Doppler measurement of the middle 
cerebral artery flow rate, and prompt institution of a 
prophylactic transfusion program to reduce the HbS 
percentage can prevent future strokes. Silent infarcts 
leading to reduced cognition. Chronic transfusion 
programs raise problems of their own, with 
significant levels of red cell alloimmunisation, 
catheter complications and iron overload, but it is 
effective therapy to reduce stroke rates both as 
primary and secondary therapy. An alternative to 
transfusion is bone marrow transplantation; 
paradoxically this high-tech therapy is particularly 
favoured for severe sickle cell sufferers from 
developing countries: the logical being that the 
support networks and safe transfusions do not exist, 
so transplantation offers a cure. Due to the high 
procedure related mortality it is only suitable for 
patients under sixteen with a matched sibling donor. 
There is growing evidence that in addition to its 
effects on painful and chest crises, hydroxyurea may 
impact positively on the stroke rate, but it is not 
considered superior to a transfusion therapy. 5 1 - 
Azacytidine is a DNA methylating agent that can 
improve HbF levels where hydroxyurea has failed, 
but it is cytotoxic and its use remains limited. 
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A 30 -year-old male nurse presents with prolonged 
bleeding after a routine dental extraction. It is two days 
since the procedure, and the bleeding has been 
continuous: he has noticed black stools on three separate 
occasions. Past medical history includes a post-operative 
haemorrhage following tonsillectomy that required a 
blood transfusion. He has one brother who is well, and 
believes a cousin may have died of bleeding during 
childbirth. On examination he is pale but well perfused. 
Rectal examination confirms melaena. 
Investigations are shown below: 



Hb 


8.1 g/dl 


Prothrombin time 


28 s (11.5-15.5) 


Activated partial 
thromboplastin time 


33 s (30^10) 


Fibrinogen 


2.3 g/1 (1.8-5.4) 


Mixing studies with 
50:50 test 


normal plasma shows 
complete correction of 
prothrombin time 



What diagnosis should be considered at this stage 
pending further investigation? 

Inherited factor nine deficiency 

Self dosing with warfarin (Munchausen's 
syndrome) 

Acquired factor nine inhibitor 



Inherited factor seven deficiency 
Acquired factor seven inhibitor 
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Inherited factor seven deficiency 

Factor seven is the only factor unique to the 
prothrombin time (PT), and deficiency of Factor VII 
therefore gives a prolonged PT and normal APTT. 
Deficiencies of II, V and X will prolong both 
activated partial thromboplastin time (APTT) and 
the PT. Deficiencies of XII, XI, IX and VIII will 
prolong the APTT alone. When an abnormality is 
detected in the PT/APTT the studies are repeated 
with a 50 : 50 mix of test and normal plasma: 
straightforward factor deficiencies will correct with 
mixing, but inhibitors (most commonly lupus 
anticoagulant) do not correct. It should be noted 
however that the results of PT mixing studies in 
patients on warfarin are consistent with factor 
deficiencies, because warfarin acts as an 
anticoagulant by decreasing the activity of factors II, 
VII, IX, and X. Factor VII deficiency is very rare, is 
inherited in an autosomal recessive fashion, and 
tends to cause a mild/moderate bleeding disorder, 
although the phenotype does vary. Treatment is by 
factor replacement with plasma-derived products or 
using recombinant activated factor VII. 
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A 40-year-old woman presents with indigestion of seven 
weeks duration. She has no ongoing medical problems, 
and is otherwise asymptomatic. She is on no medication. 
Examination is unremarkable. She undergoes gastro- 
oesophageal endoscopy, which reveals gastritis. Stomach 
biopsies confirm the presence of a mucosa-associated 
lymphoid-tissue lymphoma (maltoma/marginal zone 
lymphoma) of low-grade type; Helicobacter pylori is 
demonstrated. Computed tomography of chest, abdomen 
and pelvis reveals no additional disease, and a bone 
marrow trephine is unremarkable; the stomach wall is 
not clearly thickened. 
What treatment would you recommend? 

Cyclophosphamide, vincristine, doxorubicin, 
prednisolone (CHOP) 

Observation alone 
*•» 

Amoxycillin, clarithromycin and a proton pump 

inhibitor 



Partial gastrectomy 
High dose dexamethasone 
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Amoxycillin, clarithromycin and a proton pump inhibitor 

Maltomas, also known as marginal zone lymphomas, 
are low-grade lymphomas, most often diagnosed in 
the stomach. They are peculiar in that they are often 
associated with chronic inflammation of some type: 

► In the stomach secondary to chronic helicobacter 
pylori gastritis 

► In the eyes secondary to Sjogren's syndrome 

► In the thyroid secondary to Hashimoto's 
thyroiditis 

► In the intestine secondary to Crohn's or coeliac 
disease. 

Treatment of the Helicobacter pylori is safe and will 
cause regression in 90% of low-grade gastric 
maltomas; response is less likely if cytogenetic 
abnormalities have been acquired (til: 18 being the 
most common), or if the muscularis mucosa has been 
invaded. This patient has early stage disease, so triple 
therapy coupled with close oncological and 
gastroenterological follow up is appropriate. 
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A 25 -year-old woman is referred to the haematology 
clinic by her general practitioner after complaining of 
fatigue and breathlessness on exertion. On examination 
she is pale, with a just palpable spleen and no other 
abnormal findings. 

The haemoglobin level is 9.6 g/dl. 

Her blood film is shown below: 




Image courtesy of the Crookston Collection, Toronto. 



What is the most likely diagnosis? 

Hyposplenism 






♦ 



Hereditary elliptocytosis 
Hereditary spherocytosis (HS) 
Heinz body haemolytic anaemia 
Sickle cell anaemia 
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Hereditary spherocytosis (HS) 




a 






O 



The blood film shows spherocytes which have a lack 
of central pallor seen in normal red blood cells and a 
reduced diameter, this is the picture of hereditary 
spherocytosis. This disorder of the red cell membrane 
leads to spherical red blood cells with osmotic 
fragility, leading to chronic haemolysis. HS is a 
heterogeneous group of disorders with regard to 
clinical severity, protein defects and mode of 
inheritance. It is relatively common in Caucasian 
populations; most affected individuals have mild or 
only moderate haemolysis. It may present in 
childhood with jaundice, but milder cases may go 
undiagnosed until early adulthood. There is usually a 
family history and a typical clinical and laboratory 
picture, so that the diagnosis is often easily made 
without additional laboratory tests. Moderately and 
severely affected individuals are likely to benefit from 
splenectomy, which should be performed after the 
age of 6 years and with appropriate counselling about 
the infection risk. It is particularly important to rule 
out stomatocytosis where splenectomy is 
contrain die at ed because of the thrombotic risk. 
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A 30 -year-old woman presents to her general 
practitioner with a 3 -day history of cramping abdominal 
pain and vomiting. A week previously she had been 
absent from her job as a paint factory worker, with flu- 
like symptoms. She has now developed a rash (see 
picture). 




What complication might she be at most risk of 
developing? 






Epistaxis 
Haemarteritis 
Pulmonary haemorrhage 
Acute blindness 
Glomerulonephritis 



No.: 23 
Glomerul onephr iti s 

The rash is that of Henoch-Schonlein purpura 
(HSP), an immunoglobulin A (IgA) -mediated small- 
vessel vasculitis characterised by purpura, arthritis, 
abdominal pain, and haematuria. The cause is 
unknown; IgA-dominant immune complexes are 
present in smaller venules, capillaries and arterioles, 
representing a diffuse vasculitis that is secondary to 
hypersensitivity. HSP affects predominantly children 
(75% of cases occur between the ages of 2 and 11 
years) and males are affected twice as commonly as 
females. However adults can rarely be affected. Renal 
disease is the most common serious sequela 
(haematuria, proteinuria, nephritis, nephritic 
syndrome). Possible rarer complications include 
hepatosplenomegaly, myocardial infarction, 

pulmonary haemorrhage, pleural effusion, 
unnecessary abdominal surgery, intussusception, 
gastrointestinal bleeding, bowel infarction and 
nervous system vasculitic involvement. 
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A 50 -year-old woman presents with lethargy and easy 
bruising. She was treated with curative intent for early 
stage breast cancer 5 years ago and has been well since. 
She is on no medication. There is no other significant 
previous medical history. Examination shows a thin 
woman with bruises on all extremities and pale 
conjunctiva but is otherwise normal. 
Results below: 



Hb 



WCC 



neutrophils 



platelets 



reticulocytes 



prothrombin time 

(ED 



activated partial 
thromboplastin 
time (APTT) 



blood film 



9.9 g/dl 



3.5x1071 



1.0x1071 



113x1071 



13x1071(25-85) 



12 s (11.5-15.5) 



35 s (30-40) 



shows band forms, 
myelocytes and occasional 
promyelocytes as well as 
nucleated red blood ells 



What diagnosis would best fit this picture? 

Acute promyelocytic leukaemia 






♦ 



Invasion of bone marrow by breast cancer 

Myelofibrosis 

Thrombotic thrombocytopenic purpura 

Aplastic anaemia 
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Invasion of bone marrow by breast cancer 

The patient's blood tests show leucoerythroblastic 
anaemia (left shifted granulocytic series and 
nucleated red blood cells) with pancytopenia. This 
can be seen with high bone marrow turnover eg in 
severe haemolytic anaemia (but the reticulocyte count 
will be high), myelofibrosis and chronic myeloid 
leukaemia (where there will be splenomegaly and the 
white cell and platelet count will usually be raised) or 
bone marrow invasion Often in bone marrow 
invasion the invading malignancy will already have 
been diagnosed previously. Aplastic anaemia does not 
cause a leucoerythroblastic blood film. The diagnosis 
requires a bone marrow trephine, which will usually 
show replacement of haematopoietic tissue with 
malignant cells. 



"'J, 






O 



& 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 25 

An 1 8-year-old girl presents with sudden onset 
dysarthria and right-sided weakness. You see her 12 
hours after the event and her symptoms have now 
resolved. She is on the oral contraceptive pill. She is in 
full time education and smokes 5-10 cigarettes daily. 
Alcohol intake is minimal. She lives with her parents. 
Family history is unremarkable other than a possible 
deep vein thrombosis in an aunt. Examination is 
unremarkable other than a lacy rash over her thighs and i 
grade II ejection systolic murmur. Computed 
tomography of the brain performed 2 hours after 
admission is unremarkable. 
Results of blood tests shown below: 



haemoglobin (Hb) 


12.3 g/dl 


white cell count (WCC) 


3.5xl0 9 /l 


platelets 


135 x 
10 9 /1 


activated partial thromboplastin time 
(APTT) 


45 s (30- 
40) 



What is the most likely cause of the rash? 

Erythaema ab igne 
Erythaema chronicum migrans 



• 



Livedo reticularis 
Erythroderma 
Erythaema multiforme 
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Livedo reticularis 

This is a case of a young woman with 
antiphospholipid syndrome, also known as Hughes 
syndrome. This is diagnosed in patients with 
characteristic clinical phenomena (venous and 
arterial thromboemboli, recurrent first trimester 
miscarriages, livedo reticularis, chorea and Libman- 
Sacks endocarditis) in whom positive anticardiolipin 
antibodies or a lupus anticoagulant are detected on 
two separate occasions, separated by at least 6 weeks 
(Wilson, W.A., Gharavi, A.E., Koike, T., Lockshin, 
M.D., Branch, D.W., Piette, J.C., Brey, R., Derksen, 
R., Harris, E.N., Hughes, G.R., Triplett D.A. & 
Khamashta, M.A. (1999) International consensus 
statement on preliminary classification criteria for 
definite antiphospholipid syndrome. Arthritis and 
Rheumatism, 42, 1309 -1311. The condition is 
managed with lifelong anticoagulation with warfarin, 
at a target international normalized ratio (INR) of 2- 
3 (higher targets used to be used, but a randomized 
controlled double blind trial (Crowther et al, New 
England Journal of Medicine, 2003) did not support 
any greater therapeutic effect of high intensity 
anticoagulation The paradoxical prolongation of the 
activated partial thromboplastin time is due to 
antibodies to phospholipids, which is critical to the 
functioning of the assay: however, a normal APTT 
does not rule out the presence of a lupus 
anticoagulant, which requires phospholipids 
dependant measures of clotting such as the dilute 
Russell viper venom time. 
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A 70-year-old man presents unconscious to the Accident 
and Emergency Department. He had been found by the 
warden at his sheltered accommodation, who brought in 
his medications: warfarin, furosemide and amoxycillin 
(10-day course, 5 days used). Examination showed a 
Glasgow coma scale of 5/15, a dilated left-sided pupil 
and right- sided upper motor neurone signs in the upper 
and lower limbs. A computed tomography scan of the 
brain shows a large left- sided subdural haematoma. Ten 
mg intravenous vitamin K was given immediately. 
Blood tests are shown below: 



haemoglobin (HB) 


9.5 g/dl 


white cell count (WCC) 


5.3xlO y /l 


platelets 


403 x 1071 


activated partial thromboplastin 
time (APTT) 


43 s (30-40s) 


international normalized ratio 


7.0 (target 
INR 2.5) 



What is the best management for his acquired 
bleeding tendency? 



• 



♦ 



Prothrombin complex concentrate 50 U/kg 

Fresh frozen plasma 1 5 ml/kg stat 

Factor VIII bypassing agent (FEIBA) 

Ten units of cryoprecipitate 

Fifty U/kg of recombinant activated factor VII 
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Prothrombin complex concentrate 50 U/kg 

This patient has a life-threatening cerebral 
haemorrhage secondary to warfarin. Vitamin K 
given intravenously will start to affect the 
international normalized ratio for prothrombin 
activity (INR) within 4-8 h, but this patient is 
showing signs of temporal lobe herniation and needs 
immediate cessation of bleeding if he is to survive. 
Fresh frozen plasma (FFP) contains low levels of 
coagulation factors and it is estimated that even at a 
dose of 15 ml/kg levels of most factors will only 
approach 20% of normal. In addition, the large 
volumes of FFP required are likely to precipitate 
pulmonary oedema, particularly in an elderly man on 
furosemide. FEIBA contains activated factors II, VII, 
IX and X, is highly thrombogenic; its main use is in 
the management of acquired inhibitors in 
haemophilia. Cryoprecipitate contains 

predominantly fibrinogen and factor VIII. Activated 
factor VII is unproven in this situation and is 
prohibitively expensive. Prothrombin complex 
concentrate contains the vitamin K dependant factors 
and normalizes clotting within minutes of 
administration; it is the recommended product for 
life threatening bleeding due to over anticoagulation 
with warfarin. It is plasma derived, so there is a 
potential risk of transfusion-transmitted infection 
and it is prothrombotic. 
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You are asked to see a 60 -year-old man on the High 
Dependency Unit. He underwent coronary artery bypass 
7 days ago and has developed some necrotic ulcers on 
his abdominal wall. He has had two myocardial 
infarctions in the last year. He was otherwise recovering 
well post-operatively. He is on intravenous 
unfractionated heparin, aspirin, atenolol and lisinopril. 
Examination shows a breathless, cyanosed man, with 
tachycardia and a clear chest. His left leg is swollen and 
mottled. Chest X-ray is clear. 
Blood tests show: 



haemoglobin (Hb) 


10.3 g/dl 


white cell count (WCC) 


5.3 x 10 9 /1 


platelets 


35 x 1071 


blood film confirms low platelet count 


activated partial thromboplastin time 
(APTT) 


42 s (30- 
40s) 



How will you manage this patient? 

Give a unit of platelets to attain a platelet count of > 
50 x 1071 

Change to low molecular weight heparin 

Stop all heparin including flushes to cannulae until 

the platelet count returns to normal 

♦ 

Stop heparin and start anticoagulation with 

danaparoid until the platelet count returns to normal 

Stop heparin and start anticoagulation with warfarin, 
once a thrombophilia test had ruled out protein C or S 
deficiency 
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Stop heparin and start anticoagulation with danaparoid 
until the platelet count returns to normal 

This patient has low platelets and necrotic skin 
lesions. Low platelets in association with heparin 
therapy are associated with heparin-induced 
thrombocytopenia with thrombosis (HIT type II). 
The skin lesions are due to heparin-induced skin 
necrosis. HIT type I is a non-immune condition which 
occurs with 5 days of starting heparin and the 
platelet count rarely falls below 100 x 10 9 /1. HIT type 
II, also known as heparin-induced thrombocytopenia 
with thrombosis presents with a > 50% fall in the 
platelet count and is associated with a very high 
incidence of venous thromboembolism. In patients 
newly treated with heparin the condition takes 7 days 
to develop, but in patients who have previously 
received heparin the condition can come on within 24 
hours. The diagnosis is confirmed by confirming the 
presence of antibodies to heparin bound to co-factor 
4, usually by enzyme-linked immunoabsorbent assay. 
Treatment is with immediate withdrawal of all 
heparin, including heparin flushes for indwelling 
cannulae. Low molecular weight heparin will cross - 
react in most cases, although it has a lower risk of 
causing the condition de novo. Because of the high 
incidence of thrombosis (20-50%) alternative 
anticoagulation with the heparinoid danaparoid (a 
combination of heparan and dermatan sulphate) or 
lepirudin (a recombinant direct thrombin inhibitor) 
should be used in all patients until the platelet count 
returns to normal. 
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A 30-year-old man presents to accident and emergency 
with breathlessness. He had a bone marrow transplant 
for acute myeloid leukaemia 4 months ago and needs 
regular blood transfusions. 
He thinks that he might be anaemic now and is 
asking you to arrange a transfusion : 



haemoglobin (Hb) 



platelets 



white cells 



neutrophils 



blood film 



Coombs' test 



7.3 g/dl 



103 x 1071 



3.1x1071 
1.0x1071 



unremarkable 



negative 



What type of blood would you arrange? 

Two units of HLA (human leucocyte antigen) 

matched blood from a family member 
«^» 

Two units of ABO matched blood from a family 

member 






♦ 



Two units of standard cross-matched blood 
Two units of irradiated, washed red cells 



Two units of irradiated, cytomegalovirus (CMV)- 
negative red cells 
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Two units of irradiated, 
negative red cells 



cytomegalovirus (CMV)- 



Irradiated blood is indicated in patients with cellular 
immunodeficiency-post stem cell transplant, purine 
analogue therapy, Hodgkin's disease and in 
congenital immunodeficiencies. It is to prevent viable 
T lymphocytes in the donation engrafting and 
causing transfusion-associated graft versus host 
disease. Irradiation of blood products does not affect 
their quality. Patients should be informed that they 
need irradiated blood products and given an 
information card. CMV is a transfusion-transmitted 
infection that can be fatal in stem cell transplant 
recipients. The transmission of CMV has dropped 
markedly with the advent of universal leucodepletion 
of all blood products and it is debatable whether 
using products that are CMV negative significantly 
reduces the transmission of CMV (especially a 
significant 'window' period exists where donors are 
antibody negative but still capable of transmitting 
CMV) however most transplant units still consider it 
good practice to use CMV negative products in 
patients who are CMV negative. 
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A 45 -year-old man is referred from his general 
practitioner with an abnormal white cell count found on 
routine testing. On examination he has several 1-2 cm 
lymph nodes and 3 cm splenomegaly. 
Blood tests are shown below: 



Haemoglobin (Hb) 



White cell count ( WCC) 



Platelets 



Lymphocytes 



Immunophenotype positive for B-cell 
markers (CD19 and CD20) with 
aberrant expression of the T-cell 
marker CD5 . 



9.5g/dL 



34.3 x 
10 9 /1 



94 x 
10 9 /1 



31 x 
10 9 /1 



How will you advise the patient? 

He has chronic lymphocytic leukaemia that is likely 
to run an indolent course and should not affect his 
overall life expectancy 

li- 
tis has acute lymphoblastic leukaemia, which has 

caused his normal bone marrow function to be severely 

compromised 

He has chronic lymphocytic leukaemia that is in an 
advanced stage and it is likely to dramatically shorten his 
life expectancy 

He has chronic myeloid leukaemia that is at an 
advanced stage, but this can only be confirmed by 
performing peripheral blood karyotyping for the 
Philadelphia chromosome 

He has T pro-lymphocytic leukaemia that will 
dramatically shorten his life expectancy 
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He has chronic lymphocytic leukaemia that is in an 
advanced stage and it is likely to dramatically shorten his 
life expectancy 

This man has an increase in mature lymphocytes in 
his peripheral blood. Immunophenotyping can be 
used to identify leucocytes by staining them with 
antibodies to the CD (cluster differentiation) system 
and is standard testing in unexplained lymphocytosis. 
Chronic lymphocytic leukaemia, a condition of B- 
lymphocytes, paradoxically expresses CDS, a T-cell 
marker. Chronic lymphocytic leukaemia (CLL) can 
be staged according to two systems - Binet's and Rai's 
classifications - which use a combination of clinical 
features and number of cytopenia. Although Binet's 
stage A CLL (less than three sites of 
lymphadenopathy, normal platelets and 

haemoglobin) carries a normal life expectancy (and 
does not require treatment), this man has much more 
advanced disease, with widespread lymphadenopathy 
and advanced marrow failure. Recent advances have 
shown that positivity to ZAP (zeta-associated protein) 
70 is associated with poorer prognosis disease. 
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A 30-year-old woman with known sickle-cell disease 
(SC phenotype) presents with severe abdominal pain. 
She has had multiple admissions in the past for 
abdominal pain, requiring large doses of parenteral 
opiates. She has not had any chest crises or strokes in the 
past. She is on folic acid 5 mg daily, penicillin V 250 mg 
twice daily, morphine sulphate slow release 200 mg 
twice daily with 80 mg morphine sulphate for 
breakthrough pains. She works as a nurse in intensive 
care and has two children aged 8 and 10 who are both 
well. Her brother died from sickle-cell disease 1 year 
ago. On examination she is in extreme pain and distress 
with widespread guarding over the abdomen. 



haemoglobin (Hb) 


5.4g/dl 


white cell count (WCC) 


6.3 x 10 9 /1 


platelets 


403 x 1071 


bilirubin 


135 umol/1 (1-22) 


alkaline phosphatase 


235 U/l 



What do you think is the most likely cause of this 
patient's abdominal pain? 

Opiate addiction with factitious pain 






Splenic sequestration crisis 
Vaso-occlusive sickle-cell crisis 
Gallstones 
Transfusion-transmitted hepatitis 
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Gallstones 

The patient has severe abdominal pain with 
obstructive jaundice. The bilirubin is too high to be 
due to chronic haemolysis. Sickle-cell anaemia 
patients are at much higher risk from gallstone 
disease due to the chronic hyperbilirubinaemia. Most 
patients with sickle-cell anaemia carry two sickle-cell 
genes (S/S), but S/C and S/beta-thalassaemia 
genotypes also cause sickle-cell disease. S/S patients 
infarct their spleen by the time they are adults, so 
splenic sequestration crisis is rare outside of 
childhood; S/C and S/beta-thalassaemia patients can 
develop splenic sequestration as adults. S/C patients 
are also more prone to proliferative retinopathy and 
chest crises, but otherwise run a more benign course 
than S/S and have correspondingly better survival 
Hepatitis is more common in this chronically 
transfused population, but is less likely to cause 
abdominal pain with obstructive liver function tests. 
Great care should be taken before deciding a patient 
is truly addicted to opioids-addiction has a variety of 
definitions, but usually implies abnormal behaviour 
to gain access to a drug, either with craving or 
compulsive use or use despite harmful effects of a 
drug. Sickle-cell patients are often tolerant to 
opioids-requiring large doses to obtain a therapeutic 
effect and occasionally dependent-developing 
withdrawal effects if opioids are stopped suddenly. 
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A 70 -year-old man presents with severe, unremitting 
epistaxis from both nostrils. The ENT registrar 
successfully packs the nose, but the patient complains of 
continuous post-nasal drip and has had several episodes 
of melaena. He has been suffering from prominent joint 
pains in the knees and hands for several months. No 
previous medical history of note other than an 
uncomplicated hernia repair a year ago. Family history 
reveals nothing of significance. He is on no medication. 
On examination he has moderate synovitis of several 
proximal interphalangeal, metacarpo-phalangeal and 
large joints. Blood pressure 90/60 mmHg, pulse 120 
beats per minute (bpm), respiratory rate 25 breaths per 
minute. His skin is cool to the touch. He is covered in 
large bruises. 
Blood tests show: 



haemoglobin (Hb) 


7.3 g/dl 


white cell count (WCC) 


4.3 x 1071 


platelets 


556 x 10 y /l 


erythrocyte sedimentation rate 


74 mm/first 
hour 


activated partial thromboplastin 
time (APTT) 


75 s (30^0 s) 


prothrombin time (PT) 


12 s (11.5-15.5 
s) 


factor VIII levels 


0.6 iu/dl (50- 
150 iu) 



What is the most appropriate therapy for this man's 
bleeding? 



♦ 






Recombinant factor VIII 
High-purity donor- derived factor VIII 
Intermediate purity factor VIII 
Ten units of cryoprecipitate 
Recombinant activated factor VII 
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Recombinant activated factor VII 

This gentleman has an acquired factor VIII 
deficiency, probably associated with rheumatoid 
arthritis. Acquired haemophilia is more common in 
the elderly or during pregnancy, often in association 
with concurrent autoimmune disease or malignancy. 
It is due to an antibody to a coagulation factor, most 
commonly factor VIII, often referred to as an 
'inhibitor'. Bleeding can be severe to the point that 
great care should be taken with cannula insertion 
since compartment syndrome may ensue. Diagnosis is 
by performing mixing studies with patients and 
normal plasma: a simple factor deficiency will be 
corrected by mixing with normal plasma, but an 
acquired inhibitor will not correct with mixing. The 
inhibitor can then be measured by the Bethesda 
assay, which can be used to monitor response to 
treatment. Treatment with factor VIII is usually 
ineffective as the inhibitor has rapid activity. 
Bleeding can be treated with recombinant activated 
factor VII or factor eight bypassing agent (FEIBA), 
but the latter is a pooled donor product and is pro- 
thrombotic, causing myocardial infarctions and 
disseminated intravascular coagulation in a subset of 
patients. Initially developed for use in patients with 
congential haemophilia with alloantibody inhibitors, 
rFVIIa has been successfully used in patients with 
acquired haemophilia. It binds to the surface of 
activated platelets, where it supports thrombin 
generation and bypasses the need for FVIII. In terms 
of definitive removal of the auto-antibody, 
immunosuppression is successful in at least half of 
patients, but carries significant morbidity and 
mortality in the elderly. 
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A 50 -year-old woman undergoes routine 
cholecystectomy. Her pre-operative full blood count was 
normal and her operative progress was unremarkable 
other than a small post- operative bleed that settled with 
simple pressure to the wound. You are asked to see her, 
as she has become confused. She has no previous 
medical history of note and works as a computer 
programmer. On examination she is disorientated in time 
and place. Temperature 37.9°C, pulse 110 beats per 
minute (bpm), blood pressure 1 10/70 mmHg, respiratory 
rate 24 breaths per minute. Heart sounds are normal and 
jugular venous pressure is not raised. Chest reveals some 
bronchial breathing on the right lower and middle zones. 
Abdominal examination reveals mild tenderness around 
the operative scar but is otherwise normal. 
Results are shown below: 



haemoglobin (Hb) 


9.5 g/dl 


white cell count (WCC) 


12.3 x 1071 


platelets 


990 x 10 y /l 



Blood film shows dramatic increase in platelets with 

many enlarged forms. There is an increase in left shifted 

granulocytes including metamyelocytes, myelocytes and 

promyelocytes. 

In addition to basic resuscitation, what action would 

you take? 

Aspirin 75 mg orally with ceftazidime 1 g twice 
daily intravenously 



Aspirin 75 mg orally plus hydroxyurea 1 g twice 



daily 



♦ 



Apheresis to reduce the platelet count urgently 
Anticoagulation with heparin to therapeutic levels 
Cefiiroxime 750 mg tds (or similar) intravenously 
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Cefiiroxime 750 mg tds (or similar) intravenously 

This patient has developed post -operative 
pneumonia, which is making her confused secondary 
to hypoxia. The platelet count is raised secondary to 
infection-the normal pre-operative count makes a 
primary haematological diagnosis unlikely in the 
extreme; the left shift is also secondary to infection 
She is not neutropenic so ceftazidime (a broad 
spectrum antibiotic with activity against 
pseudomonas) is not appropriate. Hydroxyurea with 
aspirin is standard treatment for essential 
thrombocytosis, a clonal stem cell disorder associated 
with increase risk of thrombosis and haemorrhage, as 
well as rarely transforming to acute myeloid 
leukaemia. 
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A 50 -year-old man with myelodysplasia complains of 
breathlessness on exertion. He was diagnosed with 
myelodysplasia 3 years ago and since then has been on 
two units of blood every 3 weeks to maintain his 
haemoglobin above lOg/dl. He has noticed over the last 
3 months increasing exertional breathlessness despite 
adequate haemoglobin. Examination shows a slim 
gentleman with a greyish skin colour. Pulse 90 beats per 
minute (bpm), sinus rhythm. Heart sounds are normal. 
Jugular venous pressure is not raised. Cardiac apex is 
palpable at the anterior axillary line. Chest is clear and 
abdominal examination is normal. 
Results are shown below: 



haemoglobin (Hb) 


11.3 g/dl 


white cell count (WCC) 


1.3x1071 


platelets 


23 x 1071 


neutrophils 


0.3 x 1071 


glucose 


12.4 mmol/1 (3.0-6.0) 



What is the best management? 

Increase the transfusion program to maintain 
haemoglobin above 12 g/dl 

Commence subcutaneous recombinant 
erythropoietin to raise the haemoglobin to 12 g/dl 

Start venesection program to reduce ferritin to less 
than 1000 

Commence iron chelation with desferoxamine 
subcutaneously 

Commence hydroxyurea or similar cytotoxic to treat 
myelodysplasia 
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Commence iron chelation with desferrioxamine 
subcutaneously 

This patient has early signs of iron overload 
secondary to chronic blood transfusion - grey skin, 
early heart failure and diabetes. Increasing the 
transfusion program is clearly inappropriate. 
Commencing erythropoietin to reduce the 
transfusion requirement is an attractive option, but is 
only likely to work in patients with low transfusion 
requirements (< 1 unit per month) and does not 
address the underlying problem. Desferrioxamine 
binds iron but needs to be given for 8-12 hours a day 
for 5-7 days per week, so is a major undertaking for 
the patient. Side effects are common and include high 
frequency deafness, retinopathy and Yersinia 
infection. 
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A 5 3 -year-old man presents with tiredness of 3 months 
duration. He has had abdominal pains in the past year 
that are fleeting in nature and has lost one stone in 
weight. He is on antacids and has no significant previous 
medical history. On examination he is slim, with pale 
conjunctivae but otherwise there is nothing abnormal to 
find. 
Results are shown below: 



haemoglobin (Hb) 


5.5 g/dl 


white cell count (WCC) 


4.3 x 1071 


platelets 


523 x 10 9 /1 


ferritin 


5 lug/1 (15-300) 


Colonoscopy and gastroscopy 


normal 



Which investigation would be LEAST suitable to 
make a diagnosis? 

Repeat colonoscopy and gastroscopy 



♦ 



Isotope-labelled red cell scan 
Isotope-labelled white cell scan 
Bone marrow aspirate and trephine 
Tissue transglutaminase antibodies 
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Bone marrow aspirate and trephine 

This gentleman's anaemia is due to iron deficiency 
and the most likely cause is blood loss within the 
gastrointestinal tract. Repeating invasive imaging can 
be appropriate and red cell scans can rarely help to 
track down hidden bleeding sites. White cell labelled 
scans can diagnose occult inflammatory bowel 
disease and tissue transglutaminase antibodies are 
specific for coeliac disease, which can cause iron 
deficiency. Bone marrow examination is not a usual 
diagnostic option when the cause of anaemia is iron 
deficiency, as other methods of making the diagnosis 
are available. 
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You are asked to the Accident and Emergency 
Department to see middle-aged gentleman who has been 
found unconscious. He has been brought in by- 
ambulance and there is no medical history available. He 
has a packet of vitamin tablets but no identifying 
information. On examination temperature is 36.3 °C, 
blood pressure 1 10/65 mmHg, and pulse 95 beats per 
minute. He has a Glasgow coma scale of 9/15 and is 
breathing deeply. Cranial nerves are intact and peripheral 
reflexes are normal. A spleen tip is palpable. He has 
palmar erythaema, is jaundiced and has several spider 
naevi over his chest. Rectal examination reveals 
melaena. 
Results are shown below: 



haemoglobin (Hb) 


9.8 g/dl 


white cell count 


2.5x1071 


platelets 


110x1071 


fibrinogen 


0.5g/l(1.8- 
5.4) 


activated partial thromboplastin 
time (APTT) 


42 s (30-40 
s) 


prothrombin time (PT) 


17s(11.5- 

15.5 s) 



What is the most appropriate blood product to use in 
this situation? 






Two units of packed red cells 

Ten units of cryoprecipitate 

Cryosupernate 

One adult therapeutic dose of platelets 

Fifteen ml/kg of fresh frozen plasma 
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Ten units of cryoprecipitate 

This gentleman has advanced liver disease with 
portal hypertension and hypersplenism He is 
bleeding internally-possibly from varices, a common 
cause of hepatic encephalopathy-and has deranged 
clotting, the most notable feature of which is the low 
fibrinogen. This is best replaced with cryoprecipitate, 
which is rich in factor VIII and fibrinogen. Blood 
transfusion is not required since the patient's 
haemoglobin is acceptable and he is not shocked. 
Platelets are unlikely to be of benefit when the count 
is above 100 x 107l and fresh frozen plasma contains 
only small amount of fibrinogen. Patients with liver 
disease often have an acquired dysfibrinogenaemia 
and raised D Dimers (which have a natural 
anticoagulant effect) and bleeding may respond to 
cryoprecipitate; however it is worth remembering 
that cryoprecipitate is not virally inactive so there is a 
risk of transfusion transmitted infection. 
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A 40 -year-old man is admitted to a surgical day ward 
with a mild haematemesis and is awaiting endoscopy 
when he suffers a massive haematemesis and loses 
consciousness. On examination he is cool to the touch 
and tachypnoeic pulse 140 beats per minute (bpm), 
blood pressure 60/30 mmHg. He has already had blood 
taken for group and save that day and his admission 
haemoglobin was 10.5 g/dl. 

What is the most suitable fluid to give in the first 
instance? 



♦ 






Group O rhesus -negative packed red cells 
Group specific packed red cells 
Immediate spin cross-matched packed red cells 
Fully cross-matched packed red cells 
Crystalloid such as normal saline 
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Crystalloid such as normal saline 

The priority in this situation is maintenance of 
perfusion-the patient will die of shock before they die 
of anaemia-and crystalloid is likely to be readily 
available. Small stocks of group O rhesus negative 
blood are kept at theatres, accident and emergency 
and obstetrical departments, but are only required 
when the patient's blood group is unknown Blood 
grouping takes 10 minutes, so group specific blood 
can usually be issued early on in an ongoing massive 
haemorrhage. Immediate spin cross -match detects 
gross ABO nriss -match, but is not routinely 
performed. Full cross -match takes 40 minutes and is 
inappropriate for initial resuscitation 
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A 40 -year-old woman presents with enlarging lumps in 
her neck. She first noticed them 6 weeks ago after a viral 
infection, but they have persisted and she feels they are 
enlarging. She has lost 2 kg in weight and has had fevers 
that necessitate changing of the bedding two or three 
times per week. She has no previous medical history of 
note and is on no medication. She works full time as a 
secretary, lives alone and keeps several cats (which she 
says regularly scratch her). On examination she has two 
3-cm supraclavicular lymph nodes but no other 
obviously palpable disease. Chest X-ray shows 
mediastinal widening. 
Blood tests are shown below: 



haemoglobin (Hb) 


11.3 g/dl 


white cell count (WCC) 


3.5x1071 


platelets 


170x1071 


eosinophils 


0.7x1071(0.04-0.4) 


lymphocytes 


1.5x1071(1.5-4) 



What investigation is most likely to be diagnostic? 

Serology for antibodies to Bartonella henselae 



♦ 



Fine needle aspiration of supraclavicular lymph 
nodes with immunocytochemistry 



♦ 



Bone maiTow aspirate and trephine 
Mediastinoscopy with biopsy 



Removal of entire supraclavicular lymph node for 
histological examination 
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Removal of entire supraclavicular lymph node for 
histological examination 

This woman is likely to have lymphoma; although cat 
scratch fever is possible it rarely involves the 
mediastinum and the 'B' symptoms are dramatic. 
Fine needle aspiration of lymph nodes is appropriate 
where nasopharyngeal carcinoma is suspected, but 
has a poor specificity/sensitivity in lymphoma. Bone 
marrow examination is part of the stageing of 
lymphoma, but would only be used for diagnostic 
purposes if there were no accessible biopsiable tissue. 
Mediastinoscopy is unnecessary since there are 
readily palpable lymph nodes. Removal of an entire 
lymph node is preferable to tru-cut biopsy: 
lymphoma diagnosis is fraught with technical 
difficulties and when subject to central review up to 
30% of lymphomas are miss-classified, so every effort 
should be made to get the best biopsy specimen 
possible. 
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A 40-year-old man presents with breathlessness of 3 
months duration. He is now moderately breathless on 
climbing a single flight of stairs. He had been working as 
a gym instructor before the onset of symptoms. He first 
noticed his symptoms after a heavy bout of indigestion 
that occurred on the day of a close relative's funeral. He 
was treated with chaemotherapy and mediastinal 
radiotherapy for Hodgkin's disease 10 years previously 
and has been in complete remission ever since, although 
he says his chest X-ray remains abnormal. His chest X- 
ray shows a widened mediastinum and borderline 
cardiomegaly and an electrocardiogram (ECG) shows 
poor R wave progression in the anterior chest leads with 
Q waves in V2, 3 and 4. On examination he has a few 
crackles throughout the chest, most prominent at the 
bases and an audible third heart sound. He has prominent 
neck veins. 
What is the most likely diagnosis? 

Heart failure secondary to anterior myocardial 
infarction 

Pericardial effusion from progressive Hodgkin's 

disease 

* 

Progressive pulmonary fibrosis from bleomycin 

Cardiac failure secondary to previous anthracycline 
administration 

Cardiac amyloid infiltration 
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Heart failure secondary to anterior myocardial infarction 

This man has developed heart failure which was 
associated with chest pain, the "heavy bout of 
indigestion", with a characteristic ECG diagnostic of 
an infarct more than a few days previously. He is at 
high risk of coronary artery disease given his 
previous radiotherapy to the mediastinum 
Progressive Hodgkin's disease is unlikely but not 
impossible at 10 years-persistent masses are common 
after treatment in Hodgkin's patients. Pulmonary 
fibrosis secondary to bleomycin would not explain the 
cardiac changes or the sudden change in symptoms. 
Anthracycline cardiomyopathy would not explain the 
sudden change in symptoms, but it can occur late 
after chaemotherapy-classically with doses exceeding 
450 mg/m 2 . Amyloid can occur with myeloma but is 
not seen with Hodgkin's disease. 
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A 34-year-old woman attends the anticoagulant clinic as 
she is on warfarin for recurrent emboli. Her first 
pulmonary embolus arose after hospitalisation for 
fixation of a fractured tibia four years previously. She 
had had at least three further episodes since then. She 
had not yet had children but wishes to conceive and is 
concerned about the effects of warfarin. 
What is the most appropriate advice for her 
regarding the possibility of conception and 
pregnancy? 

stop warfarin immediately and replace with low 

molecular weight heparin 
^-» 

continue warfarin but change to low molecular 

weight heparin within six weeks of conception 

replace warfarin with low dose aspirin and use 
additional low molecular weight heparin during the first 
trimester and the postpartum period 

stop warfarin and consider low molecular weight 
heparin if she has a further thromboembolic event 

switch to aspirin until the birth of the child then 
revert to warfarin 
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continue warfarin but change to low molecular weight 
heparin within six weeks of conception 

Warfarin is teratogenic and should be avoided in the 
first trimester of pregnancy. Warfarin should be 
stopped before the sixth week of pregnancy to 
minimise the risk of fetal abnormalities. In an ideal 
situation stopping warfarin prior to conception could 
be preferable but in reality would elevate the risk of 
thrombotic events (even if heparin was substituted) 
during an undefined and possibly long period while 
this patient waited to become pregnant. As this 
woman is high risk for further pulmonary emboli, 
she should be converted to low molecular weight 
heparin for the duration of her pregnancy. However 
it should be noted that in this difficult clinical 
situation, for which inadequate evidence is available 
on which to base clinical decision making, the risk- 
benefit ratio must be judged on an individual case 
basis to some extent. 
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A 62-year-old patient on warfarin for mitral valve 
disease and atrial fibrillation had his INR checked and it 
was markedly raised at 6.9. There was no history of 
bleeding. He had received a course of erythromycin over 
the past few days for a respiratory tract infection. 
Which of the following represents the most 
appropriate management in this case? 
(? 



day 



Omit warfarin for a few days and monitor INR each 



Stop the warfarin permanently 
Give fresh frozen plasma (FFP) 
Give vitamin K and FFP 
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Omit warfarin for a few days and monitor INR each day 

This man has a clear indication for warfarin and 
would be at risk of embolic stroke if his warfarin was 
permanently stopped. Current guidelines state that 
where the INR is less than 8, warfarin can be omitted 
for a few days and then restarted at an appropriate 
dose after INR has fallen. Giving vitamin K, FFP or 
both may confuse dosing in the future and vitamin K 
may make the patient resistant to re-dosing with 
warfarin and at increased risk of thrombo-embolic 
events at a later stage. 



Give vitamin K 
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A 71 -year-old woman presents with tiredness and 
lethargy. Her GP had previously noted that she was 
anaemic and commenced iron therapy. Examination 
reveals obvious splenic enlargement. 
Blood results are shown below: 



white cell count 
(WCC) 


2.1xl0 9 mmol/l 


neutrophils 


0.9xl0 9 mmol/l(1.5- 

7.0) 


lymphocytes 


0.8xl0 9 mmol/l(1.5- 
4.0) 


monocytes 


0.1xl0 9 mmol/l(0- 
0.8) 


eosinophils 


0xl0 y mmol/l(0.04- 
0.4) 


basophils 


0xl0 9 mmol/l (0-0.1) 


haemoglobin (Hb) 


9.1 g/dl 


mean cell volume 
(MCV) 


80 fl (76-96) 


platelets 


90xl0 9 mmol/l(150- 
400) 



Bone marrow biopsy reveals increased cellularity. 
What diagnosis fits best with this clinical picture? 

Myelofibrosis 






Myelodysplasia 

Myeloma 

Chronic myeloid leukaemia 

Acute myeloid leukaemia (AML) 
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Myelodysplasia 

Myelodysplasia occurs mainly in the elderly and 
presents with anaemia, infection or bleeding due to 
pancytopenia. Serial blood counts show evidence of 
increasing bone marrow failure and bone marrow 
shows increased cellularity. Patients with less than 
5% blasts in the bone marrow are managed 
conservatively, 'gentle' chemotherapy is used in 
patients with high white blood cell counts and 
intensive chemotherapy is usually reserved for 
patients under the age of 60 years. Transformation 
into AML occurs in around 30% of patients. 



-j 






O 



Sn 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 42 

A 28-year-old man is newly diagnosed with acute 
myeloid leukaemia (AML). He receives a 1st dose of 
chemotherapy on day one and has become neutropenic at 
day 7. At day 14 he is given a broad spectrum antibiotic 
after admission via the Emergency Department for fever 
and rigors. His indwelling catheter is not infected, 
unfortunately the fever does not respond. At day 16 there 
is a cavitating lesion on his chest X-ray. 
Which of the following represents the most likely 
diagnosis? 



♦ 



Tuberculosis 
Aspergillus fumigatus 
Cytomegalovirus 
Coagulase-negative Streptococcus 
Pneumocystis jiroveci pneumonia (PCP) 
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Aspergillus fumigatus 

The acute onset of fever and rigors in a neutropenic 
patient and the failure to respond to antibiotics, 
coupled with the lesion on chest X-ray suggests 
infection with Aspergillus. Commonest infections in 
the neutropenic patient are Gram-positive bacterial 
infections (60%), such as Staphylococcus 
epidermidis. Gram-negative infections, such as 
Escherichia coli, also occur with relatively high 
frequency (30%). Fungal infections occur in less than 
10% of patients but are more likely in those with 
profound and prolonged neutropenia and pre- 
existing lung disease. 
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You review a woman who is 34 weeks' pregnant. Fetal 
growth has been normal so far. She presents with 
epigastric pain, increasing ankle oedema. Her midwife 
has noted her blood pressure to be 159/95 ramHg. She 
has proteinuria. Platelet count is reduced at 75x1 9 /l. She 
has raised transaminases and bilirubin. 
What would be the most appropriate treatment for 
this patient? 



♦ 



• 



Observation 

Urgent ultrasound scan of the liver 

Hydralazine and admit for bed rest iv 

Delivery of the baby 

Oral nifedipine and discharge 
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Delivery of the baby 

This woman has evidence of pre-eclampsia with a 
deteriorating blood picture (decreased platelet count 
and abnormal liver enzymes) and hypertension. 
Nearly 10% of women with severe pre-eclampsia and 
30-50% of women with eclampsia are affected by the 
haemolysis, elevated liver enzymes, and low platelet 
count (HELLP) syndrome. The exact relationship 
between HELLP syndrome and pre-eclampsia is 
unknown. Women with pre-eclampsia and HELLP 
syndrome develop hepatocellular necrosis and liver 
dysfunction. They also have an increased mortality 
rate, and one third of women with pre-eclampsia 
develop disseminated intravascular coagulation. The 
best treatment for this woman would be to deliver the 
baby. Mild hypertension in pregnancy has been 
managed with oral nifedipine or labetaloL In this 
case, iv hydralazine or labetalol may well be required 
for blood-pressure reduction. 
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An 1 8-year-old single man is referred who suffers 
recurrent oesophageal candidiasis. He has a background 
medical history of asthma treated with inhaled steroids 
and eczema. Labs show no B cells and reduced 
immunoglobulins, CD4 count is normal and platelet 
count is reduced. 
What diagnosis fits best with this clinical picture? 



• 



* 



♦ 



Chronic myeloid leukaemia 
HIV infection 
Infectious mononucleosis 
Primary immunodeficiency 
Inappropriate inhaler use 



No.: 44 

Primary immunodeficiency 

Wiskott-Aldrich syndrome is an X-linked disorder 
associated with eczema and thrombocytopenia 
associated with reduced levels of immunoglobulins. 
Patients often suffer from associated autoimmune 
disorders and are at increased risk of 
lymphoreticular malignancy. The normal CD4 count 
makes AIDS less likely as the cause in this case. 
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A 52-year-old woman is bought to her GP by her carer 
who has become concerned after noticing that the 
patient's gums have progressively become more 
prominent over the last few months. She tried to take the 
patient to the dentist but no NHS dental appointments 
were available. The patient lives in a home since she has 
learning difficulties. Her past medical history is 
unremarkable except for three infections in the last 6 
weeks. The carer has also noticed that recently the 
patient has become increasingly fatigued by even the 
lightest of activities and is commonly short of breath on 
exertion. She is not currently on any medications but has 
taken various courses of antibiotics recently. On 
examination, she is noted to be anaemic and have 
multiple bruises over her body. She has hypertrophic 
bleeding gums and on auscultation of the heart, she is 
found to have a flow murmur. She has mild 
splenomegaly on palpation of her abdomen. Routine 
blood tests were requested and confirmed the presence of 
anaemia, a raised white cell count, low neutrophil count 
and thrombocytopenia. A blood film shows increased 
numbers of blast cells and the presence of Auer rods. 
Given these findings, what is the most likely 
diagnosis? 
(? 



♦ 



Acute myeloid leukaemia (AML) 
Chronic myeloid leukaemia (CML) 
Acute lymphoblastic leukaemia (ALL) 
Chronic lymphoid leukaemia (CLL) 
Chronic myelomonocytic leukaemia (CMML) 
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Acute myeloid leukaemia (AML) 

Acute myeloid leukaemia (AML) is a malignant 
disease of the bone marrow in which the blast cells 
derived from the myeloid marrow elements undergo 
a neoplastic proliferation AML is distinguished by 
the presence of more than 30% blasts in the blood 
and/or bone marrow. It is more common in men and 
the prevalence increases with age but it can affect all 
age groups. It is however, getting more common as a 
long-term complication of chemotherapy. Symptoms 
are usually related to marrow failure (anaemia, 
infections, bleeding) and/or organ infiltration with 
leukaemic cells (bone pain, hepatosplenomegaly, gum 
hypertrophy, proptosis) but patients can also have 
constitutional symptoms (weakness, fever, lethargy). 
CML is a myeloproliferative disorder characterised 
by the proliferation of the precursors for white blood 
cells but these precursors retain the ability to 
differentiate. Symptoms tend to be chronic and the 
blood profile shows an increased (++) white cell 
count, with a low or normal haemoglobin and a 
variable platelet count. AML is differentiated from 
ALL by the presence of Auer rods which are 
eosinophilic needle-like cytoplasmic inclusions found 
in blast cells and which are pathognomonic of AML. 
CMML is characterised by a progressive cytopenia in 
the presence of a hypercellular bone marrow and 
usually involves all three cell lines 
(myeloid/monocyte, erythroid, megakaryocyte). 
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o 





M 

This is the family tree of a family affected with 
haemophilia A. 
What are the chances of M being affected? 






linl 
lin2 
lin3 
lin4 
lin6 
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lin2 

Haemophilia A is a sex-linked inherited disease in 
humans. Males are hemizygous and receive their only 
X chromosome from their mother. Females are 
heterozygous and receive one X chromosome from 
each parent. Consequently, if a male has an affected 
X chromosome, he will be affected by an X -linked 
disease. In the above family tree, the daughter of the 
affected individual will receive the diseased X 
chromosome from her father and a normal X 
chromosome from her mother, so that she is a carrier 
of the disease. Her son, in turn, will have a 1 in 2 
chance of receiving the diseased chromosome from 
his carrier mother, so the chance of him being 
affected with haemophilia A is 1 in 2. On the other 
hand, the son of the patient, whose mother has two 
normal alleles, will not be affected by haemophilia 
even though the father has the disease and the 
defective gene. 
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A 40 -year-old man presents with the complaint of 
worsening back pain to his GP. The pain has been 
present for a couple of months and is no longer relieved 
with analgesia. On further questioning, the patient 
reports that he feels 'tired all the time', and has a 
reduced appetite with associated weight loss which he 
had attributed to the analgesics that he was taking. He is 
otherwise well at present but, 5 years previously, had 
been treated successfully for stage-IA Hodgkin's 
lymphoma. Apart from analgesics, he is on no other 
medication. Positive findings on clinical examination 
include axillary and inguinal lymphadenopathy, 6 -cm 
splenomegaly and tenderness along the length of his 
lumbar spine. 

Blood tests are performed and the results come back 
the same day showing: 



Hb 


8.1 g/dl 


WCC 


12x1071 


Neutrophils 


8.0xl0 y /l 


Promyelocytes 


increased 


Platlets 


96 x 1071 



The X-ray of the lumbar spine that is performed is 

reported as normal. 

What investigation would you perform to confirm the 

diagnosis? 






CT scan of the thorax and abdomen 

Deoxy glucose labelled PET scan 

Excisional axillary lymph node biopsy 

Splenectomy 

LDH level measurement 
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Excisional axillary lymph node biopsy 

The diagnosis is marrow infiltration secondary to a 
recurrence of his lymphoma. Bone marrow 
involvement is low at the initial presentation of 
patients with stage I and II of Hodgkin's disease. 
Marrow infiltration causes anaemia, a low white cell 
count and thrombocytopenia. To confirm the 
diagnosis, a biopsy of a gland is required and this is 
followed by CT scan of the chest, abdomen and pelvis 
and a bone marrow biopsy to assess the extent and 
staging of the disease. Recent meta-analysis has 
shown that PET scanning — when used in the staging 
of patients with lymphoma — has good, but not 
excellent, concordance with the results of bone 
marrow biopsy for the detection of bone marrow 
infiltration. 
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A 6 5 -year-old man is admitted with sudden onset left 
upper limb and lower limb weakness. Apart from 
headaches, he was previously fit and well. He is a 
lifelong smoker of four cigarettes per day and drinks two 
pints of beer a day. 

Examination confirms left-sided motor and sensory 
deficit. He has an ejection systolic murmur at the right 
second intercostal space and prolonged expiratory 
polyphonic wheeze at the lung bases. Abdominal 
examination reveals a mass in the left upper quadrant 
that is dull to percussion and moves downwards on 
inspiration. 

Observations: 



BP 


157/89 mmHg 




HR 


70 bpm regular 




Temperature 


36.9° C 




2 sats 


92% 




Initial investigations: 




Hb 


18.9 g/dl 


WBC 


12.2xlO y /l 


PLT 


462x1071 


Haematocrit 


0.58 


Na + 


144mmol/l 


K + 


5.0mmol/l 


Urea 


7.4 mmol/1 


Creatinine 


108 umol/1 


LAP score 


210 (reference 25-180) 



What is the most likely diagnosis? 

Chronic myeloid leukaemia 



. 



• 



♦ 



Polycythaemia rubra vera 
Gaisb lack's syndrome 
Chuvash polycythaemia 
Renal cell carcinoma 
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Polycythaemia rubra vera 

Polycythaemia rubra vera (PRV) is a disorder 
resulting in an increase in production of red blood 
cells, white blood cells (WBCs) and platelets (PLTs). 
Patients can be asymptomatic, but can also present 
with symptoms of headaches, tinnitus, visual 
disturbance and pruritus. Complications include 
arterial and venous thromboses, and patients of PRV 
have presented with Budd-Chiari syndrome. Other 
conditions associated with PRV include gout, peptic 
ulceration and worsening of angina and intermittent 
claudication. Examination can reveal plethora, 
cyanosis, splenomegaly and hepatomegaly. 

Investigations show increased haemoglobin and 
haematocrit, with some patients also having an 
increased WBC count and PLT count. Other tests 
can show elevated leucocyte alkaline phosphatase 
(LAP), elevated vitamin B 12 , normal/increased 
plasma volume, increased red cell mass, and low 
erythropoietin levels. Treatment includes venesection, 
hydroxyurea and allopurinoL There is a risk of 
leukaemic transformation. 

WCry 1 ^■■rt l 

wy \^D 1 

Chronic myeloid leukaemia (CML) causes anaemia 
with an elevated WBC. Gaisb^ck's syndrome is 
relative polycythaemia with reduced plasma volume. 
These patients tend to be hypertensive and smokers. 
Chuvash polycythaemia is a congenital 
polycythaemia, which tends to occur in patients from 
Russia and usually does not affect the WBC and PLT 
counts. Renal cell carcinoma can cause 
polycythaemia by release of erythropoietin. A renal 
mass is ballottable with less movement on respiration 
and the percussion note is usually resonant due to an 
overlying bowel 
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A 50 -year-old white man is referred by his general 
practitioner (GP) with cellulitis of his right leg that has 
been difficult to treat with oral antibiotics. The patient 
has been experiencing increased fatigue and 
breathlessness. He drinks a glass of wine at the 
weekends and is a nonsmoker. Apart from childhood 
asthma, he is well and on no regular medication. 

On examination: Pale conjunctivae and multiple bruises 
over all four limbs. There is hepatosplenomegaly and 
cellulitis of right leg. 



Investigations: 




Hb 


8.2g/dl 


WBC 


3 x 10 9 /1 


PLT 


95 x 1071 


MCV 


83 fl 


Bone marrow aspirate 


dry tap 


Bone marrow biopsy 


cells with a 'fried 
egg appearance' 


Tartrate-resistant acid 
phosphatase stain (TRAP) 


strongly positive 



♦ 



What is the most likely diagnosis? 

Myelodysplasia 
Hairy cell leukaemia 
Chronic myeloid leukaemia 
Myelofibrosis 



•A 



♦ 



Chronic lymphocytic leukaemia 
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Hairy cell leukaemia 

Hairy cell leukaemia is a B -lymphocyte disorder. The 
abnormal cell has hair-like cytoplasmic projections. 
Infiltration of the bone marrow leads to 
pancytopaenia and patients have 

hepatosplenomegaly. The abnormal cells are strongly 
positive for tartrate-resistant acid phosphatase stain 
(TRAP). Infiltration of the bone marrow gives a dry 
tap, and a bone marrow biopsy reveals cells that are 
said to have the characteristic 'fried egg appearance'. 
Purine analogues and interferon have been used for 
treatment and occasionally splenectomy has been 
required. 

Stains: 

TRAP- tends to be positive in hairy cell leukaemia 

Sudan black B stain and myeloperoxidase - tends to 
be positive in acute myeloblastic leukaemia 

Terminal deoxynucleotidyl transferase stain (TDT) - 
tends to be positive in acute lymphoblastic leukaemia 

LAP - tends to be raised in polycythemia rubra vera 
and myelofibrosis; tends to be low in chronic myeloid 
leukaemia 
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A 24-year-old man is referred for investigation of 
anaemia by his GP. He is asymptomatic and has no 
physical complaints. Examination is unremarkable. 



Investigations: 




Hb 


12.5g/dl 


WBC 


6.8 x 1071 


PLT 


340 x 10 y /l 


MCV 


65 fl 


Haemoglobin electrophoresis: 


HbA91.7% 


(> 95%) 


HbA 2 7.1% 


(<3.5%) 


HbFl.2% 


(< 1.5%) 



What is the most likely diagnosis? 

Alpha thalassaemia trait 



♦ 



♦ 



Haemoglobin H disease 
Beta thalassaemia minor 
Beta thalassaemia major 
Sickle cell trait 



•A 
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Beta thalassaemia minor 

Thalassaemia is a haemoglobinopathy resulting from 
defective synthesis of globin chains required for 
haemoglobin synthesis. Each copy of chromosome 16 
has two genes for the alpha globin subunit (four in 
total), and each copy of chromosome 11 has one gene 
for the beta subunit (two in total). Adult haemoglobin 
HbA(a 2 P2), second adult haemoglobin HbA2(a 2 d 2 ), 
fetal haemoglobin HbF(a 2 y 2 ). 



Alpha 

1 gene 



thalassaemias: 



deletion: 



silent 



carrier 



2 gene deletion: a- thalassaemia trait (microcytosis, 
+/- anaemia, decreased HbA 2 ) 

3 gene deletion: haemoglobin H disease (p 4 ) - 
moderate anaemia, splenomegaly 

4 gene deletion: Bart's haemoglobin (y 4 ) - hydrops 
fetalis 



Beta 



&xa\ 



thalassaemias: 



1 gene deletion: p-thalassaemia minor (mild anaemia, 
microcytosis, elevated HbA2) 

2 gene deletion: p-thalassaemia major (anaemia when 
HbF tries to convert to HbA during first year of life, 
extramedullary haemopoiesis with 
hepatosplenomegaly and bone marrow expansion, 
'hair on end' appearance of bone) 
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A 62-year-old man has been referred by his GP for 
investigation of weight loss and night sweats. He has a 
past history of treated hypertension and angina. 
Examination reveals painless enlarged bilateral axillary 
lymph nodes. The other lymph node regions are normal. 
He also has splenomegaly. 



Investigations: 




Hb 


i2.o m 


WBC 


4.4x1071 


PLT 


320 x 10 9 /1 


MCV 


8211 


Lymph node biopsy 


Reed Sternberg cells with a 
nodules divided by 
collagen bands 


Staging computed 
tomography (CT) 
scan 


axillary lymph nodes and 
splenomegaly 



What is the stage of this disease (Ann Arbor 
classification)? 






<* 



II A 

II B 

III A 
III B 
IV 



•A 
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IIIB 



Hodgkin's disease is a malignant lymphoma. Patients 
can present with painless lymphadenopathy. Further 
history can reveal night sweats, weight loss, pruritus, 
and alcohol-induced pain at the site of the enlarged 
lymph nodes. Pel-Ebstein fever has been described, 
where patients have a swinging pyrexia in 1-2 weekly 
cycles. 

Characteristically the Reed- Sternberg cell is found on 
biopsy and there are four subtypes on histology 
(nodular-sclerosing, mixed cellularity, lymphocyte- 
depleted, lymphocyte-rich). 



The 
I 



Ann Arbor staging: 

single lymph node region 



II - two lymph node regions on same side of 
diaphragm 

III - lymph node regions on both sides of the 
diaphragm 

mC Y^J 1 

IV - extranodal organs (liver, bone marrow etc) 

The spleen is regarded as a lymph node region here. 
B implies one or more of the following: night sweats, 
fever > 38°C, unexplained weight loss of > 10% of 
body weight in the last 6 months. A implies absence 
of B symptoms (of note, pruritus is not classified as a 
B symptom). Dependent on staging, patients are 
treated with radiotherapy and chemotherapy. 
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A 72-year-old man attends clinic for investigation of 
anaemia. He has noticed on occasional episodes that his 
urine is dark, especially in the morning. He has had two 
deep vein thromboses in the past year and is on warfarin. 
Other than that, he takes glipizide for diabetes. 
Examination reveals pale conjunctivae and soft calves. 



Investigations: 




Hb 


11.2g/dl 


WBC 


3.9xlO y /l 


PLT 


135 x 10 9 /1 


Plasma haptoglobin 


0.09g/l (0.13 -1.63) 


International 
normalised ratio 


2.3 


Morning urine 


haemoglobinuria and 
haemosiderinuria 



What is the best test to confirm the most likely 
diagnosis? 

Test for Donath-Landsteiner antibody 

Schumm'stest 






Ham's test 

Flow cytometry for CD59 on red cells 

Bone marrow examination 
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Flow cytometry for CD59 on red cells 

Paroxysmal nocturnal haemoglobinuria (PNH) is a 
disorder in which the cells lack surface proteins such 
as delay accelerating factor CD55 (DAF) and 
membrane inhibitor of reactive lysis CD59 (MIRL). 
As a result, the red cells are sensitive to destruction 
by complement and PLTs are activated. This causes 
intravascular haemolysis with dark morning urine 
and recurrent thrombotic events. Flow cytometry to 
detect CD59 is the best test to confirm PNH. Patients 
are at increased risk of aplastic anaemia and 
leukaemia. 

Donath-Landsteiner bodies are found in paroxysmal 
cold haemoglobinuria. Schumnf s test is for 
intravascular haemolysis by detecting 

methaemalbumin. Ham's test can be used to diagnose 
PNH, but has a low sensitivity. 
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No.: 53 

You are asked to review the case of a 6 8 -year-old 
woman who has had a lengthy dental procedure earlier in 
the day. She has a background of angina. Current 
medications are isosorbide mononitrate and co- 
trimoxazole for a resistant urinary tract infection. She is 
complaining of a headache and breathlessness. 
Examination shows her to be cyanosed. 



Arterial blood gas on 151 


non-rebreathe 2 mask: 


pH 


7.42 


Pa0 2 


39.2 kPa 


PaC0 2 


4.1 kPa 


2 sats 


70% 



Portable chest X-ray (CXR) - normal appearance 
What is the most likely diagnosis? 



Aspiration 



♦ 



Carbon monoxide poisoning 

v 

Methaemoglobinaemia 

Pulmonary embolism 



♦ 



Glucose-6 -phosphate dehydrogenase deficiency 



No.: 53 
Methaemoglobinaemia 

Haemoglobin carries iron in its ferrous form (Fe 2+ ). 
When it is converted to the ferric form (Fe 3+ ) 
methaemoglobin is created. This reduces the red 
cell's ability to carry oxygen The body has a normal 
reparative mechanism involving reduced 
nicotinamide adenine dinucleotide phosphatase 
(NADPH), which reduces the Fe 3+ to Fe 2+ . This 
mechanism is not fully operational in infants, making 
them susceptible to methaemoglobinaemia. 

Drugs that provide oxidative stress such as local 
anaesthetics (especially on mucosa), sulphonamides 
and nitrates can induce methaemoglobinaemia. 
Symptoms include headache, confusion, 

breathlessness and chest pain. Patients are cyanosed 
with no obvious cardiorespiratory cause, and despite 
increased oxygen delivery, the oxygen saturations 
remain low. The blood is described as chocolate 
brown in colour and can be tested for 
methaemoglobin levels. Treatment is with methylene 
blue. If unsuccessful, exchange transfusion can be 
employed. 
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No.: 54 

A 40-year-old female patient on the ward has become 
increasingly unwell over the past few days. She is 2 
weeks post-all ogenic bone marrow transplantation. The 
patient is jaundiced with bruising noticeable over the 
extremities. She has bibasal inspiratory crepitations, 
ascites, hepatomegaly and peripheral oedema. 



Initial investigations: 


Hb 


llg/dl 


WBC 


4.2x1071 


PLT 


90 x 10 9 /1 


Bilirubin 


119umol/l 


ALK-P 


290 IU/1 


ALT 


95 IU/1 


Gamma glutamyl 
transferase 


260 IU/1 


Albumin 


28g/l 


Portable CXR 


upper lobe diversion with 
blunted right costophrenic 
angle 



What is the most likely diagnosis? 

Veno-occlusive disease of the liver 






♦ 



Hepatitis B infection 
Graft-versus-host disease 
Cyclosporin toxicity 
Cholangitis 



No.: 54 

Veno-occlusive disease of the liver 

Veno-occlusive disease of the liver usually occurs 
within 2 weeks of bone marrow transplantation. 
Classically the patient will start to gain weight, 
become oedematous, jaundiced and have ascites with 
hepatomegaly. A Doppler ultrasound scan will help 
in confirming the diagnosis, and histology would 
reveal centrilobular necrosis. Risk factors include 
pre-existing liver disease and intense preparatory 
regimens. Management is difficult and includes 
maintaining fluid volume while treating ascites and 
pulmonary oedema. Other treatments tried include 
heparin and tissue plasminogen activator. These 
patients are at risk of developing multi-organ failure. 
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No.: 55 

A 37-year-old woman is admitted with contusion. She was 
previously fit and well and has recently given birth to a 
healthy boy. Apparently the placenta was recovered intact. 
Examination reveals small petechial haemorrhages on the legs 
and pale conjunctivae. Her Glasgow Coma Scale is fluctuant 
and she complains of abdominal pain on palpation, but no 
organomegaly is evident. 

Observations: 



HR 


HObpm 


BP 


1 15/72 mmHg 


Temperature 


38.4°C 


2 sats 


97% 


Investigations: 


Hh 


9.3 e/dl 


wcc 


18x109/1 


PLT 


34x109/1 


Urine dipstick: 


Blood 


positive 


Protein 


positive 


Blood film: 



••• n? 



Urea 


11.2mmol/l 


Creatinine 


168 (jmol/1 


Na + 


142mmol/l 


K + 


5.1 mmol/1 



What is the most likely diagnosis? 

Henoch-Schl]|nlein purpura 
Thrombotic thrombocytopenic purpura 



♦ 



Hemolysis, elevated liver enzymes, and low platelet 
count (HELLP) syndrome 

Retained products of conception 



C? 



Systemic lupus erythematosus 



No.: 55 

Thrombotic thrombocytopenic purpura 

Thrombotic thrombocytopenic purpura is described 
as presenting with five symptoms or signs: confusion, 
pyrexia, renal failure, thrombocytopenia and 
microangiopathic haemolytic anaemia. This can 
occur during pregnancy or in the postpartum period. 
Patients are treated with plasma exchange. 
Blood film: Helmet cells and fragmented cells suggest 
microangiopathic haemolysis. Of note, no PLTs or 
WBCs are seen. 
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No.: 56 

A 30 -year-old man has been admitted for an elective 
knee arthroscopy. You are asked to review him prior to 
the operation. He has a past history of gallstones, and 
had jaundice as a child, but otherwise he is fit and well. 
Examination reveals mild splenomegaly. 



Investigations: 




Hb 


12.7 dl 


WBC 


8.2x1071 


PLT 


400x1071 


MCV 


78 fl 


MCHC 


43g/dl (32-35 g/dl) 


Reticulocytes 


3.3% (0.5-2.4%) 



What is the most likely diagnosis? 






♦ 



Sickle cell disease 
Sideroblastic anaemia 
Iron deficiency anaemia 
Thalassaemia trait 
Hereditary spherocytosis 



No.: 56 

Hereditary spherocytosis 

Hereditary spherocytosis is inherited as an autosomal 
dominant condition and is one of the most common 
inherited haemolytic anaemias. The defect is in the 
membrane skeleton (usually the spectrin component) 
causing spherocytes in the blood film. The spleen 
removes these spherocytes from the blood. Symptoms 
are variable in severity but include anaemia, jaundice 
and splenomegaly. With haemolysis, patients are at 
increased risk of pigment gallstones. The Mean Cell 
Volume is usually low and the Mean corpuscular 
hemoglobin concentration is usually high. The most 
sensitive test to confirm the diagnosis is the osmotic 
fragility test. Folic acid can be given to aid 
haemopoiesis, but occasionally splenectomy is 
required. The answer is not alpha thalassaemia trait 
as in this condition the MCV is usually slightly lower, 
(65-75), and the reticulocyte count would be in the 
normal range. 
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No.: 57 

A 40 -year-old man presented to his GP with fatigue. 
A full blood count at the time showed: 



Hb 



WBC 



PLT 



Serum Ferritin 



11.2 g/dl 



5.6x1071 
360 x 1071 



12ug/l (15-300) 



He was commenced on iron sulphate tablets for 
presumed iron deficiency anaemia. The GP has referred 
him to outpatient clinic. The patient still feels fatigued, 
but also complains of numbness and tingling in the lower 
limbs. He recalls having an operation on his abdomen a 
few years ago while abroad for severe abdominal pain, 
but can't recall the specifics of the surgery. Otherwise he 
has been fit and well. 

Examination reveals pale conjunctivae and a lemon- 
yellow tinge to his skin. He has slight distal lower limb 
sensory loss and absence of ankle jerks with exaggerated 
knee reflexes. Abdominal examination shows a 
longitudinal median scar, but no organomegaly. 



Repeat full blood count: 


Hb 


10.4 g/dl 


WBC 


4.5x1071 


PLT 


250 x 1071 


MCV 


112 fl 



Which operation is he most likely to have had? 

Hemicolectomy 






Terminal ileal resection 
Pancreaticoduodenectomy 
Splenectomy 
Gastrectomy 



No.: 57 
Gastrectomy 

The patient has combined iron deficiency and B i2 
deficiency. A gastrectomy can cause this scenario. 
The ferrous (Fe 2+ ) form of iron is better absorbed in 
the small intestine than the ferric (Fe 3+ ) form 
Stomach acid helps to keep the iron in the ferrous 
form. Vitamin B i2 is best absorbed in the terminal 
ileum when combined with intrinsic factor, which is 
produced by gastric parietal cells. Terminal ileal 
resection can lead to vitamin B i2 deficiency and bile 
salt malabsorption 
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No.: 58 

A 67-year-old woman is admitted with a large 
haematoma of the right arm after minimal trauma. She 
has noticed over the past few weeks increased bruising 
of the skin. The patient has recently completed a course 
of penicillin for a chest infection. She has a past history 
of psoriasis and hypertension. Examination reveals 
multiple bruises and a large painful haematoma in the 
right upper arm. The venepuncture site displays 
prolonged bleeding. 

Results: 



Hb 


10.2 g/dl 


WBC 


9.8xl0 9 /l 


PLT 


325 x 1071 


International 
normalised ratio 


1.0 


APTT 53 s (30-40 s) 


does not correct when 
adding normal plasma 



What is the most likely diagnosis? 

Von Willebrand's disease 
Haemophilia A 
Christmas disease 



♦ 






Antiphospholipid syndrome 
Acquired factor VIII deficiency 



: 
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Acquired factor VIII deficiency 

Acquired factor VIII deficiency results from the 
development of inhibitors against factor VIII 
coagulation factor. This can occur in the elderly and 
is associated with malignancy, psoriasis, pemphigus 
and drugs (cephalosporins, penicillins). Patients 
develop bleeding tendencies and the activated partial 
thromboplastin time (APTT) is prolonged (intrinsic 
pathway). The APTT doesn't correct/will only 
correct slightly with the adding of normal plasma. 
The Bethesda titre can quantify the inhibitor. There 
is a 20% mortality rate from acquired factor VIII 
deficiency. 
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No.: 59 

A 60-year-old woman is referred with symptoms of 
generalised malaise. She feels lethargic and breathless on 
moderate exertion. She has also noticed increased 
bleeding of her gums on brushing her teeth and has had 
several chest infections over the past month. Past history 
is of diabetes, hypertension and gout. 



Investigations: 




Hb 


8.6 m 


WBC 


3.5x1071 


PLT 


64 x 1071 



Bone marrow aspirate shows myeloid blast cells 

A chromosomal analysis shows a t(15:17) translocation 

What is the most likely diagnosis? 

Chronic myeloid leukaemia 
Acute promyelocyte leukaemia 

Myelomonocytic Leukaemia 

(7 

Erythroleukaemia 



♦ 



Megacaryoblastic leukaemia 



•A 
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Acute promyelocyte leukaemia 

Acute promyelocytic leukaemia is also known as FAB 
(French- American-British Oassification) type M3. It 
characteristically involves a translocation of t(15:17) 
that involves a retinoic acid receptor gene. This 
leukaemia is associated with disseminated 
intravascular coagulation, and can be treated with 
all-trans retinoic acid. 



Translocations: 
t(8:14) 
t(15:17) - 



Burkitt's lymphoma 

acute promyelocytic leukaemia 



t(9:22) - Philadelphia chromosome in chronic 
myeloid leukaemia 

The leukaemic cells are generally hypergranular 
promyelocytes. In the variant form they are 
hypogranular. 
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No.: 60 

A 32-year-old woman is referred to the deep vein 
thrombosis clinic. She has developed a swollen, tender, 
tense right calf over the past week and has been 
commenced on heparin. Past history includes asthma and 
eczema. She lives with her husband and is awaiting a 
fertility clinic appointment as she has had three prior 
miscarriages. Examination shows a net-like cyanotic 
discolouration of the legs and a swollen right calf 

Investigations: 



Hb 


12.3 g/dl 


WBC 


6.4x1071 


PLT 


104x1071 


International normalised ratio 


1.0 


APTT 


46 s (30-40 s) 



What is the most likely diagnosis? 



♦ 
♦ 



Heparin- induced thrombocytopenia 
Immune-mediated thrombocytopenia 
Antiphospholipid syndrome 
Factor V Leiden deficiency 
Antithrombin deficiency 



No.: 60 

Antiphospholipid syndrome 

Antiphospholipid syndrome (Hughes syndrome) 
presents with recurrent miscarriages, venous/arterial 
thromboses and thrombocytopenia. Cutaneously, 
patients may manifest livedo reticularis. It can be 
associated with other autoimmune conditions such as 
systemic lupus erythematosus, Sjogren's syndrome, 
rheumatoid arthritis, etc. Blood tests show 
thrombocytopenia, paradoxical prolongation of 
APTT (due to antibody interfering with the test), and 
a false positive syphilis test. Anticardiolipin 
antibodies and lupus anticoagulant should be tested 
for. Treatment includes management of thrombotic 
events, in this case with warfarin, omission of 
smoking and the oral contraceptive pill. Low-dose 
aspirin may be used in women who want to become 
pregnant. 
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A 6 5 -year-old man is admitted with dehydration 
following an attack of infectious gastritis. His initial 
blood results revealed a raised calcium and erythrocyte 
sedimentation rate. He has a background of 
hypertension, angina, chronic obstructive airways 
disease and diabetes. 
His most recent results arrive on the ward: 



Hb 


13.8 g/dl 


WCC 


7.7x1071 


PLT 


212x1071 


Na + 


138 mmol/1 


K + 


4.7 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


104 umol/1 


Calcium 


2.4 mmol/1 


Albumin 


38g/l 


IgG 


19 g/1 (6.0-13.0 g/1) 


IgA 


2.1 g/1 (0.8-3.0 g/1) 


IgM 


1.3 g/1 (0.4-2.5 g/1) 



No Bence Jones protein detected in urine 

CXR - heart and mediastinal contours normal, lungs 
clear, osteopaenia of bony skeleton with no lytic lesions 

What is the most likely diagnosis? 

Monoclonal gammopathy of undetermined 
significance 

(• 

Multiple myeloma 



♦ 



Waldenstrom's macroglobulinaemia 

Amyloid 

Chronic lymphocytic leukaemia 



No.: 61 

Monoclonal gammopathy of undetermined significance 

Monoclonal gammopathy of undetermined 
significance (MGUS) is a monoclonal 
paraproteinaemia without evidence of disorders such 
as myeloma, Waldenstrom's macroglobulinaemia or 
amyloidosis. It is usually picked up incidentally. 
There is mild increase of a serum monoclonal protein 
without paresis of the other monoclonal bands. 
Presence of anaemia, hypercalcaemia, renal failure, 
or lytic bone lesions points towards myeloma. In 
MGUS the urine does not contain Bence Jones 
protein. These patients need to be followed up as they 
are at increased risk of developing myeloma. A bone 
marrow biopsy should reveal less than 10% plasma 
cells and a skeletal survey should reveal no lytic 
lesions to be compatible with MGUS. 
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A 56-year-old woman has been referred to clinic. She 
has had two episodes of shingles in the past 2 months 
and her GP had noticed persisting lymphadenopathy. 
The patient currently feels well and there is no past 
history of note. Examination reveals some petechiae on 
her back, cervical lymphadenopathy and mild 
splenomegaly. 



Investigations: 


Hb 


8.9g/dl 


WBC 


48 x 1071 (lymphocytes 40 x 107l) 


PLT 


116x1071 



Blood film shows smear cells 

What is the most likely diagnosis? 

Hairy cell leukaemia 
Acute lymphoblastic leukaemia 
Splenic lymphoma 
Non-Hodgkin's lymphoma 
Chronic lymphocytic leukaemia 






No.: 62 

Chronic lymphocytic leukaemia 

Chronic lymphocytic leukaemia (CLL) is the most 
common adult leukaemia of the western world. The 
diagnosis can be discovered incidentally or patients 
can have symptoms of anaemia, recurrent bleeding 
and recurrent infections. Examination can reveal 
lymphadenopathy with hepatosplenomegaly. A full 
blood count will show a raised WBC with a 
lymphocytosis. The blood film will show smear cells, 
as they are more friable. Immunophenotyping will 
confirm the diagnosis (CD19, CDS). 

Acute lymphoblastic leukaemia would expect to show 
blast cells on the blood film and splenic lymphoma 
rarely causes lymphadenopathy. 
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A 50 -year-old woman presents with dizziness. 
Symptoms have been coming on for the last few months, 
and she now needs help with standing. She is on 
bendrofluazide for hypertension, smokes 10 cigarettes 
daily and drinks around 30 units per week of alcohol. 
She is one of four children, a brother having died in the 
past of renal cancer. On direct questioning she admits to 
cough productive of phlegm, present most mornings for 
the last few years, but has normal exercise tolerance. On 
examination she is noticeably plethoric. There is an 
audible expiratory wheeze throughout the chest. Oxygen 
saturations are normal. There is nystagmus present 
looking left or right. Funduscopy reveals dilated retinal 
veins. She has a broad-based gait, and is unsteady with 
eyes open or closed. 
Investigations are shown below: 



Hb 



WCC 



Platelets 



Haematocrit 



Red cell mass 



Plasma volume 



Erythroid culture in the 
absence of 
erythropoeitin 



20.3 g/dl 



7.1x1071 



169x1071 



0.61 



2312 ml (1312-2187) 



2392 ml (2362-3938) 



shows no endogenous 
erythroid colony 
formation 



What is the most likely diagnosis? 

Primary polycythaemia rubra vera 



♦ 



Von Hippel Lindau Syndrome 



Renal cell carcinoma with exogenous erythropoietin 
production 






Gai shock's syndrome 
Alcohol abuse 



No.: 63 

Von Hippel Lindau Syndrome 

This patient has a high haematocrit; with an 
increased red cell mass and a low -normal plasma 
volume, confirming true polycythaemia rather than 
pseudo-poly cythaemia (Gaisbock's syndrome). It is 
not uncommon to see borderline plasma volumes in 
patients with excessive alcohol intake or on diuretics. 
The erythroid colony studies suggest that her red 
cells do not show autonomous growth; autonomous 
growth of erythroid colonies is taken as a sign of 
primary polycythaemia, where erythropoiesis has 
escaped the control of erythropoietin; erythroid 
colony studies are thought to have high specificity for 
detecting primary versus secondary polycythaemia, 
but the technique is poorly standardized so remains 
an experimental tool. Von Hippel Lindau syndrome 
is an autosomal dominant condition that leads to 
retinal and central nervous system tumours, as well 
as phaeochromocytomas. Death is often due to renal 
cell carcinoma. Management depends on site of 
individual tumours, but close ophthalmic, renal and 
radiographical follow up is recommended for all 
patients. A proportion of cerebellar haemangiomas 
secrete erythropoietin-like substances, leading to a 
secondary polycythaemia. 
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A 70 -year-old man presents with recurrent chest 
infections and abdominal discomfort. He was well until a 
year ago, but has required recurrent courses of 
antibiotics from his general practitioner for chest 
infections. He has discomfort in the left upper part of his 
abdomen, and finds that he feels full despite eating only 
a few mouthful s at each meal. On examination he has a 
large spleen palpable 10 cm below the costal margin. 
Investigations are shown below: 



Hb 


8.7 g/dl 


WCC 


23.2x1071 


Platelets 


25 x 1071 


Neutrophils 


0.3 x 1071 


Monocytes 


0.0 x 1071 


Lymphocytes 


21 x 1071 


Blood film shows large numbers of atypical 
monocytes with abnormal villous projections. 



What is the most likely diagnosis? 

Chronic lymphocytic leukaemia 

Pro-lymphocytic leukaemia 

Infectious mononucleosis 

Splenic lymphoma with villous lymphocytes 

Hairy cell leukaemia 



No.: 64 

Hairy cell leukaemia 

This gentleman has anaemia, thrombocytopenia, 
massive splenomegaly and monocytopenia - the last 
of these is classic for hairy cell leukaemia, and the 
diagnosis is confirmed by the morphological 
appearances on the blood film. The typical hairy cells 
are named because of their characteristic cytoplasmic 
projections, which appear as fine (hairlike) microvilli 
when seen by light microscopy, phase-contrast, and 
electron microscopy. They are mononuclear cells 
with eccentric or centrally placed nuclei. Splenic 
lymphoma with villous lymphocytes does not cause 
the monocytopenia, and the lymphocytes in chronic 
and pro-lymphocytic leukaemia do not have villous 
projections. Hairy cell leukaemia responds 
dramatically to the purine analogues cladribine and 
pentostatin, with resulting survival rates at five years 
of 95-98%. 
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A 50 -year-old woman presents with lethargy and easy 
bruising. She has also noticed breathlessness on exertion 
and has lost 2kg in weight over the past couple of 
months. She was treated with curative intent for early- 
stage breast cancer five years ago and has been well 
since. She is on no medication. There is no other 
significant previous medical history. Examination shows 
a thin woman with bruises on all extremities and pale 
conjunctiva but is otherwise normal. 
Results are as follows: 



Haemoglobin (Hb) 


9.9 g/dl 


White cell count (WCC) 


3.5x1071 


Neutrophils 


1.0x1071 


Platelets 


113x1071 


Reticulocytes 


13 x 1071 (25- 
85 x 1071) 


Prothrombin time (PT) 


12s (11.5- 

15.5s) 


Activated Partial 
Thromboplastin Time 


35s (30-40s) 


Blood film shows band forms, myelocytes and 
occasional promyelocytes as well as nucleated 
red blood cells. 



What diagnosis would best fit this picture? 

Acute promyelocytic leukaemia 

Invasion of bone marrow by breast cancer 

Myelofibrosis 
^» 

Thrombotic thrombocytopaenic purpura 
**, 

Aplastic anaemia 



No.: 65 

Invasion of bone marrow by breast cancer 

The patient's blood tests show a leucoerythroblastic 
anaemia (left-shifted granulocytic series and 
nucleated red blood cells) with pancytopaenia. This 
can be seen with high bone marrow turnover e.g. in 
severe haemolytic anaemia (in which case the 
reticulocyte count would be high), myelofibrosis and 
chronic myeloid leukaemia (where there would be 
splenomegaly, and the white cell and platelet count 
would usually be raised) or bone marrow invasion 
Often in bone marrow invasion the invading 
malignancy will already have been diagnosed 
previously. Aplastic anaemia does not cause a 
leucoerythroblastic blood film. The diagnosis 
requires a bone marrow trephine which will usually 
show replacement of haematopoietic tissue with 
malignant cells. 
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A 49-year-old Caucasian woman presents to a locum GP 
to find out the results of some blood investigations 
performed by her own GP. She was found to have 
splenomegaly on a routine examination after she 
complained to her GP of feeling excessively tired and 
fatigued. Her blood film had shown poikilocytes and 
normoblasts. 
Her other results were: 



Hb 


ll.Og/dl 


WCC 


128 x 1071 


platelets 


139 x 1071 



Which diagnosis would fit the above data? 



♦ 



• 
♦ 



Sideroblastic anaemia 
Chronic myeloid leukaemia 
Polycythaemia rubra vera 
Essential thrombocythaemia 
Thalassaemia 
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Chronic myeloid leukaemia 

Chronic myeloid leukaemia (CML) is one of the 
myeloproliferative disorders and results from an 
uncontrolled proliferation of myeloid cells. It is an 
acquired abnormality involving the haematopoietic 
stem cell and a reciprocal chromosomal 
translocation, resulting in the Philadelphia (Ph) 
chromosome. This chromosome is present in the 
granulocyte, RBC and platelet precursors of >95% of 
patients with CML. Its absence is associated with a 
worse prognosis. Poikilocytes are variably shaped 
erythrocytes. Of the conditions listed, the only one 
which would cause such a marked elevation of the 
WCC, a thrombocytopenia and a mild anaemia is 
CML. Typical peripheral blood film shows a 
leukoerythroblastic picture, ie immature cells 
(myelocytes and normoblasts) are seen on the blood 
film. 
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A 17-year-old female is referred from her GP 
complaining of menorrhagia and easy bruising. A 
summary given by her GP of tests already performed 
shows her prothrombin time (PT) to be within the 
normal range, her activated partial thromboplastin time 
(aPTT) to be above the normal range, INR and platelet 
levels were normal. A diagnosis of Von Willebrand's 
disease (vWD) is suspected. 

Which of the following statements about the specific 
assays available fortius condition is TRUE? 

Factor VIII activity is increased 

A single level of von Will ebr and factor (vWF) 
within the normal range excludes this diagnosis 

In the ristocetin cofactor assay, vWF activity is 
variably increased 

vWF antigen is variably increased 

vWF antigen levels may be normal in vWD variants 
with abnormal multimers 



•A 
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vWF antigen levels may be normal in vWD variants with 
abnormal multimers 

vWD is a common, inherited, genetically and 
clinically heterogeneous hemorrhagic disorder 
caused by a deficiency or dysfunction of the protein 
termed von Willebrand factor (vWF). This is a large 
multimeric glycoprotein which functions as the 
carrier protein for factor VIII, by binding to and 
stabilizing this factor, and it also mediates the 
adhesion of platelets to sites of vascular injury. The 
VWF gene is located near the tip of the short arm of 
chromosome 12. vWD is divided into 3 major 
categories: (1) partial quantitative deficiency (type I), 
(2) qualitative deficiency (type II), and (3) total 
deficiency (type III). Males and females are affected 
equally although the disease manifestations are more 
obvious in the female due to menstruation and the 
associated menorrhagia. The screening test used to 
diagnose the condition includes the prothrombin time 
(PT), the activated partial thromboplastin time 
(aPTT), factor VIII activity, vWF activity and vWF 
antigen level determination. vWF levels are variable 
and can be influenced by a number of factors 
therefore a single level within the reference range 
does not exclude the diagnosis of vWD. The PT is 
within the reference range, but the aPTT is mildly 
prolonged in half of these patients. Factor VIII 
activity is variably decreased. Ristocetin is an 
antibiotic that causes vWF to bind to and activate 
platelets. Platelets rapidly agglutinate in response to 
ristocetin but the presence of plasma vWF is 
necessary for this reaction to occur. The degree of 
platelet agglutination is proportional to the 
concentration of vWF in the plasma. This is called 
the vWF activity assay and this is variably reduced in 
patients with vWD. The total plasma concentration of 
vWF antigen — measured using either a quantitative 
immunoassay or an enzyme-linked immunosorbent 
assay — is variably decreased. 
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A 50 -year-old man presents with fatigue. Two years ago 

the patient received six cycles of combination therapy 

(each cycle consisted of cyclophosphamide, doxorubicin, 

vincristine and prednisolone) for non-Hodgkins' 

lymphoma in chest and abdominal sites. The patient 

entered complete remission and has been followed 

expectantly since that point. His last prior visit was three 

months ago at which time he had no evidence of 

recurrent lymphoma, felt well and had normal laboratory 

examination. 

At this time his physical examination is remarkable for a 

purple discoloration of the fingertips, ears and nose. The 

patient is somewhat pale. There is no peripheral 

lymphadenopathy. 

Laboratory studies include the following: 



wcc 


17 x 1071 (Neutrophils 7, 
lymphocytes 1, eosinophils 0.3, 
basophils 0.1, metamyelocytes 
0.2, myelocytes 0.1 and 
nucleated red cells 0.1) 


Haematocrit 


28% 


Hb 


8.7 g/dl 


Platelets 


300 x 10 9 /1 


MCV 


98 fl 


LDH 


400 U/l 


Total 
bilirubin 


51umol/l(l-22) 


Conjugated 
bilirubin 


0.5 umol/1 (0-0.4) 


Peripheral 
blood smear 


shows clumped cells 


Polyspecific 
sera 


positive for complement 
components 



Which of the following is most likely to be expected 
on further testing? 

Positive direct Coombs' test (using anti-IgG 
antiserum) if the specimen is processed without allowing 
cooling 

(? 

Positive indirect Coombs' test detected with anti- 
IgG antibodies 



Circulating antibodies against Epstein-Barr virus 



♦ 



Circulating antibodies against red cells bearing the I 
antigen 

Circulating antibodies against Mycoplasma 
pneumoniae 
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Circulating antibodies against red cells bearing the I 
antigen 

This patient has cold-reactive haemolysis. If patients 
develop circulating anti-IgM antibodies with 
specificity for polysaccharide antigens on red cell 
membranes, they may suffer from so called cold- 
reactive haemolysis. The clinical manifestations of 
presence of such antibodies are haemolysis, which is 
generally not severe and a mild elevation of the 
reticulocyte count, agglutination of red cells, and an 
increased rate of haemolysis at temperatures below 
37 °C. A second clinical manifestation of cold 
haemolysis is the presence of acrocyanosis, 
characterized by marked purple discoloration of the 
extremities, ears and nose during cooling. IgM 
antibodies may be missed if the blood is allowed to 
cool after it is drawn because of absorption onto the 
patient's own red blood cells and subsequent removal 
as the blood clots. Therefore, the blood should be 
allowed to clot at a warm temperature. Serological 
analysis with reveal a positive direct Coombs' test if 
anti-C3 antiserum is used. The specificity of cold 
agglutinin antibody may be helpful in that a reaction 
with adult red cells compared with fetal blood is 
more common in benign lymphoproliferative 
disorders. On the other hand, antibodies that react 
more strongly with fetal cells compared with adult 
red cells are called anti-i and are generally seen in 
lymphomas and in infectious mononucleosis. This 
patient may well have recurrence of his lymphoma, 
which is presenting as cold haemolytic disease 
because of the presence of monoclonal IgM antibody. 
The problem is best treated with antilymphoma 
therapy. 
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A confused 72-year-old man was brought to the 
emergency department with a 3 -day history of severe 
headaches, blurred vision and spontaneous gum 
bleeding. Prior to his acute presentation he had been 
generally unwell for several months with malaise and 
weight loss. On examination he was drowsy, with 
widespread lymphadenopathy and a palpable spleen. 
Heart sounds were normal and his chest was clear to 
auscultation. Ophthalmoscopy revealed several retinal 
haemorrhages. There were no focal neurological signs. 
Investigation results are below: 



Haemoglobin (Hb) 


10.0 g/dl 


Na + 


135 mmol/1 


White cell count (WCC) 


3.5x1071 


r 


4.2 mmol/1 


Platelets 


130 x 1071 


Urea 


7.2 mmol/1 


Mean corpuscular volume 
(MCV) 


96.0 fl 


Creatinine 


170 umol/1 


Erythrocyte sedimentation 
rate (ESR) 


90mm/h 


Blood film 


rouleaux 
formation 


Serum immunoglobulins: 


IgA 


3.5 g/1 (0.5-4.0) 


IgG 


10.0 g/1 (5.0-13.0) 


IgM 


22.0 g/1 (0.3-2.2) 



What is the most likely diagnosis? 

Tuberculous meningitis 
Multiple myeloma 
Herpes simplex encephalitis 
Waldenstrom's macroglobulinaemia 
Chronic lymphocytic leukaemia 
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Waldenstrom's macroglobulinaemia 

This man has the hyperviscosity syndrome, which 
occurs when the plasma viscosity rises to a level at 
which the microcirculation is impaired (typically >5). 
Waldenstrom's macroglobulinaemia is the most 
common cause of this. Less common causes include 
myeloma (immunoglobulin A (IgA) or IgM 
paraprotein), polycythaemia or leukaemia 
(leucostasis). Waldenstrom's is a 

lymphoplasmacytoid malignancy, which tends to 
occur in elderly men. It usually presents with 
peripheral lymph node enlargement and symptoms of 
bone marrow infiltration, and is associated with an 
IgM paraprotein. Treatment is with alkylating agents 
or doxorabicm-containing regimes. Plasmapheresis is 
used for hyperviscosity. 
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You are called to see a 40 -year-old woman who has 
become acutely short of breath, although she denies 
specific chest pain. She had a total knee replacement the 
previous day, which was uncomplicated. In the notes it is 
documented that she had a non-haemolytic febrile 
reaction this morning during a single unit blood 
transfusion, which responded rapidly to hydrocortisone 
and chlorpheniramine. She has received no additional 
intravenous fluids. She has no previous medical history 
of note. She works part time as an aerobics instructor 
and has four children. She does not smoke. On 
examination she is acutely short of breath, with a 
respiratory rate of 45 breaths per minute at rest. She is 
using accessory muscles and is clearly exhausted. 
Auscultation of the chest reveals widespread crackles. 
She has expectorated a small amount of frothy sputum. 
She is afebrile, blood pressure 150/90 mmHg, pulse 130 
regular. Electrocardiogram is normal. Chest X-ray shows 
widespread alveolar shadowing. Heart size is normal. 
Full blood count and renal function are normal. 
What is the most likely diagnosis? 

Transfusion related acute lung injury 

Acute pulmonary oedema due to fluid overload 
from too rapid blood transfusion 






Hospital acquired bronchopneumonia 
Massive pulmonary embolism 



Adult respiratory distress syndrome secondary to 
septicaemia 
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Transfusion related acute lung injury 

This lady has a classic history for transfusion related 
acute lung injury (TRALI) she is multiparous, had a 
transfusion reaction and has developed adult 
respiratory distress within 6 hours of a blood 
transfiision-this is thought to be due to anti-HLA or 
antineutrophil antibodies (hence is more common in 
multi-parous woman, particularly donors rather than 
recipients). The condition is diagnosed clinically and 
is thought to be significantly underdiagnosed. 
Treatment is with full respiratory support, as the 
condition is reversible after a few days. The diagnosis 
can be confirmed by the finding of anti-HLA or 
antineutrophil antibodies in the donor or recipient. 
Donors who carry such antibodies are resigned from 
the donor pool. When recipients who have developed 
TRALI require further transfusion man donors can 
be used to reduce the risk of subsequent attacks. An 
alternative consideration here would be a large 
pulmonary embolus, but the clinical picture including 
transfusion reaction, widespread lung signs and 
maintained blood pressure makes this unlikely. 
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A 19-year-old girl presents with a 12-hour history of 
sudden loss of power in the left arm. She is previously fit 
and well, smokes five cigarettes daily and is on the 
combined oral contraceptive pill. Her grandfather had a 
stroke in his eighties, and she has five siblings who are 
well. Examination shows increased tone and brisk 
reflexes in the left arm. There is a 12-cm splenomegaly. 
Computed tomography of the head is normal. 
Investigations are shown below: 



Hb 


12.3 g/dl 


WCC 


12.5 x 1071 


Platelets 


1035x1071 


Blood film shows left shift with 
markedly increased platelets, which 
vary significantly in size 
(anisothrombia) 


Bone marrow shows a translocation 
between chromosome 9 and 
chromosome 22. 



What is the most likely diagnosis? 

Essential thrombocythaemia with cerebrovascular 
accident 

Antiphospholipid syndrome with reactive 
thrombocytosis 

Cerebral lupus with reactive thrombocytosis 

Chronic myeloid leukaemia 

Acute myeloid leukaemia 



No.: 71 

Chronic myeloid leukaemia 

The history is compatible with a cerebrovascular 
accident, and the high platelet count is likely to be the 
cause. Platelet counts are characteristically low in 
antiphospholipid syndrome, but are high in all the 
myeloproliferative disorders. Chronic myeloid 
leukaemia (a myeloproliferative disorder) usually 
manifests with thrombocytosis at presentation, 
usually with a raised white cell count that is grossly 
left shifted (where promyelocytes, metamyelocytes 
and myelocytes are all visible on the peripheral 
blood). There is usually marked splenomegaly and 
the bone marrow is nearly always positive for the 
Philadelphia chromosome (the abnormally small 
chromosome 22 is the 'Philadelphia' chromosome). 
The basophil count is often increased in 
myeloproliferative disorders. Essential 

thrombocythaemia can present with splenomegaly 
but where the Philadelphia chromosome is found the 
disease is always classified as chronic myeloid 
leukaemia. 
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A 38-year-old lady, who had a deep vein thrombosis 
(DVT) during pregnancy 10 years previously, attends her 
general practitioner (GP) as she is due to fly to Australia 
and has been reading in the newspapers about 'traveller's 
thrombosis and economy class syndrome'. She is not 
currently on any medication, has a past medical history 
of fibromyalgia and irritable bowel, smokes 20 cigarettes 
per day and drinks 20 units of alcohol per week. 
The GP performs a thrombophilia screen, shown 
below: 



Protein C 


90 IU/dl (80-135) 


Protein S 


85 IU/dl (80-120) 


Antithrombin III 


80 IU/dl (80-120) 


Activated protein C 
resistance 


3.2(2.12-4.0) 


D-dimer 


0.3 mg/1 (<0.5 
mg/1) 



The GP then contacts you with the results, and asks what 
he should give her for her journey. 
What management do you recommend? 



♦ 






Aspirin 
Warfarin 

Unfractionated heparin 
Low-molecular weight heparin 
Graduated compression stockings 



: 
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Graduated compression stockings 

There has recently been considerable media interest in the 
risk of blood clots triggered by air flights. A study from 
North America indicated that the risk of a fatal blood clot 
after a transatlantic flight is less than one in a million. 
Additional studies indicate that the greatest risk of a blood 
clot is when there are additional risk factors, such as 
surgery in the previous few weeks. The risk is related to 
the duration of travel with the lowest risk for journeys of 
less than 6 h. 

Classification of risk category and suggested precautions 
for continuous journeys lasting more than 6 h is as follows: 

Low risk: 

• no history of deep vein thrombosis (DVT) or pulmonary 
embolism (PE) 

• no surgery in the previous 4 weeks 

• no other risk factors 

Recommendation: 

• do not take excessive alcohol or sleeping tablets 

• regularly flex ankles to contract calf muscles 



Moderate risk: 

• previous history of DVT (or PE) 

• surgery under general anaesthetic (GA) lasting more 
than 30 min in the previous 2 months but not the last 4 
weeks 

Recommendation: 

• do not take excessive alcohol or sleeping tablets 

• regularly flex the ankles to contract calf muscles 

• wear compression travel socks 

High risk: 

• surgery under GA lasting more than 30 min in the 
previous 4 weeks 

Recommendation: 

• do not take excessive alcohol or sleeping tablets 

• regularly flex the ankles to contract calf muscles 

• wear compression travel socks 

• consider a single injection of low-molecular weight 
heparin before departure 

Based on The British Committee for Standards in 
Haematology (BCSH) Guidelines 
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A 5 5 -year-old man from Trinidad registers with a new 

general practitioner. He smokes 10 cigarettes per day, 

drinks 12 units of alcohol per week and has a past 

medical history of hypertension and diabetes. He takes 

aspirin 75 mg od, ramipril 2.5 mg od, metformin 500 mg 

tds. 

The GP performs routine blood tests, shown below : 



Haemoglobin (Hb) 


14.2 g/dl 


White cell count (WCC) 


3.3 x 

io7i 


Neutrophils 


1.0 x 
10 9 /1 


Lymphocytes 


1.7 x 

io7l 


Monocytes 


0.5 x 

io7i 


Eosinophils 


0.1 x 

io7i 


Basophils 


0.01 x 

io7i 


Mean corpuscular volume (MCV) 


85 fl 


Mean corpuscular haemoglobin 
(MCH) 


28 pg 


Mean corpuscular haemoglobin 
content (MCHC) 


8 x 1071 


Platelets 


280 x 

io7l 


Sodium 


138 
mmol/1 


Potassium 


4.5 
mmol/1 


Urea 


5.4 
mmol/1 


Creatinine 


110 
fimol/1 



The GP rings you for advice regarding further 
investigations and management. 
What do you recommend? 

Repeat full blood count (FBC) + blood film + 
neutrophil alkaline phosphatase score 



♦ 



Repeat FBC + blood film + bone marrow aspirate 
Repeat FBC + blood film + bone marrow trephine 
Repeat FBC + blood film + stop ramipril 
Repeat FBC + blood film + stop metformin 
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Repeat FBC + blood film + stop ramipril 

Advice on neutropenia on a routine full blood count 
(FBC) is one of the most common enquiries received 
by haematologists from primary care physicians and 
hospital doctors. Neutropenia is defined as an 
absolute peripheral blood neutrophil count of <2.0 x 
10 9 /1. There is a racial variation: black and Middle 
Eastern people may have neutrophil counts of <1.5 x 
10 9 /1 normally. 

Congenital neutropenia: 

• Kostmann's syndrome 

• Chediak-Higashi 

• Schwachmann-Diamond syndrome 

• cyclical neutropenia 

Acquired neutropenia: 

• infection: 

- viral e.g. influenza, HIV, hepatitis, bacterial sepsis 
•drugs: 

- anticonvulsants e.g. phenytoin 

- anti-thyroid e.g. carbimazole 

- phenothiazines e.g. chlorpromazine 

- antibacterial agents e.g. cotrimoxazole 

- angiotensin-converting enzyme (ACE) inhibitors 
e.g. ramipril 

• Immune-mediated: 

- systemic lupus erythematosus (SLE) 

- Felty's syndrome 

- (rheumatoid arthritis + neutropenia + 
splenomegaly) 

• Bone marrow failure: 

- leukaemia 

- lymphoma 

- haematinic deficiency 

• Splenomegaly: 

- any cause 

Investigations: 

• blood film 

• haematinics 

• autoimmune profile 

• bone marrow aspirate/trephine are indicated if 
there are severe or prolonged neutropenia or features 
suggestive of marrow failure 
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A 33-year-old woman is admitted to hospital with a 1- 
week history of dark urine and fatigue. One day before 
admission, she developed severe abdominal pain and 
abdominal distension. On examination, she has pallor, 
jaundice, an enlarged tender liver and ascites. 
Laboratory investigations are as follows: 



Hb 


7.9 g/dl 


WCC 


3.2xl0 9 /l 


Platelets 


89 x 1071 


MCV 


101 fl 


Peripheral smear 


Mild polychromasia 


AST 


144 U/l 


ALT 


130 ua 


Bilirubin 


54 umol/1 


Urine Haemosiderin 


++ 


urobilinogen 


+ 



Abdominal ultrasound reveals an enlarged liver, ascites 
and absent flow in the hepatic veins. 

What single test would you request to confirm the 
underlying diagnosis? 

Viral hepatitis serology 

Liver biopsy 

Inherited thrombophilia screen 

Flow cytometry for CD55 and CD59 expression 

Glucose-6 -phosphate dehydrogenase (G6PD) assay 
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Flow cytometry for CD55 and CD59 expression 

This patient has paroxysmal nocturnal 
haemoglobinuria (PNH) complicated by acute hepatic 
vein thrombosis (Budd-Chiari syndrome). PNH is an 
acquired clonal disorder of haematopoietic stem cells, 
characterised by a variable combination of 
intravascular haemolysis, thrombosis and bone 
marrow failure. A somatic mutation in the 
phosphatidylinositol glycan-A (PIG-A) gene on the X 
chromosome leads to deficiency of several glycosyl- 
phosphatidylinositol (GPI)-linked molecules. 

Deficiency of decay accelerating factor (DAF, CD55) 
and membrane inhibitor of reactive lysis (MIRL, 
CD59) increase susceptibility to complement- 
mediated lysis of blood cells. Currently, diagnosis is 
made by flow cytometric evaluation of blood, which 
confirms the CD55 and CD59 deficiencies and 
deficiency of expression of other GPI-linked proteins. 
This test is replacing older complement-based assays 
(such as Ham's test and the sucrose lysis test) because 
it is less affected by blood transfusion, it is more 
sensitive and specific and it measures the size of the 
PNH clone, which is useful for follow-up. 
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A 28-year-old woman is brought to the emergency 
department by her husband. She has had a fever and 
abdominal pain for 4 days and has been complaining of a 
headache for the past 24 hours. On examination, she is 
restless and has a temperature of 38°C, pallor and a 
purpuric rash on her legs and abdomen. There is no 
nuchal rigidity. Her blood pressure is 150/90 mm Hg. 
The rest of the examination is normal. 
The results of laboratory tests are as follows: 



Hb 



WCC 



Platelets 



Peripheral smear 



D-dimer 



Urea 



Creatinine 



Lactate 

dehydrogenase 
(LDH) 



Urinalysis 



Antinuclear 
antibody (ANA) 



Direct agglutination 
test (DAT) 



8.7 g/dl 



11x1071 



10 x 1071 



Anisocytosis, 
poikilocytosis, frequent 
schistocytes and 
polychromasia, marked 
thrombocytopenia, 
leukocytes normal 



Negative 



8.4 mmol/1 



150 umol/1 



2160 IU/1 (200-450 IU/1) 



Trace proteinuria 



Negative 



Negative 



A CT scan of the brain and an abdominal ultrasound 
scan are both normal. Lumbar puncture is not performed 
because of the thrombocytopenia. 

Which one of the following diagnoses best fits the 
above picture? 

Evan's syndrome 

Systemic lupus erythematosus (SLE) 

Thrombotic thrombocytopenic purpura (TTP) 

Meningococcal meningitis 
*■» 

Metastatic cancer 
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Thrombotic thrombocytopenic purpura (TTP) 

A high index of suspicion is necessary to make this 
diagnosis. Although characterised by the pentad of 
fever, microangiopathic haemolytic anaemia 
(MAHA), thrombocytopenia, neurological 

abnormalities and renal failure, in practice, the triad 
of schistocytes, thrombocytopenia and an elevated 
LDH are sufficient to make the diagnosis. 
Coagulation tests are normal and there is no evidence 
of disseminated intravascular coagulation (DIC). The 
introduction of daily plasma exchange has 
transformed the prognosis of this previously fatal 
disorder. Pathologically, widespread platelet 
microthrombi are evident. These result from 
aggregates of platelets and circulating ultra-high 
molecular weight von Willebrand factor (vWF) 
multimers; the latter are normally cleaved by a 
circulating metalloprotease, ADAMTS 13. This 
enzyme is deficient in TTP. Plasmapheresis is 
thought to replace this enzyme and also may aid in 
the removal of large vWF multimers. 
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A 3 3 -year-old ward sister on the oral contraceptive pill 
(OCP) comes requesting sterilisation, as she is concerned 
about the risks of taking the OCP. Her maternal aunt had 
undergone knee replacement operation at 65 years of age 
and subsequently developed a pulmonary embolus for 
which she was anticoagulated. On subsequent screening 
for pro-coagulant tendencies, the aunt was found to have 
heterozygous factor V Leiden. The patient's mother has 
suffered no problems, having had three normal 
pregnancies and varicose veins only. 

What advice would you give the patient? 

Reassure and inform patient that risk is minimal so 
continue OCP 

Stop OCP immediately and seek gynaecological 
operation for sterilisation 

Use other methods of contraception 

Finish current pill pack and then continue with 
progesterone only pill 

Check for factor V Leiden and if positive stop OCP 
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Check for factor V Leiden and if positive stop OCP 

About 5% of the UK population carry a factor V 
Leiden mutation The mutation slows the normal 
breakdown of factor V leading increased circulating 
thrombin levels. Heterozygotes for the mutation have 
a slightly increased risk of developing venous 
thromboembolism but most will never have any 
clinically relevant episode. Women who take the OCP 
however have a significantly raised risk of venous 
thrombosis and currently the use of any type OCP in 
women with confirmed factor V Leiden is not 
recommended. The risk of thromboembolic episodes 
is also increased in pregnancy. 

General population screening for the mutation is not 
practical or cost-effective at present, but screening of 
patients with relatives known to be affected is 
recommended. If a mutation is found then non 
hormonal contraception should be recommended 
unless a woman has completed her family and 
expresses a preference for sterilisation 
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A 5 6 -year-old lady presents with headaches and malaise. 
She is hypertensive and has a past medical history of 
deep venous thrombosis (DVT) following a flight. She is 
a non-smoker. Examination is unremarkable but she is 
slightly obese. Blood gases were normal. 
Other results are shown below: 



urate 


0.53 mmol/1 (0.19- 

0.36) 


haemoglobin (Hb) 


19.0 g/dl 


white cell count 
(WCC) 


15.0x1071 


platelets 


450 x 1071 


erythropoietin (EPO) 


lmU/ml(0-19) 



What is the most likely diagnosis? 



• 



Polycythaemia rubra vera 
Chronic myelocytic leukaemia 
Essential thrombocythaemia 
Obstructive sleep apnoea 
Renal cell carcinoma 
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Polycythaemia rubra vera 

Polycythaemia rubra vera is a malignant disorder of 
stem cells (ie they display abnormal responses to 
growth factors) characterised by overproliferation in 
the bone marrow of erythroid, myeloid and 
megakaryocytic elements. It has an incidence of 5- 
17/million population/year. Patients may present with 
venous thromboses at unusual sites (eg portal vein, 
hepatic vein). Neurological manifestations are also 
common (transitory ischaemic attack (TIAs), 
cardiovascular accident (CVAs), fluctuating 
dementia) as is joint pain and gout. 

Bone marrow examination shows hypercellularity 
with clustered mature megakaryocytes and the 
formation of erythroid colonies without exogenous 
EPO. 

CML results in a predominant elevation in white 
cells, and essential thrombocythaemia, usually 
platelets only. Secondary polycythaemia (eg as a 
consequence of respiratory disease or renal cell 
carcinoma is characterised by high levels of 
circulating EPO driving erythropoiesis. 
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A 38-year-old woman with a history of systemic lupus 
erythematosus (SLE) presents with right-sided pleural 
chest pain and a dry cough, which she has had for 3 
weeks. On examination she is apyrexial. Auscultation of 
the chest reveals normal breath sounds although shallow 
respiration is noted. Chest X-ray (CXR) is normal. On 
further questioning she reveals that her SLE is usually 
well controlled and that all of her SLE tests were normal 
when she was seen in clinic 3 months ago. 
Investigations reveal: 



C-reactive protein (CRP) 


8mg/l 


serum IgG 


16.0 g/1 (6.0-13.0) 


complement C 3 


150 mg/dl (65-190) 


complement C 4 


10 mg/dl (15-50) 


Pa(0 2 ) 


12.5 kPa 


A(C0 2 ) 


4.0 kPa 


oxygen saturation 


98% 



What is the most likely diagnosis? 






• 



Reactivation of SLE 

Pneumocystis jiroveci pneumonia (PCP) 

Pneumonia 

Pulmonary embolus (PE) 

Costochondritis 
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Reactivation of SLE 

Systemic lupus erythematosus is a relapsing and 
remitting non-organ specific autoimmune disease 
characterised by vasculitis and the presence of 
antinuclear antibodies. Respiratory symptoms are 
common (in 65%) and these include non-infective 
pleurisy: pneumonias are also more common than in 
the general population due to a relative immune 
paresis. 

Early markers of SLE disease activity include falling 
C 4 levels although congenital C4 deficiency is itself a 
predisposing factor for SLE development so these 
tests must be interpreted with caution. Other 
markers of disease activity include rising 
immunoglobulins, falling haemoglobin (Hb), whole 
cell count (WCC) and platelets and falling albumin. 
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A 5 8 -year-old woman is admitted for resection of a 
caecal carcinoma. She is not taking any medications, has 
no other past medical history, is a non-smoker and drinks 
little alcohol. 
Her prc-opcrativc bloods showed: 



haemoglobin (Hb) 


9.0 g/dl 


mean corpuscular volume (MCV) 


76 fl 


white cell count (WCC) 


10.0x1071 


platelets 


250 x 1071 



The operation was uneventful with no evidence of 
secondary spread and the patient received 2 units of 
blood during the procedure. Five days later she was 
icteric and tired. 
Repeat bloods showed: 



haemoglobin (Hb) 


6.0 g/dl 


mean corpuscular 
volume (MCV) 


100 fl (blood film 

polychromasia, 

spherocytes) 


white cell count 
(WCC) 


15.0x1071 


platelets 


450x1071 


bilirubin 


80 umol/1 


aspartate 

aminotransferase 

(AST) 


30 IU/1 


alkaline phosphate 


100 IU/1 



Which investigation will most likely lead to a 
confirmed diagnosis? 

Antiglobulin antibodies 

Haptoglobulin 

Reticulocyte count 
>-» 

Abdominal ultrasound scan (USS) 



♦ 



Direct antiglobulin test 



No.: 79 

Direct antiglobulin test 

Delayed transfusion reactions occur 5-10 days after 
transfusion and are almost invariably delayed 
haemolytic reactions due to the development of red 
cell alloantibodies. Clinical features are usually 
minimal but can include unexplained pyrexia, 
jaundice or unexplained drop in haemoglobin 
Urinalysis shows urobilinogenuria and a blood shows 
fragile ballooned spherocytes. Diagnosis is confirmed 
by a direct antiglobulin (Coombs) test that detects the 
presence of antibody on the red blood cells (RBCs). 
The test is performed by adding antihuman globulin 
(AHG) (anti-Ig G and anticomplement) to the 
patient's washed RBCs. A positive test results in red 
cell agglutination. 
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A 29-year-old man presents to the Emergency 
department. He has suffered from nearly three hours of 
severe central chest pain. ECG shows clear evidence of 
an anterior myocardial infarction. Other past medical 
history of note includes severe short sightedness; he has 
also suffered from joint laxity with recurrent shoulder 
dislocation and a left inguinal hernia. On examination he 
does not look obviously marfanoid in terms of his 
general appearance. 

Blood testing on admission reveals 



Hb 


12.1g/dl 


PLT 


210 xl0 9 /l 


WCC 


4.8x1071 


Na + 


132mmol/l 


r 


5.1mmol/l 


Creatinine 


120umol/l 


Urea 


5.4mmol/l 


Total cholesterol 


5.1mmol/l 



Which of the following diagnoses fits best with the 
underlying cause of his myocardial infarction? 

Protein C deficiency 






Protein S deficiency 

Familial mixed hyper lip idaemia 

Homocystinuria 

Cystinuria 



: 



No.: 80 
Homocystinuria 

This man has a history of short sightedness, 
ligamentous laxity and thromboembolic phenomena, 
all of which fit with the possibility of homocystinuria. 
Marfan' s syndrome would be associated with 
ligamentous laxity and lens dislocation, but also with 
aortic dissection rather than thromboembolic 
phenomena. Familial mixed hyperlipidaemia is 
unlikely given his total cholesterol is 5.1mmol/l. 
Psychiatric features may be seen in up to 50% of 
patients with homocystinuria and pyramidal tract 
symptoms may also be seen. Skin is usually pale and 
pink, occasionally livedo reticularis and a malar rash 
may be seen. Diagnosis may be based on urinary 
homocystine levels or other measures such as 
measuring cystathione synthase activity in liver 
biopsy samples. Possible treatments include 
pyridoxine or folic acid. 
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A 62-year-old woman presents to her GP complaining of 
lethargy. Past history includes hypertension for which 
she takes amlodipine and bendroflumethiazide, 
osteoarthritis for which she takes paracetamol, recurrent 
urinary tract infections for which she is currently taking 
a 6 week course of cephalexin, and epilepsy for which 
she takes sodium valproate. On examination she looks 
pale and her skin is yellow tinged. Her pulse is 100 bpm 
and regular, and her BP is 1 10/70mmHg. Direct 
Coomb's test is positive; serum haptoglobins are low, 
reticulocyte count is elevated. Urine dipstick is positive 
for blood. You suspect haemolysis. 

Which of the following agents is most likely to be 
responsible? 



♦ 



Paracetamol 
Sodium valproate 
Cephalexin 
Amlodipine 
Bendroflumethiazide 



No.: 81 
Cephalexin 

The more common causes of drug induced 
haemolytic anaemia include penicillin and penicillin 
derivatives, cephalosporins, levodopa, methyldopa, 
quinidine and some non-steroidal anti-inflammatory 
agents. Discontinuing the causative agent usually 
leads to a rapid improvement in the condition, a 
short course of oral prednisolone may accelerate 
recovery. The underlying condition most frequently 
associated with drug induced haemolytic anaemia is 
G6PD deficiency, an x-linked condition which occurs 
most frequently in men of black, Asian or 
Mediterranean origin. 



No.: 82 

A 45 -year-old painter and decorator who specialises in 
renovating old houses is referred to the haematology 
clinic complaining of lethargy and tiredness. His GP has 
checked a blood sample and found that he is anaemic 
with an Hb of 10. 1 g/dl. In addition the film is 
commented on and is said to contain poly chromatophi lie, 
stippled red blood cells. MCV is 69 fl and serum ferritin 
is reported as normal. 

Which of the following diagnoses fits best with this 
clinical picture? 



♦ 



Ethanol abuse 
Thalassaemia 
Lead poisoning 
Myelodysplasia 
Myelofibrosis 



No.: 82 
Lead poisoning 

There is a major clue in the occupation of this 
gentleman, in that he may have been exposed to 
significant quantities of lead in his occupation 
renovating old buildings. Whilst lead containing 
paint was discontinued some years ago it is still found 
in older properties. Lead poisoning is a cause of 
sideroblastic anaemia, characterised by microcytosis, 
polychromatic, stippled red blood cells and ring 
sideroblasts with erythroid hyperplasia on bone 
marrow examination. Elimination of lead exposure in 
this case may lead to a slow recovery. Whilst ethanol 
abuse is a possible cause, this gentleman's occupation 
points towards lead exposure. Other causes of 
sideroblastic anaemia include exposure to 
chloramphenicol, isoniazid and pyrazinamide. 
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A 3 5 -year-old man is referred to the clinic by his general 
practitioner. He gives a 12-month history of intermittent 
night sweats, weight loss, itching and chronic cough. 
Most recently he has noticed increasing shortness of 
breath on climbing the stairs and has been suffering from 
an urticarial rash. 

Investigations :- 

Eosinophils 1.9 xl0 9 /l (0.04-0.4)or greater on 3 

occasions in the last year, raised IgE levels 

Creatinine 128 umol/1 

ANCA negative 

CXR Interstitial infiltrates and small bilateral pleural 

effusions 

Echocardiogram suggestive of restrictive 

cardiomyopathy 

Which of the following is the most likely diagnosis in 
this case? 



. 






Churg- Strauss syndrome 
Hyper- eosinophilic syndrome 
Acute eosinophilic pneumonia 
Chronic pulmonary eosinophilia 
Chronic parasitic infection 



No.: 83 

Hyper-eosinophilic syndrome 

This disease has an unknown cause and is rare, 
occurring most commonly in men in the 30-40-year- 
old age group. It is associated with a persistent and 
markedly raised peripheral blood eosinophil count. 
Lung involvement may occur, as may cardiovascular 
involvement with fibrosis and restrictive 
cardiomyopathy, which may lead to mural thrombus 
formation and considerable morbidity and mortality. 
There may also be associated angioedema or 
urticaria. Treatment is with high dose corticosteroids 
(e.g. prednisolone 50mg which leads to a response in 
around 50% of cases). Steroid sparing agents such as 
cyclophosphamide or azathioprine may also be of 
some value. 
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A 17-year-old girl presents with an episode of epistaxis 
which settles with conservative management. Apparently 
she has had a recent flu like illness. On examination she 
has a number of petichiae and some bruising where she 
has taken knocks or bangs to her legs. She is on no 
significant medication and has a clean past medical 
history. You understand that her aunt had a splenectomy 
as a young adult. 

Investigations 



Hb 


11.0 g/dl 


WCC 


5.0xl0 y /l 


PLT 


16 xl07l 


Na + 


139mmol/l 


K + 


4.0 mmol/1 


Creatinine 


105 lumol/1 



Which of the following is the most appropriate 
treatment? 



Platelet transfusion 
Prednisolone 20mg daily 
Prednisolone 60mg daily 
Splenectomy 
Azathioprine lOOmg daily 






•A 



No.: 84 

Prednisolone 60mg daily 

This patient has idiopathic thrombocytopaenic 
purpura (ITP). Over recent years a familial 
propensity for the development of ITP has been 
identified, although the particular gene for 
susceptibility is yet to be identified. Treatment 
involves the use of high dose steroids with or without 
IV immunoglobulins. Platelet transfusions may also 
be required for uncontrolled haemorrhage. 
Splenectomy may eventually be required. Platelet 
stimulating factors are under development; these are 
expected to play in important part in future 
management of the condition and will be developed 
over the next few years. 
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A 70 -year-old man presents with a 200ml fresh 
haematemesis. He is managed with long term warfarin 
therapy for chronic atrial fibrillation and is usually on a 
stable dose of 4mg per day. Most recently he has been 
prescribed a course of ciprofloxacin for a dental abscess. 
On admission his BP is 100/65 mmHg with a pulse of 
110/min. 

Investigations 



Hb 


10.0 g/dl 


WCC 


4.9x1071 


PLT 


120 xl0 9 /l 


Na + 


139mmol/l 


K + 


5.9mmol/l 


Cr 


185 umol/1 


INR 


8.7(<1.4) 



Which of the following represents the most 
appropriate management of his anti-coagulation? 



♦ 



• 



Recombinant factor Vila 

Give FFP 

Give PCC (prothrombin concentrate) 

Give IV Vitamin K 

Give Protamine sulphate 



•A 
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Give PCC (prothrombin concentrate) 

Protamine sulphate is given as the antidote for excess 
heparinisation. IV Vitamin K is slower in onset than 
other potential options, although concerns about 
vitamin K making re-warfarinisation excessively 
difficult may be largely unfounded. Recombinant 
factor Vila, FFP and PCC are all effective options for 
rapid warfarin reversal. The most effective of the 
three is PCC and this is now seen as the first choice 
agent where rapid reversal of warfarin is needed. 
Quite clearly with a fresh haematemesis, signs of 
shock and low Hb on admission testing, he is in great 
danger if his bleeding is not controlled. 
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A 28-year-old woman is admitted to the ward from the 
gastroenterology clinic. She has ulcerative colitis which 
is usually quiescent, but despite maximal mesalazine and 
prednisolone 60mg daily she is opening her bowels some 
8-10 times per day with bloody diarrhoea. You examine 
her on the ward, her BP is 1 10/70 mniHg, pulse 92/min. 
Her temperature is 37.8°C. On examination her abdomen 
is distended and tender with sparse bowel sounds. Her 
right leg is also swollen. 

Investigations; 



Hb 


10.0 g/dl 


WCC 


10.2xl0 9 /l 


PLT 


130x1071 


CRP 


72mg/l 


Na + 


139mmol/l 


K + 


3.8 mmol/1 


Creatinine 


110umol/l 


Abdominal x- 
ray 


dilated left sided colon 
with evidence of 
mucosal oedema 


Right leg 
venogram 


Above knee DVT 



Which of the following is the most appropriate way to 
manage her DVT? 



• 



Do nothing 

Put her in elastic stockings 

Warfarinise her 

Start her on aspirin 

Heparinise her 



No.: 86 
Heparinise her 

Patients with an exacerbation of ulcerative colitis are 
at greatly increased risk of thromboembolic disease. 
This patient has an extensive right sided DVT and is 
at significant risk of developing a pulmonary 
embolus. Aspirin is an anti-platelet agent, not an 
anti-coagulant and would not be appropriate 
treatment here. Equally, she may require Emergency 
colectomy, as such warfarinisation would be 
inappropriate. She should be heparinised as this 
would be appropriate therapy for her DVT and be 
easily reversible if it needs to be discontinued prior to 
surgery or if severe worsening of bleeding occurs. 
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A 32-year-old woman who has suffered a bleed post 
caesarean section receives the first unit of a 3 unit blood 
transfusion and develops sudden onset shortness of 
breath, fever and cough. There is no history of flank 
pain. The unit is immediately stopped. On examination 
she looks unwell, her BP is 100/62 mmHg, with a pulse 
of 95/min. Auscultation of the chest reveals bilateral 
crackles consistent with pulmonary oedema. 

Investigations; 



Hb 


9.6 g/dl 


WCC 


3.9xlO y /l 


PLT 


130 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Urea 


8.1mmol/l 


Creatinine 


110 umol/1 



Which of the following is the most likely diagnosis? 

ABO incompatability 






Rhesus incompatability 
Transfusion Associated Lung Injury 
Anaphylaxis 
Circulatory overload 



•A 
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Transfusion Associated Lung Injury 

Two hypotheses exist as to the cause of Transfusion 
Associated Lung Injury (TRALI), that anti-HLA 
antibodies are transfused into the patient, leading to 
neutrophil activation, release of cytokines and 
pulmonary oedema, or that neutrophils ready primed 
by surgery or infection react with bioactive 
substances in the transfused blood, leading to similar 
neutrophil activation. The result is the same: patients 
develop symptoms of non-cardiogenic pulmonary 
oedema. This can be differentiated from fluid 
overload by measurement of BNP if there is an 
element of diagnostic confusion. Diuretics are not 
beneficial in the management of the condition, and 
she should be managed with supportive care, 
including transfer to ITU for consideration of 
intubation and ventilation if required. Mortality of 
TRALI is put at between 5-13% depending on case 
series.^v 
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A 38-year-old motorcyclist is admitted to the Emergency 
room. It quickly becomes apparent that he has suffered 
an unstable pelvic fracture during his accident and is 
gravely ill. The Emergency room staff carry out blood 
testing, and his Hb is revealed as 4.0g/dl. He confirms 
that he is of sound mind and that he is a Jehovah's 
witness, his religion meaning that he should refuse a 
blood transfusion. He later dies. 

Which of the following ethical principles should the 
treating physician refer to in explaining his reasons 
for not carrying out a transfusion? 

Autonomy 






Beneficence 
Non-maleficence 
Justice 
Utilitarianism 



No.: 88 
Autonomy 

In the case of a competent adult, patient autonomy 
must be respected as being of utmost importance. 
Beneficence and non-maleficence apply to the 
principles of medical practice, to "first do no harm", 
and secondly ensure that treatment is for the benefit 
of the patient. Utilitarianism is essentially the 
principle of doing the "greatest good for the greatest 
number". Utilitarianism may have applied if the 
doctor had treated a man who had a number of 
dependants, and was underinsured, making an 
argument that preserving this man's life had a much 
wider benefit. 



No.: 89 

The following panel results were seen for a transfusion 

recipient and the donor unit of blood. 

Donor; 

Anti A positive 

Anti B positive 

Anti rhesus positive 

Recipient; 
Anti-A positive 
Anti-B negative 
Anti rhesus negative 

What blood group was the recipient? 



No.: 89 



B+ 



This man has antibodies to the A blood group 
antigen, which means he does not possess it himself. 
In contrast he has no anti-B or anti-rhesus 
antibodies, as such he must have a B+ blood group. 
The donor panel suggests that the donor has 
antibodies to all three antigens, A, B, and rhesus. As 
such he or she must be blood group O-, the so called 
universal donor. 






AB- 
B+ 

A+ 



A- 
B- 
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A 16-year-old Greek girl with beta thalassaemia major 
who has had several blood transfusions and uses 
desferoxamine for prevention of iron overload comes to 
the clinic with her sister who is 25 years old and wants to 
start a family. They want to discuss the mutation which 
is the basis of her underlying disease. 

Which of the following is the basis of beta 
thalassaemia major? 



♦ 



1 alpha chain gene mutation 

1 beta chain gene mutation 

2 alpha chain gene mutations 

1 alpha chain and 1 beta chain gene mutation 

2 beta chain gene mutations 



No.: 90 

2 beta chain gene mutations 

Beta thalassaemia major is due to mutations in the 
genes coding for each of the beta globin chains. This 
results in grossly ineffective erythropoiesis and severe 
hypochromic microcytic anaemia with iron overload. 
The profound anaemia is associated with erythroid 
hyperplasia and extramedullary haemopoesis. Given 
that her parents were unaffected by thalassaemia 
major but must have suffered from thalassaemia 
trait, the 25-year-old sister has a 66% chance of 
having thalassaemia trait, (she is symptomless 
meaning that she must either be normal or carry a 
mutation for 1 of the 2 beta globin genes. She should 
be advised to have haemoglobin electrophoresis prior 
to beginning a family with her new partner. 



No.: 91 

A 50-year-old painter who specialises in house 
restoration goes to see a new GP for a routine signing on 
medical. Past medical history of note includes a recent 
diagnosis of gout. Some blood tests are arranged and the 
GP mails you to discuss the results. He reports on his e- 
mail that the clinical examination was unremarkable. 

Investigations; 



Hb 


10.5 g/dl 


MCV 


60 fl 


WCC 


5.0x1071 


PLT 


190x1071 


Ferritin 


300 umol/1 


Hb electrophoresis 


normal 



Which of the following is the most likely diagnosis? 



No.: 91 

Lead poisoning 

The clue given here is in his occupation, as a painter. 
It is still possible, even in the days of lead free paints, 
that he would have had significant lead exposure 
while stripping the walls in old houses. His ferritin is 
within the normal range which rules out iron 
deficiency anaemia. Anaemia of chronic disease is 
usually associated with a normochromic, normocytic 
picture, as such the MCV seen here would not fit. 
Given that we're being given his occupation, but not 
ethnic origin, the authors are trying to steer us away 
from thalassemia as a possibility. The blood picture 
of lead toxicity mimics that seen with iron deficiency 
anaemia, additionally, disordered handling of uric 
acid may lead to the development of gout. 



♦ 






Iron deficiency anaemia 
Beta thalasaemia 
Anaemia of chronic disease 
Lead poisoning 
Porphyria 
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A 73 -year-old man attends the clinic complaining of 
headaches and dizziness. He also complains of 
generalised lethargy and sweating, predominantly at 
night. On examination he has a plethoric ruddy 
complexion, bruising, and there is splenomegaly on 
abdominal examination. 

Investigations; 



Hb 


18.5 g/dl 


WCC 


10.2xlO y /l 


PLT 


456x1071 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


150 umol/1 



You wonder about a possible diagnosis of polycythemia 
vera. 

Which of the following is the most specific with 
respect to confirming the diagnosis? 

Ferritin levels 

JAK2 screening 

Erythropoeitin levels 

JNK2 screening 

Arterial blood gasses 






•A 
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JAK2 screening 

Ferritin levels are typically low in polycythemia vera, 
as is the EPO level. Arterial blood gasses in 
secondary polycythaemia tend to show evidence of 
hypoxia. JAK2 mutation screening however is more 
specific for the diagnosis of polycythaemia vera. 
JAK2 is a crucial tyrosine kinase which transmits the 
EPO signal to increase red cell production. 
Polycythaemia vera is caused by a mutation in the 
gene coding for JAK2 which leads to red-cell 
production independent of EPO levels. 
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A 77-year-old man presents to the clinic with extreme 
tiredness. He also complains of petechiae, bruising and 
has had a couple of nose bleeds over the past few 
months. On examination you confirm bruising and 
petechiae, he also looks generally pale and there is 
splenomegaly on abdominal examination. 

Investigations; 



Hb 


8.9 g/dl 


MCV 


104 fl 


WCC 


3.8xl0 9 /l 


PLT 


359xlO y /l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


140lumol/l 



Which of the following is the best way to confirm the 
diagnosis? 

Erythropoietin levels 






B12 levels 
Bone marrow biopsy 
Bone marrow aspiration 
Ferritin levels 



•A 
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Bone marrow biopsy 

This man probably has myelofibrosis, being that his 
platelets are preserved, his presentation being 
typical, with easy bruising, anaemia. Low white count 
is typical and low platelets may or may not be seen. 
Myelodysplasia can't be totally excluded though, so 
bone marrow biopsy is a key investigation. Typical 
bone marrow biopsy reveals hypercellular marrow 
with increased megakaryocytes and reticular fibrosis. 
JAK2 mutation may be seen in up to half of the 
patients with myelofibrosis. Often attempts to 
perform bone marrow aspiration result in a dry tap. 
Treatment of the condition is mainly supportive with 
blood transfusion as required. If thrombocytosis is a 
problem with increased viscosity, then hydroxyurea 
is the therapy of choice. 
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A 72-year-old man presents to the clinic with fever, 
weight loss, lethargy and a sensation of pins and needles 
in his feet. He is particularly concerned that he has 
begun to suffer increasing headaches over the past few 
weeks. Other past history of note is gout which 
developed a few months ago. On examination there is 
lymphadenopathy and hepatosplenomegaly. 

Investigations; 



Hb 


9.8 g/dl (normal MCV) 


WCC 


4.1x1071 


PLT 


95 xl07l 


ESR 


75 mm/hr 


Na + 


141 mmol/1 


r 


5.1 mmol/1 


Creatinine 


145 umol/1 


IgM paraprotein band 


Bone marrow - plasma cell infiltration 



Which of the following is the most likely diagnosis? 

Chronic lymphocytic leukaemia 
Waldenstrom's macroglobulinaemia 






Acute lymphocytic leukaemia 

Myelofibrosis 

Myelodysplasia 



;\ 
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Waldenstrom's macroglobulinaemia 

The combination of anaemia with low white cell and 
platelet counts, raised ESR, plasma cell infiltration of 
bone marrow and IgM paraprotein band is highly 
suggestive of Waldenstrom's. Death occurs either due 
to cardiovascular events because of increased 
viscosity, or due to progression of bone marrow 
infiltration leading to suppressed response to 
infection. Frontline chemotherapy for Waldenstrom's 
includes the use of alkylating agents, for patients who 
suffer from actue manifestations of hyperviscosity 
syndrome, plasma phoresis is the treatment of choice. 
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An 1 1 -year- old boy presents to the Emergency room 
with a haemarthrosis of his left knee after a relatively 
minor traumatic incident playing football in the park. 
You understand from his mother that there have been 
two similar incidences over the past 3 years. The child is 
adopted but you understand from previous notes that he 
may have a bleeding disorder which runs in the family. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


5.4x1071 


PLT 


190xl0 9 /l 


Factor VIII 


normal 


PT 


16.1s 


APTT 


48s 



Which of the following is the most likely diagnosis? 

Von-Willebrand's disease 
Haemophilia A 
Acquired haemophilia 
Haemophilia B 
Glanzman thrombasthaenia 



No.: 95 
Haemophilia B 

Haemophilia B or inherited factor IX deficiency, is 
responsible for around 20% of cases of haemophilia. 
Patients usually present in childhood with easy 
bruising, prolonged bleeding after dental work, or 
haemarthrosis after a relatively minor incident of 
trauma. Both haemophila A and B are inherited as x- 
linked diseases, and as such only male individuals 
present with the bleeding disorder. Given his factor 
VIII levels are normal, factor IX deficiency is the 
likely diagnosis. Cut offs for classification of 
haemophilia range from less than 1% of normal 
levels of the clotting factor (severe), 1-5% 
(moderately severe), 5-40% (mild). Acquired 
haemophilia occurs later in life in patients with 
collagen vascular disease due to cross reacting 
antibodies, and anti-clotting factor antibodies in 
patients treated for a number of years for 
haemophilia may lead to reduced effectiveness. 
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A 45 -year-old Cypriot man attends his GP for a new 
patient appointment. He feels well and works long hours 
running a painting and decorating business. Only past 
history of note is mild hypertension for which he has 
been recommended to lose weight and institute life style 
improvements. 

Investigations: 



Hb 


9.0 g/dl (MCV 68), target 
cells 


HbF 


slightly elevated 


HbA2 


normal 


WCC 


4.9 xl07l 


PLT 


190x1071 


Na + 


140mmol/l 


K + 


5.0mmol/l 


Creatinine 


130 umol/1 


Faecal occult 
blood 


+ 



Which of the following is the most likely diagnosis? 

Lead poisoning 






Beta-thalassaemia minor 
Iron deficiency anaemia 



: 



Co-existent beta-thalassaemia minor and iron 
deficiency anaemia 

Hereditary spherocytosis 



No.: 96 

Co-existent beta-thalassaemia minor and iron deficiency 
anaemia 

We are given various clues to the diagnosis here, his 
nationality points us towards the possibility of 
thalassaemia minor, yet the anaemia seems 
unexpectedly severe, and HbA2 levels are normal 
which is out of keeping with the diagnosis. The faecal 
occult blood positivity however suggests the 
possibility of co-existent GI tract blood loss, and in 
cases of severe iron deficiency anaemia the HbA2 
may be normal in thalassaemia minor. Hence he 
requires adequate investigation of his iron status with 
iron studies and imaging of the GI tract to rule out 
occult GI blood loss. 
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A 29-year-old patient who has undergone a bone marrow 
transplant presents for review complaining of increased 
bruising. On examination she has a number of areas of 
bruising and looks pale, her BP is 142/84 mmHg. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


3.9xl0 9 /l 


PLT 


6x1071 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


121 umol/1 



Which of the following is the most appropriate form 
of platelets to for transfusion? 



• 



Washed 
HLA matched 
Family donated 
Gamma Irradiated 
Leukocyte filtered 
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Gamma Irradiated 

Patients who have undergone bone marrow 
transplantation are at increased risk of transfusion 
associated graft versus host disease because of 
lymphocytes within the donor material Gamma 
irradiated blood products are generally 
recommended for patients undergoing HLA matched 
transfusions, those with an inherited immune system 
disorder, acquired immune disorders such as 
Hodgkin's disease or post bone-marrow 
transplantation. 
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No.: 98 

A 79-year-old man is flagged by the haematology 
service because his routine INR monitoring has revealed 
an INR of 10.8. He normally takes 7mg of warfarin per 
day. You call him at home and he is well apart from 
some mild indigestion and bleeding around his gums. On 
examination his BP is 132/82 mmHg, and he looks well. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


4.5 xl07l 


PLT 


201x1071 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


110Vmol/l 


Faecal occult bloods 


negative 



Which of the following is the most appropriate course 
of management for him? 

Low dose vitamin K and stop warfarin 

9 FFP /^N*"" 

Prothrombin complex 

Stop warfarin 

Reduce warfarin dose to 3mg 



No.: 98 

Low dose vitamin K and stop warfarin 

For many years it was thought that low dose vitamin 
K would interfere with re-warfarinisation, but in 
practice this isn't a major problem. This has resulted 
in a change in guidelines over recent years, with most 
now recommending low dose vitamin K with 
warfarin cessation when the INR is >8 and there is 
minor bleeding. In contrast if there is major bleeding 
corresponding to 1500-2 000ml or >30% of blood 
volume then prothrombin complex should be given in 
conjunction with Vitamin K. If INR exceeds the 
therapeutic range but is less than 6.0, then warfarin 
the clinician may consider a reduction in warfarin 
dose rather than ceasing therapy completely. 
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No.: 99 

A 64-year-old man presents with a spontaneous 
haematoma in his right thigh. Past medical history of 
note includes rheumatoid arthritis for which he takes 
sulpha salazine and low dose prednisolone. 

Investigations; 



Hb 


11.9 g/dl 


WCC 


6.1 xl0 9 /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


r 


4.4 mmol/1 


Creatinine 


100 umol/1 


PT 


15s (11.5-15.5) 


APTT 


41s (30-40) 


Lupus anti-coagulant 


negative 



Which of the following is the most likely diagnosis? 

Haemophilia A 
Haemophilia B 
Anti -phospholipid antibody syndrome 






Von-Willebrand's disease 
Acquired haemophilia 



•A 



No.: 99 

Acquired haemophilia 

Acquired haemophilia is associated with anti-factor 
VIII IgG antibodies and is idiopathic in the majority 
of cases. In others there appears to be an association 
with other autoimmune diseases such as rheumatoid 
arthritis or inflammatory bowel disease or drugs 
such as phenytoin. Where there are low levels of the 
anti-factor VIII antibodies, factor VIII replacement 
may be all that is required. Where bleeding is a 
serious problem then immunosupression with 
corticosteroids +/- steroid sparing agents such as 
cyclosporine may be required. 
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No.: 100 

A 72-year-old woman presents with back pain over the 
past several months. Additionally she has suffered from 
increasing tiredness and lack of energy for the past half a 
year. On examination she looks relatively well, has a 
normal BP of 142/82 mmHg, and there are no significant 
findings on physical examination. 

Investigations; 



Hb 


11.5 g/dl 


WCC 


5.8xl0 y /l 


PLT 


201 xl07l 


Na + 


139mmol/l 


r 


5.4mmol/l 


Creatinine 


130lumol/l 


Bone marrow 


8% plasma 
cells 


M Protein found on 
electrophoresis 


22g/l 



Which of the following is the most likely diagnosis? 

Monoclonal gammopathy of unknown significance 

Multiple myeloma 

Asymptomatic myeloma 

Myelofibrosis 

Myelodysplasia 



No.: 100 

Monoclonal gammopathy of unknown significance 

According to criteria within the recently published 
British and Nordic Haematological societies 
guidelines, this patient seems likely to have 
Monoclonal gammopathy of unknown significance 
(MGUS). The criteria for diagnosis of MGUS include 
an M protein level of less than 30g/l, less than 10% 
plasma cells on bone marrow investigation, and no 
end organ damage associated with myeloma. There 
should also be no evidence of amyloidosis. Where 
there is no end organ damage and more than 10% of 
the bone marrow contains plasma cells or M protein 
is >30g/l then this is deemed asymptomatic myeloma. 
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No.: 101 

A 72-year-old man presents with headaches, lethargy 
and severe intractable back pain. He also recently 
suffered left lower lobe pneumonia. Over the past few 
days his problems have significantly worsened and he is 
now anorexic and vomiting several times during the day. 
On examination his BP is 162/95 mmHg, he looks pale. 
His pulse is 90/min and regular and there are bilateral 
crackles on auscultation of the chest. 

Investigations; 



Hb 


10.1 g/dl 


WCC 


4.9 xl07l 


PLT 


147x1071 


Viscosity 


2.78 mPa/s (1.50-1.72) 


Na + 


142 mmol/1 


K + 


6.0mmol/l 


Creatinine 


890 lumol/1 


Total 
prote n 


110 g/1 


Albumin 


30g/l 


P-ANCA 


positive 


Urine 


protein ++ 


USS renal 
tract 


bilateral normal sized kidneys, 
no obstruction 



Which of the following is the most likely diagnosis? 



♦ 






Multiple myeloma 

Wegener's granulomatosis 

Polyarteritis nodosa 

Goodpasture's syndrome 

Waldenstrom's macrogammaglobulinaemia 



No.: 101 

Multiple myeloma 

Whilst we arent given a serum calcium result here, 
the clinical history of severe backpain, headaches, 
lethargy and an episode of sepsis is typical of 
myeloma. The clinical findings of decreased serum 
albumin, marked elevation in total protein, and 
proteinuria further support the diagnosis. Serum 
electrophoresis is likely to reveal a paraprotein band. 
Slightly confusingly, P-ANCA positivity is associated 
with multiple myeloma as well as with vasculitis. 
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No.: 102 

A 34-year-old with a history of minimal change 
glomerulonephritis presents to the Emergency 
department with a swollen right lower leg. Medication 
includes ramipril lOmg daily and furosemide. He has 
recently spent a few hours on a flight home from Italy. 
On examination he has an obvious right DVT and his BP 
is 145/82 mmHg. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


8.2x1071 i 


PLT 


231xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.8 mmol/1 


Urea 


12.1 mmol/1 


Creatinine 


170 umol/1 


Albumin 


23g/l [ 



Which of the following is the most likely diagnosis? 

Factor V Leiden deficiency 
Antithrombin III deficiency 
Protein C deficiency 
Hyperviscosity due to volume depletion 
Anti -phospholipid antibody syndrome 



No.: 102 

Antithrombin III deficiency 

This patient has significant protein loss and is taking 
furosemide in an attempt to control the resultant 
peripheral oedema. Whilst volume depletion 
increases the risk of peripheral thrombosis, the more 
likely cause is loss of antithrombin III into his urine. 
Management in this case would involve life long anti- 
coagulation with warfarin therapy. 
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No.: 103 

A 42-year-old obese woman comes to the Emergency 

room complaining of a right swollen leg. She is a smoker 

who has recently returned from a long-hall flight from 

Thailand and you have a high index of suspicion that she 

has a right DVT. 

Investigations; 

D-Dimer positive 

Venous plethysmography negative 

Which of the following is the most appropriate next 

management step? 



Repeat the plethysmography scan 



• 



Arrange a right leg ultrasound / repeat 
plethysmography scan after a few days 






Arrange a right leg venogram 
Discharge with analgesia 
Arrange a review for 1 weeks time 



No.: 103 

Arrange a right leg ultrasound / repeat plethysmography 
scan after a few days 

The presence of a positive D-dimer in the absence of 
a history of injury raises the possibility that she does 
in fact have a DVT. As such she should be sent for an 
ultrasound, with a non-compressible segment of vein 
above the calf veins indicating a clinically significant 
DVT. If the D-Dimer test was negative however, than 
DVT would essentially be ruled out. Strategies 
employing d-dimer are now employed at almost all 
hospitals in the UK for the assessment of 
thromboembolism. False positive d-dimer results 
may be seen in extensive sepsis or after leg injury. 



•A 






J 



& 



Sn 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 104 

A 74-year-old patient presents to the GP with headache, 
dizziness, vertigo, vague abdominal pain and general 
lethargy. He has previously been fit and well, with mild 
hypertension his only significant past medical history. 
On examination his BP is 155/95 mmHg and he has a 
ruddy complexion. 
Investigations; 



Hb 


17.9 g/dl 




haematocrit 




0.56 


WCC 


19.5 xl07l 




PLT 


450 xl07l 




Na + 


141 mmol/1 




K + 


4.9 mmol/1 




Creatinine 


145 umol/1 





Which of the following extra test results/signs 
identified on examination is both widely available 
and strongly supportive of the diagnosis of 
polycythaemia rubra vera? 






Splenomegaly 

JAK-2 mutation testing 



Increased red cell mass as measured with 
radioalabelled chromium 

♦ 



Hyperuricaemia 
Arterial blood gas testing 



•A 



No.: 104 

JAK-2 mutation testing 

Absence of hypoxia makes secondary polycythaemia 
less likely, and low levels of EPO are found in almost 
all patients with PCRV. That being said, JAK-2 
mutation testing is now widely available and is a 
strong pointer towards PCRV diagnosis. Whilst red 
cell mass estimation with 51Cr is the gold standard 
additional investigation, it isnt so easy to obtain. 
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No.: 105 

A 62-year-old man with CLL presents to the GP 
complaining of increased shortness of breath and 
wheeze. He has a history of asthma for which he takes 
seretide, and he takes fludarabine for the CLL. On 
examination he is pyrexial 38.1°C, and there is wheeze 
and coarse crackles on auscultation of the chest. 
Investigation; 



Hb 


10.0 g/dl 


WCC 


17.9x1071 


PLT 


92x1071 


Na + 


135 mmol/1 


K + 


4.2 mmol/1 


Creatinine 


140 umol/l 


IgG 


5.3g/l 



Which of the following is the most appropriate 
prophylaxis against further infections? 

Immunoglobulin transfusion 



♦ 



Prophylactic ciprofloxacin 
Prophylactic co-trimoxazole 
Add chlorambucil to fludarabine 
Add alemtuzumab 



•A 



No.: 105 

Prophylactic co-trimoxazole 

Patients who take fludarabine are at increased risk of 
infection with Pneumocystis pneumonia; for this 
reason they are recommended to take prophylaxis 
with either daily co-trimoxazole or monthly nebulised 
pentamidine. Other case reports exist for 
opportunistic infection with Listeria, Neisseria and 
Legionella. 
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No.: 106 

A 3 5 -year-old woman is found to have a right sided deep 
vein thrombosis (DVT) 3 days after an elective 
cholecystectomy. She had been started on low molecular 
weight heparin 2 days prior to the surgery. Three years 
ago, she had also suffered a DVT in the same leg, 
affecting the calf, also following an operation. She had 
been warfarinised for several months following that 
incident. 
Investigations; 



Hb 


12.8 g/dl 


WCC 


7.7x1071 


PLT 


178xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


110lumol/l 


PT 


14s 


APTT 


29s 



How long should she be warfarinised for this time? 



♦ 
• 



6 weeks 

3 months 

6 months 

1 year 

Lifelong warfarin 



•A 



No.: 106 

6 months 

In the absence of thrombophilia, the recommendation 
from guidelines for treatment of a second provoked 
DVT is 6 months of warfarin. The APTT is in the 
normal range, which reduces the likelihood of her 
suffering from anti-phospholipid antibody syndrome, 
although she may of course have an inherited 
disorder. Recurrence of DVT whilst on warfarin 
would be an indication for life-long anti-coagulation, 
as would diagnosis of a thrombophilic condition. 
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No.: 107 

A 38-year-old woman presents with swelling of her left 
calf. She is still able to mobilise and put it down to a 
muscle strain after playing tennis, but her workmates 
made her attend. She doesnt recall any extended periods 
of rest or illness associated with inactivity. There is no 
significant past medical history and only medication of 
note is the oral contraceptive pill. On examination her 
BP is 125/82 mmHg, her pulse is 65/min and she has a 
swollen tender left calf which is 4cm larger than the 
right. 
Investigations; 



Hb 


12.2 g/dl 


WCC 


5.6xl0 9 /l 


PLT 


302 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


100lumol/l 


D-dimer 


positive 


Venous plethysmography 


negative 



Which of the following is the most appropriate 
intervention? 

Discharge with analgesia and arrange follow up 
including plethysmography / ultrasound 

Discharge with low molecular weight heparin 

Refer for venogram 

^"* ^^^ mm 

Admit and refer for inpatient ultrasound 
Reassure and discharge 



No.: 107 

Discharge with analgesia and arrange 
including plethysmography / ultrasound 



follow up 



D-dimers are very sensitive for deep vein thrombosis 
but are not very specific for the condition, being 
positive in malignancy, pregnancy and indeed after 
surgery. In this case it may indeed be the case that 
she has suffered a calf muscle tear. Whilst 
plethysmography is negative, it would seem sensible 
to follow this woman up, as negative tests occur when 
the thrombus is solely below the knee, and it is 
possible that a thrombus may extend over a few days. 
Ultrasound is now the definitive investigation on the 
majority of hospital protocols. 
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No.: 108 

A 72-year-old patient is treated with warfarin for a 
prosthetic aortic valve. He has completed a 5 day course 
of oral ciprofloxacin for a sinus infection, and he is 
attending for an INR check. There is no increase in 
bruising or bleeding from mucus membranes. 
Investigations; 



Hb 


12.5 g/dl 


WCC 


7.1xl0 9 /l 


PLT 


203 xl07l 


Na + 


139mmol/l 


r 


4.4 mmol/1 


Creatinine 


129lumol/l 


I R 


6.8 



Which of the following is the most appropriate 
management with respect to his INR? 






Stop warfarin and review INR in 2 days 

Give IV vitamin K 

Give FFP 

Give dextran sulphate 

Stop warfarin and start aspirin 



No.: 108 

Stop warfarin and review INR in 2 days 

This man has an artificial valve and as such must 
maintain his INR around 3. He is not actively 
bleeding and therefore the most appropriate 
management is to allow his INR to drift down slowly 
over the next few days. In this case, FFP to reverse 
anticoagulation should only be considered in 
situations of life threatening haemorrhage, and 
vitamin K is difficult to titrate appropriately. Given 
that over-reversal of anti-coagulation may be 
associated with significant embolic risk, dose 
omission in the absence of active bleeding is the safest 
option. 
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No.: 109 

A 23 -year-old plumber presents with gum swelling and 
drowsiness. Previously fit and well, he first noticed some 
bleeding from his gums, coupled with easy bruising, 
over the last week. He takes no medications, smokes 10 
cigarettes daily, and drinks within 21 units per week. On 
examination he has markedly swollen gums, several 
enlarged lymph nodes in the neck and groin, and 3 -cm 
hepatosplenomegaly. Basic observations were 
unremarkable. Fundoscopy reveals several retinal 
haemorrhages and dilated retinal veins. 
Investigations shown below: 



Hb 


6.3 g/dl 


WCC 


353.7 xl0 9 /l 


Platelets 


6 x 1071 


Activated partial 
thromboplastin time 


45 s (30-40) 


Blood film 


shows a heavy infiltrate 
of blasts with 
monocytoid features 


Serum lysozyme 


73 mg/i (4-13) 



What is the most appropriate treatment? 

Combination chemotherapy including 
arabinosylcytosine 

Transfusion of two units of irradiated blood after 
apheresis 

Transfusion of two units of non- irradiated, 
cytomegalovirus negative blood before apheresis 



. 



All-trans-retinoic acid 
Dexamethasone and vincristine 



No.: 109 

Combination chemotherapy including arabinosylcytosine 

This patient has acute myeloid leukaemia (A ML) of 
either subtype M4 (myelomonocytic) or M5 
(monocytic). A ML M4/5 are characterised by gum 
infiltration, organomegaly and lymphadenopathy, 
monocytoid blasts and raised serum lysozyme. 
Hypokalemia and coagulopathy are common 
Chemotherapy regimens are designed to achieve 
induction, (attaining remission), followed by post 
remission consolidation, (intensification). Regimes 
commonly include arabinosylcytosine, mitoxantrone, 
and daunorubicin The patient also has 
leucostasis/hyperviscosity, with a high white cell 
count, drowsiness and retinal vein dilation, even 
though he is significantly anaemic, blood transfusion 
in this situation can cause rapid deterioration, and 
should be done after the white cell count has been 
brought under control - often blood is transfused 
during therapeutic apheresis. Irradiated blood 
products are used to prevent transfusion associated 
graft versus host disease in patients with suppressed 
cellular immunity (Hodgkins disease, purine 
analogue therapy and post stem cell transplant). All- 
trans-retinoic acid is used in AML M3 - acute 
promyelocytic leukaemia - where high white cell 
counts are the exception, lysozyme is not raised, and 
organomegaly and gum hypertrophy are not usual 
Dexamethasone and vincristine are used to induce 
remission in acute lymphoblastic leukaemia. 
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No.: 110 

A 30 -year-old woman presents with a 3 -week history of 
easy bruising and menorrhagia. On the day or 
presentation she developed heaviness in her left arm and 
slurred speech. She is on tranexamic acid, started for the 
menorrhagia. She has no previous medical history of 
note. According to her husband she was incoherent and 
confused for half an hour. She is seen in casualty and is 
conversing easily. Examination shows a Glasgow coma 
scale of 15/15, normal neurological examination and 
normal speech. Temperature 37.5°C. Pulse is 105 beats 
per minute (bpm); blood pressure 130/70 mniHg; heart 
sounds normal. She has several bruises on her shins and 
forearms. A computed tomography (CT) scan of the 
brain is normal. 
Blood tests are shown below: 



Hb 


8.5g/dl 


PLT 


17 x 1071 


MCV 


102 fl 


Reticulocytes 


130xlO y /l(25a€ 85) 


lactate dehydrogenase 


735 U/l (10-250) 


Blood film 


confirms low counts 
and there are numerous 
schistocytes 


Prothrombin time (PT) 


15 s (11.5-15.5) 


Activated partial 

thromboplastin 

time(APTT) 


33 s (30-40) 

1 :l" 


Pregnancy test 


negative 



Her tranexamic acid is stopped. 

What is the most appropriate intervention? 

♦ 






30 



Plasmapheresis 

Clopidogrel 

Aspirin 75 mg po 

Platelet transfusion to raise the platelet count above 

Epsilon aminocaproic acid 



No.: 110 
Plasmapheresis 

The results show anaemia with a raised reticulocyte 
count and lactate dehydrogenase, implying 
haemolysis and the presence of schistocytes is most 
compatible with a microangiopathic mechanism. 
Coupled with low platelets and fluctuating 
neurological signs this is classical for thrombotic 
thrombocytopenic purpurae (TTP). The treatment 
for this is urgent plasmapheresis with fresh frozen 
plasma or cryosupernate, which is thought to 
significantly reduce mortality, although there is an 
absence of randomised controlled trials in this area. 
In this patient the tranexamic acid is prothrombotic 
and may be worsening the condition, hence it has 
been stopped. Aspirin should only be started when 
the platelet count rises to a safe level. Platelets 
transfusion is thought to negatively impact on 
prognosis. More recently experience has been gained 
with rituximab, an anti-CD20 monoclonal antibody 
directed against B-lymphocytes, relapse rates are 
thought to be less in patients where the monoclonal is 
included in therapy. 

The condition is caused by acquired by an acquired 
autoantibody to a metalloproteinase ADAMTS13, the 
function of which is to control the size of von 
Willebrand's factor multimers. As a result ultra large 
von Willebrand's factor multimers, with enhanced 
activity, accumulate and cause increased binding of 
platelets to small blood vessels. The platelet count 
falls and red cells are damaged when they pass 
through the narrowed vessels causing 
microangiopathy. It is not clear why the brain is the 
main organ affected in TTP compared with the 
kidney in the related condition haemolytic uraemic 
syndrome. 
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No.: Ill 

A 20 -year-old woman on the oral contraceptive pill 
presents with pleuritic chest pain of sudden onset. She 
has recently flown back to this country from Australia. 
She has no family history of venous thromboembolism. 
She is a full-time mother of two children aged 3 and 6. 
Her only medication is the oral contraceptive pill. 
Examination shows her to be breathless, cyanosed and in 
distress. She is tachycardic, blood pressure 110/70 
mmHg with a loud pulmonary component of the second 
heart sound. There is a pleural rub, a respiratory rate of 
35/min. Chest X-ray is clear. 
Results below: 



P(0 2 ) 


7.9 kPa (11.3-12.6) 


p(C0 2 ) 


3.5 kPa (4.7-6.0) 


factor V Leiden mutation 


heterozygous 



She responds promptly to high flow oxygen and 

intravenous heparin. A ventilation/perflision scan shows 

multiple mismatched perfusion defects. 

She agrees to switch to a different mode of 

contraception. 

What management would you now instigate? 



She should be warfarinised for life 
She should be warfarinised for 3 months 
She should be warfarinised for 6 months 



She should be warfarinised for 6 months then given 
LMW heparin for long flights 

She should be warfarinised for 6 months then given 
aspirin for long flights 



No.: Ill 

She should be warfarinised for 6 months 

Factor V Leiden (FVL) is a common polymorphism, 
found in 2-15% of the population and carries a 3-8- 
fold relative risk for venous thromboembolism 
(VTE). The mutation is synergistic with use of the 
oral contraceptive pill, increasing the rate of VTE in 
this patient group by a factor of 30, but it has been 
estimated that 2 million women would need to be 
screened to prevent one death from VTE, so routine 
screening is not recommended. Most studies do not 
show an increased risk of VTE in FVL compared 
with negative controls when patients are not taking 
the combined oral contraceptive pill, so there is no 
indication for prolonged or intensified 
anticoagulation although she should review her 
contraceptive arrangements. Life threatening VTE is 
a relative indication for lifelong warfarinisation, but 
in this patient avoidance of all hormonal 
contraceptives and advice regarding use of 
compression stockings on long flights is more 
appropriate. Testing of children is not indicated since 
VTE is exceedingly rare in this age group. Cascade 
screening of adult family members is appropriate and 
members who carry FVL can receive lifestyle 
counselling regarding contraception and long 
journeys. Protein C and S, antithrombin III and 
activated protein C resistance are all affected by 
recent thrombosis and/or anticoagulation and testing 
for these should be delayed until a month after all 
anticoagulation has ceased. 



& 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 112 

You are called urgently to see a 60 -year-old man with an 
acute blood transfusion reaction. The patient had a total 
hip replacement the previous day and had just started a 
routine blood transfusion when he complained of feeling 
faint and breathless. Examination shows an unwell, 
breathless man: pulse 120 beats per minute (bpm), blood 
pressure 70 mmHg systolic, respiratory rate 35 breaths 
per minute, temperature 38.9°C, Glasgow coma scale 
13/15. There is widespread wheeze on auscultation of 
the chest. The patient's blood group is group A rhesus 
negative; the blood transfusion is group O rhesus 
negative. 

What is the most likely cause of this man's 
deterioration? 






♦ 



Bacterial contamination of the donation 
Transfusion related acute lung injury 



Acute intravascular haemolysis secondary to an 
alloantibody missed during cross -matching 

Intravascular haemolytic transfusion due to IgG 
antibodies to rhesus blood group antigen 

Extravascular haemolytic transfusion reaction due to 
anti-A IgM antibodies in the donation 

: % 



No.: 112 

Bacterial contamination of the donation 

Bacterial contamination is a possibility, although this 
is very rare with red cell transfusions and more 
common with platelet transfusions (which are stored 
at room temperature). However if such contaminated 
blood is stored for a few days at room temperature 
(e.g., platelets) or for a few weeks at refrigerated 
temperature (eg, red cells), bacteria may grow and 
elaborate endotoxin, which is a major adverse factor 
in such reactions. IgG antibodies cause delayed 
extravascular haemolytic transfusion reactions much 
more commonly than acute intravascular reactions. 
IgM anti-A and anti-B antibodies cause acute 
haemolytic transfusion reactions. As little as 4 mm of 
transfused ABO incompatible blood can be fatal 
ABO antigens are present from birth, whereas ABO 
antibodies are usually acquired in the first 6 months 
of life; why the ABO antibodies remain an IgM 
response rather than undergo class switching to IgG 
is unknown Although the donation will contain trace 
amounts of IgM anti-A, this is minimal and donors 
are screened for the presentation of high titre anti-A 
and anti-B (otherwise, O -negative blood would not be 
a universal donor!). Anti-O antibodies do not exist. 
About 1 in 10 000 people are deficient in IgA and can 
form clinically significant, complement binding, 
antibodies to IgA, and IgA deficiency is a possible 
alternative explanation here. In many cases of 
apparent anaphylaxis to a blood transfusion, the 
causative agent is unknown, but is putatively thought 
to be due to allergens in the donation 
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A 70-year-old woman presents with fatigue and 
confusion that has come on gradually over several 
weeks. She is a retired secondary school teacher who 
was still tutoring on a part-time basis until 3 months ago, 
but has recently become reliant on family and 
neighbours for basic self-care. She has no previous 
medical history of note and is taking only antacids for 
occasional dyspepsia. On examination she is obese with 
a BP of 175/100mmHg. She is disorientated; tone power 
and reflexes are all within normal limits. Plantar 
responses are down going. Fundoscopy shows prominent 
retinal veins but is otherwise normal. There are bi-basal 
crackles at both bases. 
Blood tests are shown below: 



Hb 


9.5 g/dl 


WCC 


5.3 x 1071 


PLT 


120 x 1071 


Urea 


10.3 mmol/1 (2.5-7.5) 


Bilirubin 


21 lumol/1 (1-22) 


Albumin 


29g/l (37-49) 


Protein 


113 (60-76) g/1 


ESR 


95 mm/ 1st hour 


Calcium 


2.3 mmol/1 (2.2-2.6) 



What test is most likely to help establish the cause of 
confusion? 






• 



Bone scan 

Urine for Bence Jones protein 

Serum protein electrophoresis 

Skeletal survey 

MRI brain 



No.: 113 

Serum protein electrophoresis 

The question asks for the test most likely to confirm 
the cause of the confusion Myeloma or 
Waldenstrom's macroglobulinaemia leading to 
clinically significant hyperviscosity is the most likely 
cause here. Serum immunoglobulins do not confirm 
the presence of a paraprotein, whereas serum protein 
electrophoresis will. Although urine for Bence Jones 
protein should certainly be performed in all 
suspected myelomas, it is extremely rare for light 
chain disease to cause clinically apparent 
hyperviscosity; this is because viscosity is directly 
proportional to the size of the molecule causing it; 
therefore IgM, which is pentameric, is most likely to 
cause hyperviscosity, followed by the dimeric IgA, 
then IgG. If a paraprotein is found a bone marrow 
trephine can help make a tissue diagnosis of an 
associated myeloma (in the case of IgG/IgA 
paraproteins) or lymphoplasmacytoid lymphoma (in 
the case of IgM paraprotein)and help to differentiate 
between Waldenstrom's and myeloma, but this test 
will not directly help explain the patient's confusion. 
Great care should be exercised before patients with 
hyperviscosity are transfused, as any further increase 
in viscosity may precipitate a cerebral event. 
Treatment is with chemotherapy targeted to the 
underlying condition and, where transfusion is 
urgently required, plasmapheresis first. 
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You are asked to see a 30 -year-old man who is 
undergoing in-patient treatment for acute myeloid 
leukaemia. He completed combination chemotherapy 6 
days ago and was well until this morning when he 
noticed increasing breathlessness. On examination he is 
pale and clammy, with a high respiratory rate. Pulse is 
130 beats per minute (bpm), blood pressure 1 10/70 
mmHg and skin is cool to the touch. He is slightly 
drowsy and disorientated. Temperature is 35.6°C and he 
has several crops of black lesions over his arms and legs. 
A chest X-ray is unremarkable. 
Blood tests are shown below: 



Hb 


7.3 g/dl 


WCC 


0.2x109/1 


PLT 


13 x 109/1 


Neutrophils 


x 109/1 


Urea 


10.3 mmol/1 (2.5-7.5) 



A platelet transfusion is arranged. 

Which other measure would you instigate? 



♦ 



Take a biopsy of skin lesions 

Commence antifungal therapy with voriconcazole 



Take cultures from urine and all venous access and 
start antibiotics once results are available 

Commence broad-spectrum antibiotics with 
antipseudomonal activity 

Transfuse packed red cells to maintain haemoglobin 
above 10 g/dl 



No.: 114 

Commence broad-spectrum antibiotics with 
antipseudomonal activity 

This patient is developing septic shock: candidates 
should remember that hypothermia rather than 
pyrexia may be a presenting feature and that young 
patients can maintain their blood pressure despite 
significant compromise. The black lesions on the skin 
are ecthyma gangrenosum - a cutaneous 
manifestation of Pseudomonas aeruginosa infection 
Although this could be confirmed by biopsy, invasive 
procedures (including rectal examination) are best 
avoided in neutropenic patients unless absolutely 
necessary. This patient has become compromised 
rapidly while neutropenic and Gram-negative 
septicaemia should be foremost in any physician's 
mind. Platelets are transfused to maintain a platelet 
count of over 20 in febrile patients and when severe 
septic shock is suspected despite a normal 
temperature as is seen here. Fungal infections are 
usually less explosive and are considered when the 
patient proves resistant to standard antibacterials. 
According to the surviving sepsis group, Hb of 7.0 
g/dl should be the target for transfusion; since his Hb 
level is above that, transfusion is not indicated 
currently. 
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A 6 5 -year-old man is admitted to hospital with 

confusion. His wife says he has been complaining of 

abdominal pain and in his confused state suffered a head 

injury. He has a background of angina. Examination is 

difficult, but unremarkable. 

Observations: 

BP1 10/60 mmHg 

HR 120 bpm regular 

Investigations: 



Hb 


9.6 g/dl 


WBC 


4.9x1071 


PLT 


360 x 1071 


Na + 


135 mmol/1 


K + 


4.6 mmol/1 


Urea 


12.2 mmol/1 


Creatinine 


132lumol/l 


Calcium 


3.6 mmol/1 


ECG 


reduced QT interval 



A skull radiograph done in Accident and Emergency 
(A&E) shows multiple lytic lesions 
What is the most important initial step? 






Give bendrofluazide 
Give metolazone 
Give oral bisphosphonate 
Give IV fluids 
Give steroids 



No.: 115 
Give IV fluids 

This patient has hypercalcaemia, most likely due to 
metastatic cancer or multiple myeloma. Patients are 
described as presenting with bone pain, renal stones, 
confusion and abdominal pain (bones, stones, psychic 
moans and abdominal groans). The mainstay of 
treatment is to reduce the calcium level and then 
search for the cause. Thiazides can increase calcium 
Although loop diuretics are used to decrease calcium, 
this patient appears dehydrated so their use should 
be avoided for the moment. Intravenous fluids can 
lead to a modest but relatively rapid fall in serum 
calcium, so would be the first option here. By 
inhibiting osteoclasts, intravenous bisphosphonates 
would lower the calcium, although their onset of 
action is over the course of 1-2 days rather than 
minutes. Steroids can be used, but also would not 
lower the calcium quickly enough. 
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A 42-year-old woman presents with increasing 
breathlessness and angina pains. Examination reveals 
pale conjunctivae. She has evidence of a left lower lobe 
consolidation. Petechiae are present on the lower limbs. 
Observations: 



BP 


125/79 mmHg 


HR 


100 bpm, regular 


Temperature 


37.9°C 


2 sats 


94% on air 


Investigations: 


Hb 


7.5 g/dl 


WBC 


2.5 x 10 9 /1 


PLT 


23 x 1071 


Blood film 


blast cells with Auer rods 



Given the likely clinical diagnosis, what feature 
would have the most impact with respect to a 
negative outlook? 






Low WBC 

t(8:21) 

5q- (deletion of part of chromosome 5) 

Age at onset 

Thrombocytosis 



No.: 116 

5q- (deletion of part of chromosome 5) 

The patient has acute myeloid leukaemia (AML) with 
Auer rods seen Prognosis of AML depends a lot on 
the cytogenetics. Patients with deletion of parts of 
chromosome 5 or 7 tend to do worse, while 
translocation between chromosome 8 and 21 {t(8:21)} 
confers a better prognosis. Increasing age and history 
of a prior preleukaemic condition are associated with 
a worse prognosis. 
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A 50 -year-old man is referred to clinic by his GP. He 
recently suffered a fracture of his right humerus with 
minimal trauma. 
Bloods taken at the GP practice prompted h is referral: 



Hb 


8.9g/dl 


WBC 


9.5 x 1071 


PLT 


140x109/1 


MCV 


86 11 


ESR 


60mm/ 1st hour 




Na + 


149mmol/l 


K + 


3.6 mmol/1 


Urea 


15 mmol/1 


Creatinine 


160lumol/l 


Calcium (corrected) 


2.89 mmol/1 


Albumin 


28g/l 


Total protein 


89g/l 



X-ray of right humerus reported as possible pathological 

fracture 

What next investigation would best help to confirm 

the diagnosis? 



• 



CXR 

Radioisotope bone scan 
Protein electrophoresis 
Prostate specific antigen 
ALK-P level 



•A 



No.: 117 

Protein electrophoresis 

The most likely diagnosis with anaemia, raised 
erythrocyte sedimentation rate (ESR), 

hypercalcaemia, renal impairment, and raised total 
protein with low albumin is multiple myeloma. This 
is a B-cell tumour resulting in paraproteinaemia. The 
diagnosis is confirmed by showing the presence of 
paraprotein, > 10% plasma cells in the bone marrow, 
and lytic bone lesions. Of note, a radioisotope bone 
scan is not a good test for picking up the lytic lesions 
of multiple myeloma. 
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A 42-year-old man is admitted with headaches and 
visual disturbance. The patient is known to have 
Waldenstrom's macroglobulinaemia. While in the 
assessment unit, he has a nosebleed that is continuing to 
ooze and is difficult to control. Fundoscopy shows 
dilated retinal veins with a retinal haemorrhage in the 
right eye. He has pale conjunctiva and appears 
breathless. 
Observations: 



BP 


115/65 mmHg 


HR 


120 bpm 


Tern erature 


37°C 



The on- call ENT surgeon is called to pack his nose. 
What is the best way to treat his underlying 
condition? 

Cyclophosphamide 



• 



Plasmapheresis 

Haemoperfusion 

Give IV fresh frozen plasma 

Give IV PLTs 



No.: 118 
Plasmapheresis 

The patient is displaying signs and symptoms of 
hyperviscosity syndrome, most likely secondary to 
the Waldenstrom's macroglobulinaemia. Patients 
present with bleeding, visual disturbances and 
neurological symptoms. Other conditions leading to 
hyperviscosity can include multiple myeloma, 
polycythaemia rubra vera and leukaemia. Initial 
treatment of choice is plasmapheresis, which can 
rapidly reduce viscosity and risk of thromboembolic 
events. 
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A 3 5 -year-old patient is 1 -month post-allogenic bone 
marrow transplantation, when her condition deteriorates. 
She has developed a maculopapular rash of the palms of 
the hands and the soles of her feet and has become 
jaundiced. The patient has also been having bouts of 
vomiting and diarrhoea and as a result has lost weight. 
She is currently taking ciclosporin. 
Investigations: 



Na + 


137 mmol/1 


K + 


3.4mmol/l 


Urea 


9.2 mmol/1 


Creatinine 


112lumol/l 


Bilirubin 


79 lumol/1 


ALP 


310IU/1 


ALT 


55 IU/1 


Albumin 


27g/l 



Skin biopsy shows a lymphocytic infiltrate in the dermis. 

She is commenced on TPN 

Which of the following is the next best management 

step? 

(♦ 






Stop ciclosporin 

Commence methylprednisolone 

Give tissue plasminogen activator 

Commence ganciclovir 

Give prostacyclin infusion 



No.: 119 

Commence methylprednisolone 

The patient has acute graft-versus-host disease 
(GVHD). This presents within 100 days of an 
allogenic bone marrow transplant with a skin rash 
(can progress to erythroderma), liver dysfunction 
(cholestatic) and diarrhoea (sometimes bloody). It 
remains a serious cause of mortality and morbidity 
amongst bone marrow transplant recipients. Patients 
are staged on the severity of the involvement of the 
skin, liver and gastrointestinal tract. Initial 
aggressive treatment with IV corticosteroids is 
recommended. 

TPN can be started to help maintain adequate 
nutrition, particularly where there is significant 
bowel involvement and subsequent diarrhoea and 
vomiting. Cyclosporin should not be stopped unless 
levels are in the toxic range. Tissue plasminogen 
activator and prostacyclin are used to treat the veno- 
occlusive disease associated with bone marrow 
transplantation. 
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A 6 5 -year-old female known to have stable rheumatoid 
arthritis for 20 years has been re-referred to the 
rheumatology clinic with symptoms of chronic foul- 
smelling diarrhoea. She says she has lost 10 kg in weight 
in last 6 months. Her general appetite is quite poor as 
well. She finds herself quite lethargic and has noticed 
peripheral oedema early in the mornings. Her joints, 
according to her, have not troubled her for a long time. 
She is currently on methotrexate and folic acid. 
On examination, she has a waxy skin, plaques clustered 
in axillary folds and multiple bruises are seen. No lymph 
nodes are palpable. Joint examination showed no 
evidence of synovitis. Her pulse rate is 80/min, blood 
pressure (BP) is 140/90 mmHg, RR is 16/min. Heart 
sounds are normal and she has good air entry bilaterally 
with no added sounds. Abdominal examination reveals 
hepatosplenomegaly. There is no ascites and no other 
masses are felt. Central nervous system examination 
shows evidence of peripheral neuropathy. 
Following are results of her investigations: 



Na + 


143 mmol/1 


r 


4.5 mmol/1 


Urea 


7.8 mmol/1 


Creatinine 


120luniol/l 


Liver function 
tests 


normal 


Thyroid function 
tests 


normal 


CRP 


0mg/l 


ESR 


9 mm/ 1 st hour 


24-h urinary 
analysis 


shows 5-g proteinuria 


Chest X-ray 


shows an enlarged cardiac 
silhouette 


ECG 


shows low voltage QRS 
complexes 



Which one of the following will be of most diagnostic 
value? 

Perform bone marrow aspirate and biopsy 

Obtain three serial induces sputum samples for acid- 
fast bacilli and mycobacterial culture 






Perform rectal biopsy 

Perform nerve conduction studies 

Faecal elastase 



No.: 120 

Perform rectal biopsy 

This patient has many of the hallmarks of systemic 
amyloidosis. An abdominal fat biopsy or a rectal 
biopsy is the best way to make the diagnosis. A 
positive Congo red histological stain helps to establish 
diagnosis. The AA type of amyloid is seen secondary 
to a host of chronic inflammatory conditions, 
including long-standing rheumatoid arthritis, 
tuberculosis, bronchiectasis, familial Mediterranean 
fever, and leprosy. Amyloidosis should be suspected 
in any patient with an underlying chronic 
inflammatory disease who develops 

hepatosplenomegaly, malabsorption, cardiac disease 
or proteinuria. Cardiac disease usually consists of 
congestive heart failure with low QRS-complex 
voltage and exquisite sensitivity to digitalis. 
Echocardiography shows a characteristic speckled 
appearance and may also be helpful in contributing 
to the diagnostic process. Waxy papules in the 
axillary folds may signal the deposition of amyloid in 
the skin; purpura after minor skin trauma is not 
uncommon. In addition to amyloid-induced synovitis, 
peripheral neuropathy and carpal tunnel syndrome 
may be seen Although nerve conduction studies may 
be useful in confirming neuropathy, they arent useful 
in elucidating the cause. 
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A 60-year-old woman with rheumatoid arthritis presents 
with breathlessness and chest pain, developing over a 
week. Examination shows a pale, jaundiced patient in 
some distress, pulse 110 beats per minute (bpm), and 
third heart sound audible with jugular venous pressure 
raised. Widespread crackles are audible throughout the 
chest. There is a 3-cm spleen palpable. An 
electrocardiogram shows widespread depression of ST 
segments. 
Blood tests shown below: 



Hb 


4.9 g/dl 


MCV 


105 fl (80-96) 


Coombs test 


positive for IgG 


Bilirubin 


45 lumol/1 (1-22) 


Lactate deydrogenase 


1157 U/l (10-250) 



How would you best interpret these tests? 

The raised mean cell volume is probably due to 
reticulocytosis 

Urine examination for haemosiderin is likely to be 
positive 

Haemolysis cannot be confidently ruled out unless 
the result of a haptoglobin assay is available 

The raised lactate dehydrogenase is most likely to 
be cardiac in origin 

If haemolysis is truly present then close to 100% of 
bilirubin will be unconjugated 



No.: 121 

The raised mean cell volume is probably due to 
reticulocytosis 

IgG antibodies cause warm autoimmune haemolytic 
anaemia (i.e. the antibody is active at body 
temperature). The haemolysis occurs extravascularly 
(eg in the liver and spleen), so measures of 
intravascular haemolysis 

(haemoglobinaemia/haemoglobinuria/ haemosiderin) 
will be negative. Transfusion can be life saving until 
immunosuppression can take effect. The bone 
marrow responds by increasing red cell production; 
this is in evidence in the peripheral blood by an 
increase in reticulocytes - immature red blood cells, 
which have a larger MCV. All patients with active 
haemolysis are at risk of acquiring folate deficiency 
due to increased metabolic demands and all should 
receive replacement therapy. Unconjugated bilirubin 
will increase, but normal glucuronidation will 
continue. Lactate dehydrogenase is increased in 
haemolysis; although in this patient it would be 
prudent to exclude a cardiac cause, it is most likely to 
be due to haemolysis, with the ischaemic picture on 
ECG being related to anaemia. 
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A 6 5 -year-old lady attends the emergency department 
complaining of increasing lower back pain, after a 
weekend of gardening. Her symptoms are relieved with 
ibuprofen. She denies any bowel or bladder symptoms, 
and is able to weight bear. She has a past medical history 
of osteoarthritis of the neck, type II diabetes, and 
carcinoma of the colon, which was treated by 
hemicolectomy 3 years previously. 
On examination, heart sounds are normal, the chest is 
clear, there is a laparotomy scar but no organomegaly 
and anal tone is normal. Cranial and peripheral nervous 
system examination are normal. 
Baseline blood tests are shown below: 



Hb 


10.2 g/dl 


WCC 


5.1 1071 


Neutrophils 


2.5 1071 


Lymphocytes 


2.0 1071 


Monocytes 


0.5 1071 


Eosinophils 


0.1 1071 


Basophils 


o.oi io7i 


MCV 


82 fl 


MCH 


27 pg 


MCHC 


5 x 1071 


Platelets 


250 109/1 


Sodium 


138 mmol/1 


Potassium 


4.5 mmol/1 


Urea 


7.4 mmol/1 


Creatinine 


130 umol/1 


Bilirubin 


10 umol/1 


Albumin 


32 g/1 (37-49) 


ALP 


55 U/l (45-105) 


AST 


20U/1(1-31) 


Protein 


85 g/1 (61-76) 


Calcium 


2.5 mmol/1 (2.2-2.6) 


Phosphate 


0.9 mmol/1 (0.8-1.4) 



Which one of the following tests would best confirm 
the suspected underlying diagnosis? 

Bone scan 

Serum tumour markers 



• 



Blood film 

Bone marrow aspirate 

Urine dipstick for protein 



No.: 122 

Bone marrow aspirate 

The patient has myeloma, as suggested by the history 
of bone pain and the findings of a normocytic 
anaemia, mild renal impairment, and a raised total 
protein in the presence of a normal albumin, 
indicating the presence of raised immunoglobulins. 
Myeloma is a clonal B-cell malignancy characterised 
by proliferation of plasma cells that accumulate 
mainly in bone marrow and usually secrete 
paraprotein. It accounts for 1% of all malignancies 
and 10% of haematological malignancies. Bone 
marrow plasma cell load is a key criterion for the 
diagnosis of myeloma and as such is the correct 
answer here. 



Diagnostic criteria for myeloma: International 
myeloma working group 2010 



Diagnosis 



Symptomatic 

multiple 

myeloma 



Diagnostic Criteria: All Three 
Required 



► Monoclonal plasma cells in 
the bone marrow >/=10% 
and/or presence of a biopsy- 
proven plasmacytoma 

► Monoclonal protein present 
in the serum and/or urine 



► Myeloma-related 
dysfunction (>/=l) 



organ 



[C] Calcium elevation in the 
blood (serum calcium >10.5 
mg/1 or upper limit of normal 
[R] Renal insufficiency (serum 
creatinine >2mg per 100 ml) 

[A] Anaemia (haemoglobin <10 
g per 100 ml or 2 g <normal) 

[B] Lytic bone lesions or 
osteoporosis 
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A 57-year-old man is referred to hospital by his GP. 
Previously well, he gives a history of progressive 
weakness and breathlessness on exertion over a 2- week 
period. On examination, he is pale and tachycardic. His 
blood pressure is 110/70 mm Hg. His heart sounds are 
normal and his chest is clear. 

He brings along with him results of blood tests done by 
lis GP, which are as follows: 



Hb 



WCC 



Platelets 



MCV 



Peripheral 
smear 



8.3 g/dl 



5.2x1071 



410x1071 



69 fl 



RBCs hypochromic and 
microcytic, target cells +, pencil 
cells +, WBC and platelet 
morphology normal 



Which one of the following would you consider an 
appropriate next step to measure? 



♦ 



Serum iron and total iron-binding capacity (TIBC) 

Serum ferritin 

Blood lead level 

Hb electrophoresis and Hb H preparation 

Liver function tests 



No.: 123 
Serum ferritin 

This patient is most likely to have iron-deficiency 
anaemia due to gastrointestinal blood loss. 
Hypoferritinaemia confirms iron deficiency and is 
the preferred screening test. Ferritin levels may be 
falsely elevated in acute inflammatory states (ferritin 
is an acute-phase reactant). Stool for occult blood is a 
relatively insensitive test of gastrointestinal bleeding. 
Malabsorption, hookworm infestation and chronic 
haematuria may also result in iron deficiency. Other 
causes of microcytosis include haemoglobinopathy (in 
certain ethnic groups), anaemia of chronic disease 
(normal/high ferritin levels), lead poisoning (check 
urine and blood lead levels) and myelodysplastic 
syndromes with ringed sideroblasts. 



,j 



ib 



& 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . .Haematology & Immunology 



No.: 124 

A 71 -year-old man with a long history of rheumatoid 
arthritis presents for review. He has recently complained 
of loss of weight and a number of episodes of dark urine, 
but normal stools. He admits to drinking 20 units of 
alcohol per week and has previously lived in the tropics. 
On examination he weighs 80 kg. There is a palpable 
spleen. Urine analysis showed urobilinogen, urosiderin, 
no bilirubin and no red blood cells. Haemoglobin was 
reduced at 10 g/dl, there was an increase in spherocytes, 
haptoglobins were reduced and platelets were also 
reduced. 

Which of the following is the next best investigation 
in this case? 



Hepatic ultrasound scan 



♦ 



Endoscopic retrograde cholangiopancreatography 
(ERCP) 

♦ 



♦ 



Direct antiglobulin test 
Bone marrow 
Thick and thin film 



No.: 124 

Direct antiglobulin test 

This picture suggests the possibility of haemolytic 
anaemia. We are aware that he has a long history of 
rheumatoid arthritis, which is associated with 
increased haemolytic anaemia. Clinical pointers 
include spherocytosis as a result of red cell damage, 
positive direct antiglobulin test, and the coexistence 
of autoimmune thrombocytopaenia. His weight loss is 
likely to be related to disease activity of his 
rheumatoid arthritis. Doses of prednisolone of 1 
mg/kg are sufficient to induce remission in around 
80% of cases. Other immunosuppressive drugs such 
as azathioprine and cyclophosphamide may be used 
in relapsed patients or those who fail initial therapy. 
Splenectomy may be considered in patients with 
refractory disease. 



No.: 125 






A 37-year-old nurse presents to the ENT department 
with a flu-like illness. She gives a 10-year history of 
tendency to have a blocked, stuffy nose and frequent 
recurrent coughs and colds. The Occupational Health 
team has also noticed that she failed to show a response 
to hepatitis B and tetanus vaccinations. 
Which immunoglobulin is she likely to be deficient 
in? 



• 



a 



IgA 
IgE 
IgD 
IgM 
IgG 



No.: 125 



IgA 



This patient is most likely to have IgA deficiency, 
which is particularly associated with recurrent sinus 
infections due to encapsulated bacteria such as 
Haemophilus influenzae. In Caucasians, IgA 
deficiency is said to occur in 1 in 600-700 individuals. 
There is often a deficient response to polys accharide- 
based vaccinations. In patients with IgA deficiency, 
10-44% of patients may have anti-IgA antibodies; 
this risks a severe reaction to IgA -containing 
products such as blood, plasma or immunoglobulin. 
IgG-subclass deficiency and its importance has been 
characterised. Antibodies against pneumococcal 
polysaccharide antigens are predominantly IgG2 and 
to a smaller degree IgG4. Antibodies against protein 
antigens, such as tetanus, are predominantly IgGl 
and, to a smaller degree, IgG3. Finally, antibodies 
against large extracellular parasites, such as 
Shistosoma and Filaria organisms, exclusively belong 
to IgG4 subclass. 
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A man aged 62 years is referred to the haematology 
clinic for review. He received a routine blood screen 
from his general practitioner (GP) that revealed a raised 
erythrocyte sedimentation rate (ESR) (85mm/h), and an 
immunoglobulin G (IgG) paraprotein band (1.9 g/1). No 
urinary light chain excretion was detected. Three years 
later he is still well; however he still has an increased 
ESR and IgG paraprotein band, though there is still no 
urinary light chain excretion. 

Which of the following diagnoses fit best with this 
clinical picture? 



Waldenstrom's macroglobulinaemia 



♦ 



Monoclonal gammopathy of unknown significance 
(MGUS) 



• 



♦ 



Myeloma 

B-cell lymphoma 

Chronic myeloid leukaemia 



No.: 126 

Monoclonal 
(MGUS) 



gammopathy of unknown significance 



MGUS occurs in older people and is characterised by 
a low level paraprotein band (immunoglobulin G 
(IgG) < 2 g/1). Patients may be asymptomatic and the 
condition discovered by chance. Blood count is 
usually normal, and there is no renal dysfunction. No 
specific treatment is required. Around 1% of patients 
with monoclonal gammopathy of unknown 
significance (MGUS) may progress to myeloma 
annually. In many patients with disease progression, 
immunoglobulin (Ig) gene rearrangement can be 
detected in B lymphocytes before the appearance of 
myeloma. This suggests that MGUS is a clonal, 
premalignant condition. Waldenstrom's is associated 
with an IgM paraprotein and there are associated 
symptoms of hyperviscosity. 



No.: 127 

A 78-year-old man presents with sudden deterioration of 
vision in his left eye. There are flame haemorrhages in 
one quadrant on retinal examination. He has a history of 
hypertension and is awaiting investigations for anaemia; 
recent haemoglobin is 10.5g/dl. 
What diagnosis fits best with this clinical picture? 






Branch retinal vein occlusion 
Branch retinal artery occlusion 
Central retinal vein occlusion 
Central retinal artery occlusion 
Cytomegalovirus (CMV) retinitis 



No.: 127 

Branch retinal vein occlusion 

Risk factors for retinal vein occlusion include 
hypertriglyceridaemia and hyperviscosity syndromes. 
Management involves screening for risk factors and 
anticoagulation. Further management depends on 
which underlying condition has been identified. 
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A 24-year-old female presented to the emergency 
department with an 18 h history of a severe headache, 
right- sided hemiparesis and new-onset grand mal 
seizures. She denied taking any medication or 
recreational drugs. She had a temperature of 37.6 oC, 
pulse 120 beats/min, sinus rhythm and a blood pressure 
ofllO/80mmHg. 
Bloods results revealed: 



Hb 


6.4g/dl 


WCC 


10 10 y /l 


Platelets 


10 109/1 


International normalised ratio 
(INR) 


1.3 


Prothrombin time 


26 s (25-41 
s) 


Urea 


10 mmol/1 


Creatinine 


130 umol/l 


Bilirubin 


20 umol/l 


Aspartate transaminase (AST) 


21U/1 


Alkaline transferase (ALT) 


25U/1 


Lactate dehydrogenase (LDH) 


3200 U/l 



What is the most likely unifying diagnosis? 

Idiopathic thrombocytopenic purpura 



• 



Disseminated intravascular coagulation 
Thrombotic thrombocytopenic purpura 
Haemolytic uraemic syndrome 
Cocaine abuse 



No.: 128 

Thrombotic thrombocytopenic purpura 

Thrombotic thrombocytopenic purpura (TTP) is a 
life-threatening multisystem disorder characterised 
by microangiopathic haemolytic anaemia, 
thrombocytopenia, neurological abnormalities, fever 
and renal dysfunction. With the introduction of 
plasma exchange, the survival rate has improved 
from approximately 3% prior to the 1960s to 82% 
now. Platelet transfusions are contraindicated. Fresh- 
frozen plasma, methylprednisolone and red cell 
support are all important additional supportive 
measures. 

Haemolytic uraemic syndrome (HUS) is 
characterised by acute renal failure, 

microangiopathic haemolytic anaemia, fever, and 
thrombocytopenia. Diarrhoea and upper respiratory 
infection are the most common precipitating factors. 
It is caused by strains of enterohemorrhagic 
Escherichia coli, especially E. coli 0157:H7 carrying 
the Shigalike toxin. 

Disseminated intravascular coagulation (DIC) is a 
complex systemic thrombohaemorrhagic disorder 
involving the generation of intravascular fibrin and 
the consumption of procoagulants and platelets. It is 
seen in association with a number of well-defined 
clinical situations, including sepsis, major trauma, 
and abruptio placenta. It is associated with prolonged 
clotting times, low fibrinogen, raised fibrin 
degradation products and thrombocytopenia. 
Cocaine is a complex drug that can cause lethal 
cardiovascular events, including myocardial 
infarction and ventricular arrhythmias. Stroke 
secondary to cocaine probably occurs because 
cocaine causes blood vessels to constrict while also 
increasing blood pressure. This vasoconstriction can 
be severe enough to reduce or block blood flow 
through the arteries in the brain. 
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A 60-year-old man received unfractionated heparin 
perioperatively following a routine knee replacement. He 
was not known to have any cardiovascular risk factors. 
His blood pressure pre-operatively was 130/80 mmHg. 
He was slow to mobilise and 4 days post-operatively 
developed a large wound haematoma and the heparin 
was stopped. The patient required a transfusion of two 
units of blood and decompression of the wound. He was 
not known to have a history of bleeding problems and 
the operation otherwise was uncomplicated. All pre- 
operative blood tests were normal. A few weeks later the 
patient was readmitted with right- sided chest pain and 
shortness of breath. 
Chest X-ray was unremarkable. 
Blood results revealed: 



Hb 


llg/dl 


WCC 


12 1071 


Platelets 


7 10 9 /1 


International normalised ratio (INR) 


1.2 


Activated partial thromboplastin 
time (APTT) 


27 s 


Urea 


10 
mmol/1 


Creatinine 


130 
umol/1 


Liver function tests 


Normal 



Which of the following is the most likely explanation 
for his presentation and blood results? 

Disseminated intravascular coagulation 

Post-transfusion purpura 

Heparin- induced thrombocytopaenia 

Thrombocytopaenic purpura 

Immune thrombocytopaenic purpura 
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Heparin-induced thrombocytopaenia 

Heparin-induced thrombocytopaenia (HIT) is a severe 
immune-mediated drug reaction that can occur in any 
patient exposed to heparin. This includes patients receiving 
unfractionated heparin (at full therapeutic doses and low 
prophylactic doses, including the minute amounts in 
heparin flushes and on heparin-coated catheters) and those 
receiving low -molecular weight heparin (LMWH). 
Antibodies usually develop after a patient has been on 
heparin for five or more days, but may develop sooner if 
there has been previous heparin exposure. 
Despite thrombocytopenia, bleeding is rare. HIT is 
strongly associated with thrombosis. Thromboembolic 
complications can be venous, arterial, or both; these 
include deep venous thrombosis, pulmonary embolism, 
myocardial infarction, thrombotic stroke and occlusion of 
limb arteries. 

When HIT is suspected clinically, heparin should be 
stopped and an alternative anticoagulant commenced, such 
as danaparoid, lepirudin or argatroban, which do not 
cross-react with HIT antibodies. 

Oral anticoagulation with warfarin should not be initiated 
for longer-term protection from further events until 
substantial platelet count recovery has occurred. HIT 
patients who are switched to warfarin alone after the 
discontinuation of heparin may paradoxically have 
worsening thrombosis and develop venous limb gangrene 
and skin necrosis. 

The diagnosis of HIT remains a clinical one, supported by 
confirmatory laboratory testing. 

The criteria include: 

► thrombocytopaenia (i.e. a drop of the platelet count to 
below 100 10 9 /1 or a drop of >50% from the patient's 
baseline platelet count) 

► the exclusion of other causes of thrombocytopaenia 

► the resolution of thrombocytopaenia after cessation of 
heparin. 

Regarding the laboratory tests, HIT antibodies can be 
demonstrated in vitro by functional tests and 
immunoassays. Functional tests, which measure platelet 
activity in the presence of the patient's serum and heparin, 
include heparin-induced platelet aggregation (HIPA) and 
the serotonin release assay (SRA), are more specific than 
the immunoassays and are therefore preferred in the 
diagnosis of HIT. 
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A 64-year-old female was brought into the emergency 
department with a history of increasing confusion and 
headaches. She was noted to have multiple bruises on 
her shins and arms. On examination she had a 
temperature of 38°C. There was evidence of a petechial 
rash over her chest, and cervical lymphadenopathy. She 
was tachycardic and had a blood pressure of 110/65 
mmHg. There was evidence of bronchial breathing at the 
right base and 1 cm palpable hepatosplenomegaly. 
Blood results revealed: 



Hb 


5.5 g/dl 


WCC 


100 109/1 


Platelets 


20 109/1 


Prothrombin time (PT) 


24 s 


Activated partial thromboplastin 
time (APTT) 


46 s 


Fibrinogen 


0.6g/l(1.5- 
5g/l) 


Na + 


135 mmol/1 


K + 


4.0 mmol/1 


Urea 


6 mmol/1 


Creatinine 


100 umol/1 


Glucose 


10.0 mmol/1 


Ca i+ 


2.36 mmol/1 


Albumin 


35 g/1 



What is the recommended treatment for this 
condition? 



Imatinib 
All-trans-retinoic acid 



CHOP chemotherapy (cyclophosphamide, 
doxorubicin, vincristine and D prednisolone) 






Radiotherapy 
Fludarabine 



No.: 130 
All-trans-retinoic acid 

The combined presentation of a chest infection, high 
white cell count and disseminated intravascular 
coagulation is typical of acute promyelocytic 
leukaemia (APL). It is a malignancy of the bone 
marrow in which there is a deficiency of mature 
blood cells in the myeloid line of cells and an excess of 
immature cells called promyelocytes. APL is 
considered a type of acute myeloid leukaemia (AML) 
and is classified as the M3 variant in the 
internationally accepted French-American-British 
(FAB) Classification. 

APL is due to a translocation between chromosomes 
15 and 17 (t(15;17)). The break in chromosome 15 
disrupts the promyelocytic leukaemia (PML) gene 
which encodes a transcription factor. The break in 
chromosome 17 interrupts the retinoic acid receptor 
alpha (RARa) gene which regulates myeloid 
differentiation The translocation creates a 
PML/RARa fusion gene which leads to an increased 
proliferation of promyelocytes. 

The treatment of APL differs from that for all other 
forms of AML. Most APL patients are now treated 
with all-trans-retinoic acid (ATRA). ATRA activates 
the retinoid receptor RAR and causes the 
promyelocytes to differentiate, which deters them 
from proliferating. ATRA can induce a complete 
remission in most patients with APL by causing the 
APL-blasts to mature. However, ATRA cannot 
eliminate the leukaemic clone. ATRA is therefore 
used in combination with chemotherapy including an 
anthracycline drug. 
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A 53-year-old gentleman was admitted with a right-sided 
hemiparesis. He was known to be on warfarin for a 
mitral valve replacement and had been adequately 
antic oagulated. He was taking furosemide and had 
recently started taking St John's Wort for low mood. On 
examination his pulse was 90 beats/min and regular, and 
his blood pressure was 150/80 mmHg. Cardiac 
examination demonstrated normal prosthetic valve 
sounds with an ejection systolic murmur at the left 
sternal edge. The patient had a right- sided hemiparesis 
and right upper motor neuron VII nerve palsy. 
Computed tomography (CT) scan shows evidence of a 
left middle cerebral artery infarction. 
What is a possible explanation for the presentation? 
<? 






St John's Wort is prothrombotic 
St John's Wort reduces the activity of warfarin 
St John's Wort increases platelet aggregation 
St John's Wort increases blood cholesterol levels 



St John's Wort causes vasospasm of the cerebral 

vessels 



No.: 131 

St John's Wort reduces the activity of warfarin 

St John's Wort reduces the INR because it is a potent 
inducer of cytokine P450, thus leading to greatly 
increased warfarin metabolism Careful monitoring 
of INR is therefore required if a patient on warfarin 
wishes to take St John's Wort, with up-titration of 
the warfarin dose according to INR Ideally an 
alternative antidepressant should be considered if 
required, and they should be warned if they do take it 
that dose reduction of warfarin will be needed when 
they discontinue the herbal remedy. 

Echocardiography should also be considered to 
exclude valve thrombosis but the immediate priority 
is assessing and correcting his coagulation status. 
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A 65 -year-old gentleman presented to the emergency 
department with persistent nose and gum bleeding. He 
had also noticed some blurred vision and frontal 
headaches over the past few hours. On examination he 
was pale and only his gums were actively bleeding. 
Neurological examination revealed bilateral horizontal 
nystagmus on left lateral gaze. Ophthalmic examination 
revealed bilateral decreased visual acuity and retinal 
haemorrhages. 
Blood tests revealed: 



Hb 


9.1 g/dl 


WCC 


8 1071 


Platelets 


130 1071 


Urea 


10 mmol/1 


Creatinine 


170 umol/1 


Corrected calcium 


2.8 mmol/1 


Phosphate 


1.77 mmol/1 


Total protein 


89g/dl 


Albumin 


30 g/dl 


Prothrombin time (PT) 


16 s (10-13 
seconds) 


Activated partial 
thromboplastin time (APTT) 


55 s (20-35 s) 


Peripheral blood smear 


Rouleaux 
formation 



What is the most likely cause for his presentation? 

• Hypercalcaemia \S^fc 

Bernard-Soulier syndrome 






Glanzmann thrombasthenia 
Hyperviscosity syndrome 
Acute renal failure 



No.: 132 
Hyperviscosity syndrome 

Hyperviscosity syndrome arises as a consequence of 
an increased blood viscosity, usually from increased 
circulating serum immunoglobulins. These can be 
seen in Waldenstrom's macroglobulinaemia and 
multiple myeloma. The complications include mucous 
membrane bleeding, retinopathy and neurological 
symptoms. Plasmapheresis is the treatment of choice. 
This removes the circulating paraproteins and 
reduces the viscosity. 

Bernard-Soulier syndrome is caused by a deficiency 
on the surface of the platelet of the glycoprotein Ib/IX 
receptor that results in a failure of platelets to stick 
together in a clump at the site of an injury. 
Glanzmann thrombasthenia results in a similar 
deficiency in platelet adhesion but as a consequence 
of a deficiency of the surface protein Glycoprotein 
Ilb/IIIa. 
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A 5 5 -year-old gentleman complained of a 2 -month 
history of lower back pain. He had been feeling 
increasingly tired over the last few months and had noted 
weight loss of 1 stone. He had also noted some tingling 
in his hands and feet. On examination he was found to 
have gynecomastia, a palpable 2 cm liver edge and 
peripheral oedema. There was evidence of loss of 
pinprick and joint position sense to the mid- shins 
bilaterally, and diffuse hyper pigmentation of the 
extremities. 
Blood tests revealed: 



Hb 


9.6 g/dl 


WCC 


5.4 109/1 


Platelets 


130 109/1 


MCV 


86 fl 


Total protein 


95g/l 


Albumin 


30g/l 


Fasting Glucose 


11 mmol/1 


Thyrotropin 


7.5 mU/1 (0.5-5.5 mU/1) 


Thyroxine (total 
free) 


50 nmol/1 (75-150 
nmol/1) 



What diagnosis best explains the patient's 
presentation? 






♦ 



Non Hodgkin's lymphoma 



A 



Waldenstrom's macroglobulinaemia 
Classical multiple myeloma 



Polyneuropathy, organomegaly, endocrinopathy, 
monoclonal gammopathy, and skin changes (POEMS) 
syndrome 

(+ 

Chronic lymphocytic leukaemia 
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Polyneuropathy, organomegaly, endocrinopathy, 
monoclonal gammopathy, and skin changes (POEMS) 
syndrome 

POEMS syndrome is a rare multisystem disease that 
occurs in the setting of plasma cell dyscrasia. 
The pathophysiology of the disease is not known; 
however, elevated levels of cytokines and growth 
factors have been implicated. 

The polyneuropathy associated with POEMS 
syndrome is a bilateral symmetric disturbance. It 
involves both motor and sensory nerves, begins 
distally, and has a progressive proximal spread. 
Associated cranial or autonomic nerves are not 
involved. Both demyelination and axonal 
degeneration are noted. 

The liver, the lymph nodes, and the spleen are the 
organs most frequently involved. 

Multiple endocrinopathies have been associated with 
POEMS syndrome, and most patients have more 
than one endocrine abnormality. 

POEMS syndrome is seen in the setting of a plasma 
cell dyscrasia. Although many plasma cell disorders 
have been reported in patients with POEMS 
syndrome, most patients are seen with osteosclerotic 
myeloma or monoclonal gammopathy of unknown 
significance (MGUS). Classic multiple myeloma is not 
usually associated with the disease. 

Of all the investigations available, clearly the ESR is 
least helpful as it is raised in many conditions and 
cannot be used to differentiate between causes of the 
patient's presentation 
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A 25 -year-old man presented with a 2-month history of 
drenching night sweats and weight loss of 6kg. Clinical 
examination reveals a 2 cm lymph node in the right 
supraclavicular fossa only. 
Blood tests reveal: 



Hb 


11-2 g/1 


WCC 


5.3 109/1 (85% neutrophils, 8% 
eosinophils) 


Platelets 


160 1071 



Chest X-ray demonstrated a mediastinal mass of 5 cm, 
ultrasound of the abdomen was normal 
What is the most likely diagnosis? 

Non-Hodgkin's lymphoma 

Hodgkin's lymphoma 

Seminoma 

Thymoma 

Aspergilloma 



• 
♦ 



•A 



No.: 134 
Hodgkin's lymphoma 

Incidence of Hodgkin's lymphoma peaks in the 15-34 
years and >50 years age group, whereas non- 
Hodgkin's lymphoma is much commoner in older 
patients, for this reason the clinical picture fits much 
more closely with Hodgkin's lymphoma. Hodgkin's 
disease is a neoplasm of lymphoid tissue that is 
defined histopathologically by the presence of the 
malignant Reed- Sternberg cells with an appropriate 
cellular background. For an adequate sample of 
tissue, a formal biopsy is needed, and in this case the 
most accessible tissue would be from the 
supraclavicular fossa node. 

Constitutional symptoms may accompany the 
diagnosis of Hodgkin's disease. Patients with fever in 
excess of 38^°C, drenching night sweats, and weight 
loss exceeding 10% of baseline body weight during 
the 6 months preceding diagnosis are designated as 
having B symptoms. 

A typical presentation is the observation, usually by 
the patient, of a painless, enlarging mass, most often 
in the neck, but occasionally in the axilla or inguinal- 
femoral region. In other patients, a chest X-ray 
demonstrates a moderate or even massive mediastinal 
enlargement with associated lower cervical 
lymphadenopathy. 
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A 72-year-old female noted that she has become 
progressively breathless on walking upstairs over the last 
month. She has also noticed that her ankles have begun 
to swell. On examination there was evidence of an 
ejection systolic murmur loudest at the left sternal edge 
without radiation to the carotids, and mild pitting 
oedema of the ankles. 
Blood results reveal: 



Hb 



WCC 



Platelets 



MCV 



5.3 g/dl 



40 1071 ( 90% lymphocytes, 8 % 
neutrophils, 1% eosinophils) 



112 1071 



94 fl 



Blood film shows normochromic red cells with 
polychromasia, spherocytes and a large number of 
smudge cells; 8% reticulocytes are seen. 
What is the likely cause of the anaemia in this case? 



• 
• 



Autoimmune haemolysis 

Splenic sequestration of red blood cells 

Bone marrow infiltration 

Iron deficiency anaemia 

Folate deficiency 



: 



No.: 135 

Autoimmune haemolysis 

Chronic lymphocytic leukaemia (CLL) is a 
monoclonal disorder characterised by a progressive 
accumulation of functionally incompetent 
lymphocytes and is the most likely diagnosis here. It 
is the most common form of leukaemia found in 
adults in Western countries. The full blood count 
with differential shows a lymphocytosis. Microscopic 
examination of the peripheral blood smear usually 
shows the presence of smudge cells, which are 
artefacts due to damaged lymphocytes during the 
slide preparation. 

Anaemia in CLL may be secondary to bone marrow 
involvement, splenic sequestration of red blood cells 
or autoimmune haemolytic anaemia associated with a 
positive Coombs test. In this case there is evidence of 
a haemolytic anaemia as evidenced by the 
spherocytes on the blood film and the high 
reticulocyte count. 
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A 15 -year-old African man, known to be homozygous 
for sickle cell disease, presents with progressive 
shortness of breath, right-sided pleuritic pain and a dry 
cough over the last 12 h. On examination he had a fever 
of 38°C. His respiratory rate is 30 breaths/min. Oxygen 
saturations on air are 90%. He is tachycardic and 
normotensive, and chest examination demonstrates a 
widespread expiratory wheeze. 
Blood tests reveal: 



Hb 


6 g/dl 


WCC 


20 1071 


Platelets 


450 10 9 /1 


Chest X-ray 


New shadowing at right base 



He is diagnosed with acute chest syndrome, possibly 
related to mycoplasma infection. 
What intervention has been shown to reduce the 
incidence of the acute chest syndrome? 



♦ 
♦ 



Low-dose enoxaparin 
Prophylactic clarithromycin 
Hydroxyurea 
Folate supplements 
Low-dose aspirin 



•A 



No.: 136 
Hydroxyurea 

The appearance of a new pulmonary infiltrate on the 
chest radiograph of a patient with sickle cell disease 
is termed acute chest syndrome. The syndrome can 
develop because of infection, infarction or a 
combination of the two. Infectious causes include 
Gram-positive or Gram-negative bacteria, atypical 
bacteria and viruses. The usual organisms include 
pneumococcus, mycoplasma and chlamydia. 
Acute chest syndrome is usually accompanied or 
preceded by pain in the chest or extremities, fever, 
respiratory distress and/or low oxygen saturation. 
The white blood cell count is generally high 
Although the chest radiograph may be normal 
initially, subsequent radiographs will reveal an 
infiltrate, which may extend rapidly, involving one or 
more lobes as well as the pleura. 
One randomised control trial in adults found that 
hydroxyurea reduced acute chest syndrome and the 
need for blood transfusion in people with sickle cell 
disease over a mean of 21 months. It found no 
significant difference in stroke, hepatic sequestration, 
and mortality related to sickle cell disease between 
hydroxyurea and placebo, but the sample size is 
likely to have been too small to draw any conclusions 
in this respect. 
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A 70 -year-old man presents with worsening headaches, 3 
TIAs in the past 6 months and exertional angina. He is a 
smoker of 30 cigarettes per day and has a history of 
hypertension for which he takes ramipril lOmg daily. On 
examination his BP is 165/90 mmHg and he looks 
plethoric. 
Investigations; 



Hb 


18.5 g/dl 


WCC 


14.1x1071 


PLT 


520 xl07l 


r 


5.4mmol/l 


Creatinine 


160 umol/1 



Which of the following results of further 
investigations is most likely to differentiate best 
between primary and secondary polycythaemia? 

Hypoxia on arterial blood gas testing 

Hyper capnia on arterial blood gas testing 






Low erythropoietin 
Elevated CO 
Raised viscosity 



No.: 137 

Low erythropoietin 

Patients with primary polycythaemia carry a 
mutation which leads to hypersensitivity to 
erythropoietin. As such even in the presence of low 
erythropoietin levels there is a drive to produce more 
red blood cells. The symptoms seen here are due to 
increased red cell mass, consequent increase in 
plasma volume and raised plasma viscosity. 
An activating mutation in JAK2 is identified in many 
patients diagnosed with primary polycythaemia, this 
induces EPO hypersensitivity. Eventual 

transformation of primary polycythaemia may occur 
to acute myeloid leukaemia, chronic lymphocytic 
leukaemia or chronic myeloid leukaemia. 
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A 60-year-old Asian man presents to the pre-clerking 
clinic prior to his laparoscopic cholecystectomy for 
gallstones. He has a history of hypertension for which he 
takes ramipril lOmg, but no other past medical history of 
note. 
Investigations; 



Hb 


10.4 g/dl 


MCV 


60 fl (80-96) 


WCC 


4.5 xl07l 


PLT 


195 xl07l 


Ferritin 


300 umol/1 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


105 umol/1 


Upper GI endoscopy 


normal 



Which of the following is the most appropriate 
investigation to confirm the underlying cause of his 
anaemia? 

Colonoscopy 






Mesenteric angiography 
Transferrin 

Haemoglobin electrophoresis 
Bone marrow aspirate 
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Haemoglobin electrophoresis 

This man has asymptomatic microcytic anaemia and 
he is of Asian ethnic origin. His upper GI endoscopy 
is normal, as is his ferritin, which reduces the 
possibility of this being iron deficiency anaemia. The 
most likely cause is beta-thalassaemia trait, the 
diagnosis of which is best confirmed with 
haemoglobin electrophoresis. Patients with 
thalassaemia trait do not usually require any 
intervention. Bearing in mind that his ferritin of 300 
is within the normal range, his anaemia will not be 
responsive to iron supplementation. Chelation 
therapy is only required in patients with thalassaemia 
major. Blood loss associated with laparoscopic 
cholescystectomy is likely to be relatively minor, as 
such blood transfusion would not be required prior 
to surgery. 
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A 5 6 -year-old man with known Hodgkin's lymphoma is 
admitted to the ward with a 2-week history of increasing 
chest pain and a 2-day history of a swollen plethoric 
face, prominent neck veins and swelling of his right arm. 
He was diagnosed 2 years ago and unsuccessfully treated 
with CHOP followed by BEAM chemotherapy; he 
received a stem-cell transplant 4 months ago. A superior 
vena cava obstruction has now been diagnosed, and a CT 
of his neck and thorax has demonstrated a large tumour 
encapsulating his superior vena cava that is beginning to 
invade his myocardium. 

What is the best immediate mana gement for this 
man? 

StentingofSVC 

Radiotherapy 

Emergency debu Iking surgery 

Intravenous dexamethasone and LMWH 

Diamorphine infusion 



No.: 1 

Intravenous dexamethasone and LMWH 

Superior vena cava obstruction (SVCO) is caused by 
external pressure from the tumour on the vessel. The 
most effective immediate mana gement is iv 
dexamethasone and low molecular weight heparin 
(LMWH). Radiotherapy is useful, but its effects are 
not quick enough. It might, however, be the next step 
in mana gement of the lymphoma. Stenting is likely 
to be successful and an interventional radiology 
opinion should be solicited. Surgery would carry a 
high morbidity and mortality risk 
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A 45-year-old former television presenter is admitted 
with increasing confusion. Breast cancer was diagnosed 
6 years ago and she had a lumpectomy of her right breast 
and local radiotherapy. Two years ago she had further 
surgery and chemotherapy for a recurrence. Her husband 
tells you she has become more confused over the last 
week. She has lost weight, has no appetite, feels sick and 
is constipated. Medication comprises anostrozole, 
laxatives and morphine sulphate tablets together with 
antiemetics prn. On examination, she is pale, agitated 
and looks dry. Her right arm is swollen. She is afebrile, 
pulse 104 bpm and regular, BP 95/57 mmHg and her 
respirations are 20 breaths/min at rest. She is dull to 
percussion at the right lung base with decreased air 
entry. Her liver is non-tender and descends 4 cm below 
the right costal margin. The neurological examination is 
normal. CXR shows a pleural effusion at the right base. 
Urine is pale and dilute and negative for leucocytes and 
nitrites. 
Results of blood tests show: 



Na + 


136 mmol/1 


r 


3.4mmol/l 


Urea 


16.3 mmol/1 


Creatinine 


142 umol/1 


Bilirubin 


13 umol/1 


Glucose 


6.1 mmol/1 


Albumin 


31 g/1 


ALT 


121 U/l 


ALP 


269 U/l 


CRP 


58ug/l 


WCC 


10.4x1071 


Hb 


9.4 g/dl 


PLT 


347x1071 



What is the most likely diagnosis? 

'• 

Empyema 

(♦ 

Brain metastases 






Urinary tract Infection 
Paraneoplastic syndrome 
Hypercalcaemia of malignancy 
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Hypercalcaemia of malignancy 

Hypercalcaemia, which causes nephrogenic diabetes 
insipidus, is the most common metabolic emergency 
in oncology and palliative care, affecting 40% of 
patients with breast cancer and myeloma. Usually the 
corrected calcium concentration is above 2.8 mmol/1 
before the onset of symptoms. It presents with 
increasing thirst, polyuria, anorexia, nausea and 
vomiting, constipation, dehydration and increasing 
confusion and is easily confused with terminal disease 
progression. This patient's urine is dilute, which does 
not fit with the clinical picture of dehydration, but 
she does have some of thesymptoms of 
hypercalcaemia. 

Treatment is with intravenous bisphosphonates and 
rehydration with normal saline. The calcium 
concentration usually takes 2-3 days to come down 
and bisphosphonates may be required monthly to 
keep the level down. 



,j 
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A 61 -year-old police chief is admitted with a sudden- 
onset loss of power in his lower limbs. He was 
diagnosed with a right renal-cell carcinoma 1 8 months 
ago and at laparotomy was found to have intraperitoneal 
spread. He has had increasing mid-back pain over the 
last 2 weeks. He last passed urine last night and opened 
his bowels a couple of days ago. This morning he 
couldnt get out of bed. On examination, he looks anxious 
but otherwise well. Neurological examination 
demonstrates: increased tone in his lower limbs and no 
power in his legs; a sensory level at T6 to light touch and 
pin-prick; brisk knee and ankle reflexes and upgoing 
plantars; and normal upper limbs and central nervous 
system. CXR reveals two cannonball metastases in his 
right lung and three in his left lung. A urinary catheter 
has been inserted and a residual of 1 .4 litres of urine has 
come out. A provisional diagnosis of cord compression 
has been made. 

Which of the following investigations will best help 
management? 



♦ 



. 






Bone scan 
X-ray dorsal spine 
MRI whole spine 
CT thoracic spine 
Contrast myelography 
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MRI whole spine 

This patient presents with cord compression so 
treatment at this stage might already be too late. 
However, the best form of imaging is MRI spine. 
Myelography, which was used in the past, is an 
invasive examination and takes far longer to 
perform. The other imaging modalities will not 
isolate the problem clearly enough. The clinical 
picture here suggests thoracic cord compression, in 
practice with the suspicion of widespread 
malignancy, a full cord MRI would likely be 
performed to judge the extent of the involvement. 

The treatment of choice is dexamethasone iv to 
reduce the swelling around the vertebral body. This 
will be followed by either radiotherapy or surgery, 
depending on each individual patient's case. 



"'J, 
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A 50 -year-old man presents with a 2-month history of 
shortness of breath, haemoptysis and a 5-cm lesion on 
CXR. CT shows mediastinal lymphadenopathy. On 
examination he is noted to have facial plethora and 
enlarged neck veins. A diagnosis of superior vena cava 
obstruction (SVCO) is made. 
What is the most appropriate first -line therapy? 



• 



Radiotherapy 
Chemotherapy 
SVC stent insertion 
Dexamethasone 
Fluids 
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Dexamethasone 

The emergency treatment of a patient with SVCO is 
high-dose dexamethasone. This should be started 
while investigation and treatment is conducted. 
SVCO can be the presenting feature of lung cancer. 

Stenting of the SVC should pre-date radiotherapy as 
the latter leads to fibrosis making stent insertion 
more difficult. Chemotherapy can be considered 
depending on the cell type involved. (Candidates 
should be aware of the various malignant and non- 
malignant causes of SVCO.) 
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A 50 -year-old man presents with a 2- week history of 
SOB and haemoptysis. He has smoked 20 cigarettes a 
day for many years. On examination there is no clubbing 
and no lymphadenopathy. CXR shows a mass in the left 
upper lobe. CT shows no evidence of metastases. 
Blood results show: 



Na + 


140mmol/l 


K+ 


4.6 mmol/1 


urea 


5.0mmol/l 


creatinine 


lOOlumol/l 


corrected calcium 


2.74 mmol/1 


Hb 


12g/dl 


WCC 


7 10 9 /1 


pits 


400 1071 


tumour markers 


normal 



What is the most likely histological diagnosis? 



♦ 
♦ 
♦ 



Small-cell carcinoma 
Squamous -cell carcinoma 
Adenocarcinoma 
Carcinoid 
Large-cell carcinoma 
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Squamous-cell carcinoma 

The elevated calcium and the normal tumour 
markers are suggestive of squamous-cell carcinoma. 
These cancers tend to metastasise late. Squamous-cell 
cancers often cavitate, a feature seen on CXR or on 
CT. 
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A 50 -year-old man is undergoing therapy for lung 
cancer. He has had a 3 -day history of severe back pain 
and now presents with a 24-hour history of difficulty in 
walking. He has also noticed difficulty in passing urine 
over the last 12 hours. An urgent MRI spine shows a soft 
tissue mass compressing the spinal cord at T12. 
What is the best immediate management of this 
patient? 
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Intravenous dexamethasone 

This man has cord compression. He needs bed rest 
and will need to undergo radiotherapy to his spine. 
However iv steroids should be given as soon as the 
diagnosis is suspected as it will take time to organise 
the radiotherapy and its effects will, obviously, be 
delayed. 






• 



Neurosurgical opinion 

Radiotherapy 

Intravenous dexamethasone 

Orthopaedic opinion 

Physiotherapy 
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A 29-year-old man presents to his GP complaining of 
marked weight loss over the last 3 months associated 
with drenching night sweats. He is also complaining of 
generalised itchiness, which he finds quite irritating and 
embarrassing. He reports no past medical problems and 
is a non-smoker. He has had no recent travel history of 
note. On examination, he is apyrexial but there is noted 
to be generalised symmetrical lymphadenopathy in the 
cervical and supraclavicular areas. There is no 
hepatomegaly or splenomegaly. 
Blood investigations are ordered and the results are 
as follows: 



Erythrocyte sedimentation rate (ESR) 


188 


Hb 


10.8 g/dl 


White cell count (WCC) 


2.7x1071 


Platelets 


230 x 1071 


Sodium 


139mmol/l 


Potassium 


4.2 mmol/1 


Urea 


4.4 mmol/1 


Creatinine 


90 lumol/1 



A computed tomography (CT) scan of the chest, 
abdomen and pelvis confirms the involvement of two 
lymph node areas in the neck only, lymph node biopsy 
confirms the diagnosis of Hodgkin's disease. 
Based on the above information, what would be the 
clinical stage of this patient's disease according to the 
Ann Arbor classification? 






. 



• 



Stage I B 
Stage II A 
Stage II B 
Stage III A 
Stage III B 
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Stage II B 

Hodgkin's disease is a potentially curable malignant 
lymphoma slightly more common in males than 
females with a bimodal distribution, with a first peak 
in young adults (15-34 years) and a second peak in 
older individuals (>55 years). It is characterised 
histologically by the presence of neoplastic Reed- 
Sternberg cells in a bac kground of reactive mixed 
inflammatory cells. The aetiology is unknown A 
histological sample is always required to make the 
diagnosis and the Ann Arbor classification 1 is most 
commonly used for staging the disease. Both clinical 
examination and imaging techniques are used to 
establish the stage of the disease. The staging system 
is as follows: 

Stage I: Involvement of a single lymph node area or a 

single extranodal site 

Stage II: Involvement of two or more lymph node 

areas on the same side of the diaphragm 

Stage III: Involvement of lymph node areas on both 

sides of the diaphragm 

Stage IV: Multiple involvement of extranodal organs. 

Involvement of the liver or the bone marrow is 

considered stage IV disease. 

For staging classifications, the spleen is considered a 
lymph node area. Each stage is further designated as 
A or B depending on the absence or presence of B 
symptoms, respectively. A stage is labelled B if there 
is the presence of one or more of the following: fever 
(temperature >38°C), drenching night sweats and/or 
unexplained loss of more than 10% of body weight 
within the preceding 6 months. 
lSmithers DW. Summary of papers delivered at the 
Conference on Staging in Hodgkin's Disease (Ann 
Arbor). Cancer Research, 1971, 31: 1869-70. 
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A 3 3 -year-old man presents to his GP after his wife 
discovered a lump in his right testicle. The lump is 
painless and the patient is not aware how long the lump 
has been present. He is otherwise fit and well and has no 
other past medical history except mumps at the age of 8. 
He is a smoker of 10 cigarettes per day. On examination, 
a hard well-defined non-transilluminating lump 
measuring approximately 1 cm is felt attached to the 
right testes. After laboratory investigations, scrotal 
ultrasonography was performed which showed the 
presence of a homogeneous hypoechoic testicular mass 
and computed tomography (CT) scanning of the 
abdomen and pelvis with IV and oral contrast failed to 
identify any metastatic disease. A radical inguinal 
orchiectomy was performed and histology on the 
removed lump showed it to be a pure seminoma that was 
limited to the testes. 

Which of the following serum tumour markers would 
you expect to be elevated in this patient and is most 
indicative of the diagnosis? 



♦ 



. 






a-Fetoprotein 
Lactate dehydrogenase 
p-Human chorionic gonadotrophin 
Placenta-like alkaline phosphatase 
Acid phosphatase 
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p-Human chorionic gonadotrophin 

Testicular seminoma is a germ cell tumour (GCT) of 
the testicle and although testicular GCTs are rare, 
they are the most common malignancy in men aged 
15-35 years. The most common presentation is with a 
painless testicular lump that has been present for 
several days to months. Of the tumour markers 
listed, p-human chorionic gonadotrophin (p-hCG) is 
the most specific for a patient with a testicular 
seminoma since it is secreted by the 
syncytiotrophoblast cells within GCTs. However, it is 
only elevated in 5-10% of patients with seminomas. 
For the other tumour markers listed: the yolk sac 
elements secrete a -fetoprotein and an elevated rules 
out pure seminoma; elevated lactate dehydrogenase 
levels can correlate with overall tumour burden but it 
is a less specific marker for GCTs; and placenta-like 
alkaline phosphatase levels can be elevated in 
patients with seminoma, especially with increasing 
tumour burden but it may also increase with 
smoking. 
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A 70 -year-old man presents to his GP following a fall at 
home with acute localised chest wall pain. On farther 
questioning, he also complains of chronic postural lower 
back pain and chronic fatigue. On examination it was 
noted that he has a number of bruises over his arms and 
legs although the patient denies previous trauma. 
Examination of his chest shows marked tenderness over 
his left lower rib cage compatible with marked injury to 
the ribs and he has tenderness to touch over this lower 
lumbar spine. He is mildly anaemic and appears 
dehydrated. The remainder of his clinical examination is 
normal. The GP would like to exclude a diagnosis of 
myeloma as an underlying cause of the patient's 
symptomology. 

Which of the following combinations of criteria is 
sufficient to establish a diagnosis of myeloma? 

Bence Jones protein in the urine, >30% plasma cells 
on bone marrow biopsy and radiographic survey 
demonstrating lytic lesions 

Hypercalcaemia and a monoclonal band on serum 
electrophoresis 

Increased alkaline phosphatase (ALP) levels and 
Bence Jones protein in the urine 

Abnormal bone scintigram and Bence Jones protein 
in the urine 

,. 

10-30% plasma cells on bone marrow biopsy and a 
monoclonal band on serum electrophoresis 
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Bence Jones protein in the urine, >30% plasma cells on 
bone marrow biopsy and radiographic survey 
demonstrating lytic lesions 

Multiple myeloma is the most common primary 
neoplasm of the skeletal system and is a neoplastic 
proliferation of plasma cells with diffuse bone 
marrow infiltration and focal osteolytic lesions. 
Multiple myeloma is a disease of older people with 
most patients who receive the diagnosis being aged 
60-65 years. Diagnostic criteria were revised in 2005 
by the BCSH and now state that symptomatic 
myeloma is diagnosed by the presence of M-protein 
in the serum and/or urine, bone marrow clonal 
plasma cells or biopsy proven plasmacytoma, and 
any myeloma related organ or tissue damage 
including bone lesions. 
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A 67-year-old man presents to his GP with his wife 
complaining of non-specific symptoms consisting of 
anorexia, malaise, nausea, fatigue and mid- epigastric 
pain that have gradually worsened over the past few 
months. He also reports that he has lost 5kg in weight 
over this same period of time. He confides that he is 
feeling depressed and had attributed his symptoms to his 
depression but has come to see the GP at the insistence 
of his wife who feels that the patient's skin colour has 
changed. He has also been recently diagnosed with 
diabetes mellitus controlled with tablets and is a smoker 
of a pack a day since his mid-twenties. General 
examination of the patient confirmed the weight loss and 
showed some mild mid- epigastric tenderness as well as a 
yellow hue to the sclera. 

Routine lab studies were ordered and the results are 
as follows: 



Hb 


12.1 g/dl 


White cell count (WCC) 


4.3 x 1071 


Platelets 


550x1071 


Sodium 


139mmol/l 


Potassium 


4.2 mmol/1 


Urea 


7.9 mmol/1 


Creatinine 


90 lu.mol/1 


Serum total bilirubin 


77 umol/1 


Alkaline phosphatase (ALP) 


401 U/l 


Aspartate aminotransferase (AST) 


51U/1 


Alanine aminotransferase (ALT) 


45 U/l 


y-Glutamyl transpeptidase (yGT) 


99 U/l 


Amylase 


91 U/l 



In view of the above history and results, what would 
be the most likely diagnosis in this patient? 






Duodenal ulcer 
Adenocarcinoma of the stomach 
Choledocholithiasis 
Adenocarcinoma of the pancreas 
Chronic pancreatitis 
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Adenocarcinoma of the pancreas 

Pancreatic cancer is the third most common 
malignancy affecting the gastrointestinal tract, but it 
is a difficult disease to diagnose in its early stages and 
therefore most patients present at an advanced and 
incurable stage. It is slightly more common in men 
than in women and in the absence of predisposing 
factors, such as chronic pancreatitis, it is rare in 
people younger than 45 years of age. The initial 
symptoms tend to be vague and non-specific and can 
delay the diagnosis of the condition but significant 
weight loss is a characteristic feature. Mid-epigastric 
pain is a common symptom, but radiation of the pain 
to the lower back is a sinister sign indicating 
retroperitoneal invasion of the splanchnic nerve 
plexus by the tumour. The recent onset of diabetes 
mellitus can sometimes be attributed to pancreatic 
cancer. If the carcinoma involves the head of the 
pancreas, the patient may present with painless 
obstructive jaundice with no abdominal pain, with 
the associated darkening of the urine, lightening of 
the stools and pruritus. Depression is also a common 
symptom in patients with pancreatic carcinoma. 
Laboratory investigations tend to be non-specific for 
pancreatic carcinoma although patients may have a 
mild normochromic anaemia and thrombocytosis. If 
a patient has obstructive jaundice significant 
elevations in bilirubin, alkaline phosphatase, y- 
glutamyl transpeptidase and to a lesser extent, 
aspartate aminotransferase and alanine 

aminotransferase may be seen, but amylase and 
lipase levels are not elevated. 
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Your local health authority has invited you to join a 
panel of doctors who will implement a breast cancer- 
screening programme in your area. 
Which of the following is NOT one of the general 
guidelines that should be considered before the 
implementation of a screening programme? 

Is the disease an important health problem? 

Is there a recognisable latent or early symptomatic 
stage? 

Is there an effective treatment for patients with 

recognized disease? 

'• 

Do we agree on who treats the disease? 
^» 

Is the disease a considerable burden on the 

economy? 



•A 
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Is the disease a considerable burden on the economy? 

The World Health Organisation has drawn up 10 
guidelines that should be considered before the 
implementation of a screening programmel. They 
are as follows: 

► Is the disease an important health problem? 

► Is there a recognisable latent or early symptomatic 
stage? 

► Do we know the natural history of the disease? 

► Is there an effective treatment for patients with 
recognized disease? 

► Is there a suitable test that will identify the disease 
in its early stages? 

► Is the test acceptable to the population? 

► Do we agree on who treats the disease? 

► Are facilities for diagnosis and treatment 
available? 

► Case finding should be ongoing. 

► The cost of case finding (including diagnosis and 
treatment) should be economically balanced in 
relation to possible expenditures on medical care as a 
whole. 

Godard B, ten Kate L, Evers-Kiebooms G and Ayme 
S. Population genetic screening programmes: 
principles, techniques, practices and policies. 
European Journal of Human Genetics, 2003, 
ll(suppl. 1.2): S49-S87. 
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A 69-year-old woman known with metastatic breast 
cancer presents to the Emergency Department 
complaining of nausea and vomiting that has increased 
over the last 48 hours associated with polyuria and 
polydipsia. She is also complaining of abdominal pain. 
An astute casualty officer suspects she may have 
hypercalcaemia and orders an urgent calcium and 
albumin level. Her corrected serum calcium level is 3.1 
mmol/1. 
Which of the following statements are true? 

Corrected serum calcium = measured calcium 
(mmol/1) - [40 + serum albumin (g/1)] x 0.027 

C 

Corrected serum calcium = measured calcium 

(mmol/1) + [40 - serum albumin (g/l)]/0.027 

The patient should be immobilised 
*^» 

The patient should be rehydrated with intravenous 

normal saline 

90 mg of Pamidronate in 500 ml of normal saline 
should be administered immediately over a 2 -hour 
period 
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The patient should be rehydrated with intravenous 
normal saline 

Hypercalcaemia is an oncological emergency and is 
the most common life-threatening metabolic 
complication of malignancy. Since 
hypoalbuminaemia is common in malignancy and 
will affect the total serum calcium concentration, the 
correct serum calcium concentration is obtained 
using the formula: 

Corrected serum calcium = Measured calcium 
(mmol/1) + [40-serum albumin (g/dl)] x 0.027 

General measures that should be taken as part of the 
treatment regimen include: minimizing 
immobilisation, discontinuing drugs that inhibit 
urinary calcium excretion (thiazides) or that decrease 
renal flow (NSAIDs) and stopping medications that 
contain calcium or vitamin D. The specific measures 
include rehydrating the patient, with the amount and 
rate dependent on the clinical and cardiovascular 
status of the patient and the urea and electrolyte 
results. Only after a minimum of 2 1 of intravenous 
fluids has been given should a biphosphonate infusion 
be given. Urea and electrolyte levels should be 
monitored daily and appropriate amounts of 
intravenous fluids given. Calcitonin can be 
considered in cases of resistant hypercalcaemia. 
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A 51 -year-old woman visits her GP after becoming 
concerned about the change in appearance of a mole on 
her right thigh. The mole has been there for about 2 
years but in the last few months the patient has noticed 
that it has become increasingly dark in colour and 
appears to have grown in size. On examination she has a 
slightly elevated brown lesion on the anterior aspect of 
her right thigh. The lesion measures 7 mm and has an 
irregular border. The GP immediately refers the patient 
to the local dermatology unit for an excisional biopsy for 
a suspected diagnosis of melanoma. 
Which of the following is NOT a primary risk factor 
for the development of melanoma? 

Fair complexion 

A personal or a family history in a first-degree 
relative of melanoma 

Female sex 

Greater than 50 naevi, 2 mm or greater in diameter 

A sunny climate located near the equator 
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Female sex 

Malignant melanoma is a malignancy of pigment 
producing cells called melanocytes and it can occur 
anywhere in the body where there are melanocytes, 
ranging from the skin to the eyes to the 
leptomeninges of the CNS. Although it constitutes 
only 4% of all skin cancers, it is responsible for 
causing the greatest number of skin cancer related 
deaths worldwide. Prognosis is related to the type of 
melanoma, the depth of invasion and the local lymph 
nodes status at the time of diagnosis, with early stage 
disease being potentially curable but with the 
prognosis worsening after the melanoma has 
metastasised. Melanoma is more common in fair 
skinned individuals and is slightly more common in 
men than women. The primary risk factors for 
melanoma include: exposure to ultraviolet radiation, 
especially in the form of acute, intermittent, 
blistering sunburns on parts of the body that 
intermittently receive sun exposure; increasing age 
(particularly men > 50 years); geographic location in 
a sunny climate near the equator; a personal or 
family history of a first degree relative with 
melanoma; dysplastic naevi; and greater than 50 
naevi 2 mm or more in diameter. Furthermore, two 
conditions, xeroderma pigmentosum and familial 
atypical mole melanoma syndrome confer a 500- to 
1000-fold greater relative risk of developing this 
condition. 
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As part of your training rotation, you are about to start a 
genetic counselling clinic with your consultant advising 
families of the risk of familial cancer syndromes. 
Which of the following is a known association 
between a chromosomal abnormality and a known 
cancer syndrome? 

Retinoblastoma 13q gene (Rb) 

Hereditary non-polyp osis colon cancer 2p gene 
(HNPC) 

Multiple endocrine neoplasia type (MEN) I 13q 
gene(MENl) 



♦ 



Neurofibromatosis (NF) type I 1 lq gene (NF1) 
Neurofibromatosis type (NF) II 17p gene (NF2) 



No.: 14 

Retinoblastoma 13q gene (Rb) 

There are a number of gene mutations that have been 
identified that cause cancer. Perhaps the best known 
is the retinoblastoma gene on chromosome 13q. The 
correct associations for the listed syndromes are: 
hereditary non-polyposis colon cancer and 
chromosome 2p gene MSH2, chromosome 3p gene 
MLH1 and chromosome 7p gene PMS2; MEN I and 
chromosome llq; NF type I and chromosome 17q 
gene NF1; and NF type 2 and chromosome 22 gene 
NF2. 



•A 
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A 49-year-old man is undergoing chemotherapy for 

high-grade non-Hodgkin's lymphoma. Two days after 

starting chemotherapy, the patient reports not feeling 

well and routine blood tests show that he has rapidly 

developed hyperuricaemia, hyperkalaemia, 

hyper phosphataemia, hypocalcaemia and acute renal 

failure. 

Which of the following statements is true relating to 

this patients condition? 

High-risk patients can be identified before initiating 

chemotherapy by measuring lactate dehydrogenase 

levels 
^-» 

Urine acidification prevents renal precipitation of 

uric acid in hyperuricaemia 

The chemother apeutic regimen should be continued 
to ensure the greatest chance of success 

The use of diuretics, such as furosemide or 
mannitol, is an important first line of management 

No dietary modifications are necessary 



•A 



No.: 15 

High-risk patients can be identified before initiating 
chemotherapy by measuring lactate dehydrogenase 
levels 

This is the typical metabolic scenario seen in a patient 
who had developed the potentially lethal 
complication of tumour lysis syndrome (TLS), which 
occurs after the initiation of a chemotherapeutic 
regimen. TLS tends to occur in patients with bulky, 
rapidly proliferating, treatment-responsive tumours 
and is classically associated with acute leukaemias 
and high-grade non-Hodgkin's lymphomas. TLS is 
characterized by the rapid development of 
hyperuricaemia, hyperkalaemia, 

hyperphosphataemia, hypocalcaemia and acute renal 
failure (ARF), typically 48-72 hours after initiation 
of chemotherapy. Hyperkalaemia is often the first 
life-threatening abnormality. Preventive measures 
are the best way to protect against this condition with 
patients at highest risk being identifiable with a pre- 
treatment elevated lactate dehydrogenase level since 
the levels of this enzyme correspond with tumour 
bulk. Prevention is with good hydration before 
starting chemotherapy. Once hyperuricaemia 
develops, urine alkalinisation prevents renal 
precipitation of uric acid and allopurinol is given to 
reduce the conversion of nucleic acid by-products to 
uric acid. The use of osmotic diuretics is not 
considered first line therapy and may contribute to 
the precipitation of uric acid in the renal tubules. 
Dietary modifications include restricting dietary 
potassium. Further chemotherapy should be withheld 
until the patient has fully recovered. 
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A 59-year-old woman goes to see her GP after reading 
an article in a woman's magazine regarding the long- 
term use of tamoxifen. She has been on tamoxifen for 7 
years and is seeking reassurance from her GP about the 
long-term benefits of tamoxifen use. 
Which of the following statements is true regarding 
the use of tamoxifen? 

Tamoxifen is effective in women of all ages at all 
stages of breast cancer, but not in women without a 
personal history of breast cancer even if they are at 
increased risk for the disease 

i" 

Tamoxifen has no effect on the growth of advanced 

metastatic disease 

After surgical intervention, tamoxifen reduces the 
risk of recurrence of ductal carcinoma in situ and early 
stage invasive disease 

Tamoxifen causes an increase in cholesterol levels 

Tamoxifen does not help prevent osteoporosis 
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After surgical intervention, tamoxifen reduces the risk of 
recurrence of ductal carcinoma in situ and early stage 
invasive disease 

Tamoxifen is an oestrogen receptor antagonist that 
works against oestrogen receptor positive breast 
cancer. It is usually taken orally once a day for up to 
five years but for patients with metastatic disease it 
can be continued longer 1 . It is even effective in 
women who do not have a personal history of breast 
cancer but who are at increased risk of the disease. 
Tamoxifen also reduces the risk of developing cancer 
in the other breast. 

1 Early Breast Cancer Trialists 1 Collaborative Group 
(EBCTCG). Effects of chemotherapy and hormonal 
therapy for early breast cancer on recurrence and 15- 
year survival: an overview of the randomised trials. 
Lancet, 2005, 365: 1687-1717. 
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A 17-year-old man presents to his GP complaining of 
lower left sided back pain that has been present for a few 
weeks. He reports that it initially started off 
intermittently but has now become more intense. On 
further questioning, he admits to having lost about 4 kg 
in weight over the last month. He denies any travel 
history. On examination, a tender and palpable mass can 
just be felt over his left iliac crest. An urgent MRI scan 
is requested by the GP as well as routine blood 
investigations. The blood results show a mild anaemia 
but no leucocytosis. The MRI findings are compatible 
with a diagnosis of Ewing's sarcoma. 
Which of the following are associated with a poor 
prognosis? 



Anaemia 



/• 



• 



Age less than 12 years 

Female sex 

Reduced serum lactate dehydrogenase levels 

Anaemia 

Elevated alkaline phosphatase levels 



Ewing's sarcoma is the most lethal malignant 
primary bone tumour derived from the red bone 
marrow. It is most common in children and 
adolescents and rare after the age of 30 years. It has a 
male-to-female ratio of 3 : 2. The earliest symptom is 
pain, which is usually intermittent but becomes 
increasingly intense. Delay in the diagnosis can occur 
due to the fact that the clinical picture may be similar 
to that of acute or chronic osteomyelitis. However, 
eventually most patients have a large palpable 
rapidly growing mass, which is tense and tender. 
Associations with a poor prognosis include the male 
sex, age > 12 years, elevated lactate dehydrogenase 
levels, anaemia and a poor response to 
chemotherapy. 
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A 6 5 -year-old woman presents to her GP complaining of 
a painless lump in the lower part of her anterior neck 
which was found incidentally as she was fiddling around 
with her necklace. She is otherwise fit and well and 
denies any recent chest or throat infections. She is a non- 
smoker. On examination, the GP confirms the presence 
of a solitary hard immobile lump measuring 
approximately 2 cm in the patient's lower anterior neck, 
which moves with swallowing and appears to be 
positioned in the thyroid gland. The patient is apyrexial 
and the remainder of the physical examination is normal. 
The patient is referred for a fine needle aspiration biopsy 
and relevant laboratory studies. The biopsy confirms that 
the patient has a papillary carcinoma of the thyroid. 
Which of the following statements are true about this 
condition? 

Papillary carcinoma is the second most common 
thyroid malignancy and represents approximately 10% 
of cases 

There is an association with familial adenomatous 
polyposis 

Cervical metastases from papillary carcinomas are 
uncommon 

There is no association between this type of thyroid 
cancer and radiation exposure as a child 

Serum thyroglobulin measurements are useful as a 
tumour marker after both total and partial thyroid 
ablation 
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There is an association with familial adenomatous 
polyposis 

Papillary carcinoma of the thyroid is the most 
common thyroid carcinoma and accounts for 80% of 
such cases. It is a slow growing and well- 
differentiated carcinoma but it has a propensity for 
spread to the cervical lymph nodes. The man to 
female ratio is 1 : 3 with females having an overall 
better prognosis. Risk factors for developing this 
condition include excessive intake of iodine and 
external radiation to the neck Thyroidectomy and 
radioiodine ablation are the mainstays of therapy. 
Since thyroglobulin is synthesised by well- 
differentiated thyroid carcinomas, it can serve as a 
useful tumour marker for assessment of recurrence 
of the tumour but only after total thyroid ablation. 



,,j 
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As the registrar in a pain control clinic for patients 
with advanced cancer, which of the following is an 
important principle to remember when aiming to 
achieve adequate pain relief for these patients? 

Invariably, the cause of the patient's pain is the 

underlying malignancy 
«^» 

Try to use routes other than oral for administration 

of pain relief whenever possible to avoid overloading the 

patient with tablets 

Try to give pain relief on an as required basis rather 
than regular doses 

Laxatives and anti- emetics are often needed with 
analgesics 

If one member of a class of drugs fails to relieve 
pain, then try another member in the same class before 
moving up the analgesic ladder 
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Laxatives and anti-emetics are often needed with 
analgesics 

Malignancy is not always the cause of pain in a 
patient with advanced cancer, for example, 
abdominal pain may be due to constipation or 
indigestion pain may be due to the side-effects of 
NSAIDs. Oral analgesics should be used if possible 
with the aim being to prevent breakthrough pain 
with the administration of regular prophylactic 
doses. The WHO analgesic ladder is a concept of 
controlling pain using medications of increasing 
potency when one medication of the rung of the 
ladder does not work. The ladder is summarised as: 

► Rung one non-opioid 

► Rung two weak opioid 

► Rung three strong opioid 

► If one drug in a category (rung of the ladder) does 
not work, the aim is to move up the ladder without 
trying another drug at the same level. In severe pain, 
it would be acceptable to jump on at rung three. 



No.: 20 



•A 



A young patient undergoing chemotherapy summons the 

nurses to report pain and swelling at the site of the 

infusion cannula. The oncology registrar assumes that 

this is due to extravasation of the chemotherapeutic 

agent. 

Which of the following would NOT constitute part of 

your management of this patient? 

i 

Stop the infusion; attempt to aspirate the area 

through the cannula before removing the cannula 

(♦ 

LIse topical corticosteroids to treat the site of 

inflammation 

In case of vinca alkaloids, immediately apply a cold 
pack 



Administer an agent specific antidote 



Consult with a plastic surgeon for any doxorubicin 
or daunorubicin extravasation injuries 
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In case of vinca alkaloids, immediately apply a cold pack 

Many chemotherapeutic drugs are capable of causing 
tissue damage following extravasation. Extravasation 
should be suspected if a patient complains of pain, 
burning, swelling or redness at the site of the infusion 
cannula. Immediate management would consist of 
stopping the infusion, immobilizing the arm and 
attempting to aspirate any accessible drug from the 
cannula and extravasation site before removal of the 
cannula. Agent specific antidotes can be given after 
receiving specialist advice. Cold compresses are 
generally applied except in the case of vinca alkaloids 
in which case a heat compress should be applied. 
Doxorubicin or daunorubicin extravasation injuries 
are particularly prone to causing ulceration, 
particularly on the back of the hand and hence a 
plastic surgery consultation is likely to be needed. 
Consider reporting to the National Extravasation 
Information Service. 
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A 32-year-old man presents for yearly review after 
orchidectomy for a testicular neoplasm. 
Which of the following blood tests is likely to be most 
sensitive for detecting tumour recurrence? 

Acid phosphatase 



♦ 



Alkaline phosphatase 

PSA 

Testosterone levels 

p-Human chorionic gonadotrphin (p-HCG) 
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p-Human chorionic gonadotrphin (p-HCG) 

In 70% of testicular tumours either p-HCG or a- 
fetoprotein is raised. The incidence of testicular 
tumours is 2-3 cases/100 000 men per year and they 
account for 1-2% of all cancers in males. Average 
age at presentation is 30-36 years of age. 
Management depends on stage; orchidectomy is the 
mainstay of therapy, +/- the addition of radiotherapy 
or chemotherapy. 



No.: 22 

A 6 5 -year-old man presents with dysphagia, dyspnoea, 
haemoptysis, early morning headaches, facial congestion 
and oedema of the upper limbs. On examination, the 
jugular veins are distended. Heart sounds are normal. 
Chest X-ray shows round shadows in the right lower 
lobe, bilateral hilar lymphadenopathy and right pleural 
effusion. Fibre-optic bronchoscopy reveals lesions in the 
right lower lobe bronchi. He is referred to a consultant 
surgeon who rules out surgery. 

What is the most likely reason that surgery has been 
ruled out in this case? 



♦ 






♦ 



<? 



Age 65 years 
Oesophageal involvement 
Superior vena cava obstruction 
Bilateral hilar lymphadenopathy 
Lesions in the lower bronchi 



No.: 22 

Superior vena cava obstruction 

Involvement of the superior vena cava by lung cancer 
is a contraindication for surgery. Early morning 
headaches, facial congestion, upper limb oedema and 
jugular venous distension are suggestive of this 
condition. Age over 65 years is a relative 
contraindication as the operative mortality rate 
exceeds the expected 5-year survival rate. Presence of 
a tumour within 2 cm of either main bronchus 
indicates inoperability, as there would be insufficient 
resection margins for pneumonectomy. 
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You are monitoring a 59-year-old man with 

compensated cirrhosis for the past 1 year. He has a 

history of hepatitis C virus infection. 

Which of the following features is most likely to 

indicate that he might have developed hepatocellular 

carcinoma? 






Splenomegaly 

High titres of anti-mitochondrial antibodies 

Elevated serum alkaline phosphatase levels 

Development of ascites 

Irregularly enlarged and tender liver 
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Irregularly enlarged and tender liver 

In well-established cirrhosis due to hepatitis C virus 
infection, a small shrunken liver follows the initial 
hepatomegaly. An enlarged, irregular tender liver 
may thus be suggestive of hepatocellular carcinoma. 
Splenomegaly is associated with portal hypertension. 
High titres of anti-mitochondrial antibodies are seen 
in primary biliary cirrhosis. Elevated serum alkaline 
phosphatase levels occur in cirrhosis; however, a 
sudden rise in levels may be suggestive of 
development of hepatocellular carcinoma. Similarly, 
ascites is present in cirrhosis but a rapid increase in 
abdominal girth may occur with malignancy. 
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A 5 3 -year-old woman presents with a painless increasing 
mass in the left breast associated with nipple discharge. 
The skin over the mass has an orange-skin appearance. A 
diagnosis of breast cancer is strongly suspected. 
Which of the following would be most useful in the 
prognosis of breast cancer in her case? 



Location of the tumour 
Size of the tumour 
Extent of skin involvement 
Histological grading 
Lymph node metastases 
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Lymph node metastases 

Staging in breast cancer is both surgical with respect 
to tumour size and axillary lymph node status and in 
advanced disease, by investigation of common sites of 
metastases. However, the prognosis depends chiefly 
on the extent of nodal metastases. At present only 
20% of patients are diagnosed, with no evidence of 
microscopic nodal metastases. 
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A 63 -year-old woman has had a cholecystectomy for 
gallstones. The pathology report shows the presence of 
an adenomatous polyp 1.5 cm in diameter with areas of 
early carcinomatous change. 

What would be the most appropriate treatment in 
this case? 






Reassurance and observation 

Chemotherapy 

Right hepatic lobectomy 

Wedge resection of the liver 

Irradiation of the liver 
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Reassurance and observation 

Adenomatous polyps of the gall bladder in excess of 1 
cm in diameter are recognised as pre-malignant 
lesions. As the gall bladder has been removed in this 
case and there is no extension of the carcinomatous 
lesions to the exterior wall, further treatment may 
not be required. 



No.: 26 

A 6 5 -year-old man presents with pain in the right loin, 
haematuria, anorexia and weight loss. On examination, 
his blood pressure is 160/100 rnmHg. 

Blood results: 



Hb 


8.9 g/dl 


WCC 


10x1071 


Platelets 


220 x 1071 


MCH 


29 pg 


MCV 


79 fl 


Urea 


3.4mmol/l 


Creatinine 


97 umol/1 


Urate 


0.27mmol/l 
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Renal biopsy followed by nephrectomy and treatment 
with interleukin-2 

This patient most probably has a renal cell 
carcinoma. Treatment is by nephrectomy unless 
bilateral tumours are present or the contralateral 
kidney functions poorly, in which case conservative 
surgery such as partial nephrectomy may be 
indicated. If metastases are present, nephrectomy is 
still the first line of management, since regression of 
metastases has been reported after removal of the 
main tumour mass. Treatment with interleukin-2 and 
a-interferon produces a remission in about 20% of 
cases. Radiotherapy has no proven value. 



An MRI scan reveals a lesion in the upper cortex of the 
right kidney with enlarged para-aortic nodes and 
involvement of the right renal vein. 

What would be the most appropriate management in 
this case? 



Palliative treatment 

Partial nephrectomy followed by chemotherapy 

Radiotherapy 



Renal biopsy followed by nephrectomy and 
treatment with interleukin-2 

Renal biopsy followed by nephrectomy 
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A 70-year-old Asian man who has recently come to the 
UK complains of weight loss, anorexia, pain in the right 
upper abdomen and swelling of the abdomen over the 
past two months. He is a non-smoker and teetotaler. On 
examination an enlarged, tender, irregular liver is 
palpable. Ascites can be demonstrated. 
What is the most likely diagnosis in this case? 






♦ 



Hydatid disease 
Amoebic liver abscess 
Chronic active hepatitis 
Cirrhosis 
Hepatocellular carcinoma 
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Hepatocellular carcinoma 

The clinical features are highly suggestive of 
hepatocellular carcinoma. Amoebic liver abscess 
presents with similar symptoms, but ascites is not a 
feature. Hydatid disease, caused by Echinococcus 
granulosus, usually is asymptomatic except for a dull 
ache and swelling in the right hypochondrium The 
rapid development of weight loss, anorexia and other 
symptoms is more suggestive of hepatocellular 
carcinoma than cirrhosis or chronic active hepatitis. 



No.: 28 

A 50 -year-old non-smoker, just returned from Vietnam, 

is found to have a solitary smooth round shadow on 

chest X-ray during a routine pre-employment medical 

examination. 

What could be the most likely cause in this case? 

a 

♦ 



♦ 



Primary bronchial carcinoma 
Gastric carcinoma 
Renal cell carcinoma 
Pulmonary tuberculosis 
Sarcoidosis 
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Renal cell carcinoma 

The most common metastatic / secondary tumour 
that produces a solitary round shadow on chest X-ray 
is of renal origin. Primary bronchial carcinoma is 
unlikely at this age in a non-smoker. The X-ray 
findings would also differ in that the edges of the 
tumour may have a fluffy or spiked appearance. The 
ipsilateral hilar lymph nodes are invariably involved 
in primary lung cancer. Gastric cancer involves the 
mediastinal glands and spreads along the lymphatics 
of both lungs. Bilateral hilar lymphadenopathy is a 
characteristic finding in sarcoidosis. Patchy or 
nodular shadows in the upper zones, loss of volume 
and fibrosis, with or without cavitation, are features 
of pulmonary tuberculosis. 
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A 45 -year-old woman presents with frequent headaches, 
excessive sweating, reduction in peripheral vision, 
deepening of voice and amenorrhoea. On examination, 
there is mild hirsutism. Visual tests show bitemporal 
hemianopia. Investigations reveal a fasting blood 
glucose of 7.8 mmol/1 and a 2-hour post-prandial value 
of 12.5 mmol/1. Her BP is elevated at 165/99 mmHg. An 
MRI scan shows a 20 mm pituitary adenoma. 
What would be the most appropriate line of 
management in this case? 



♦ 



• 



Cabergoline followed by trans -sphenoidal surgery 

Trans- sphenoidal surgery 

External radiotherapy followed by octreotide 



Somatostatin analogue followed by trans -sphenoidal 
surgery 

Pegvisomant in combination with a somatostatin 
analogue 
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Somatostatin analogue followed by trans -sphenoidal 
surgery 

Somatostatin analogues may be associated with 
tumour shrinkage and resolution of some clinical 
symptoms prior to progression to trans-sphenoidal 
surgery although a large randomised controlled trial 
is ongoing to determine this. Somatostatin analogues 
may however be useful in controlling cardiometabolic 
risk factors prior to surgery. 
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A 60-year-old man presents with dull abdominal pain 

radiating through into the back that is partially relieved 

by sitting forward. He also complains of anorexia and 

weight loss over the last few weeks. 

Which of the following investigations when carried 

out first, would have the best chance of delivering a 

diagnosis? 



• 
♦ 



♦ 



Transabdominal ultrasound 

MRI scan 

Contrast enhanced spiral CT 



Endoscopic retrograde cholangiopancreatography 
(ERCP) 

i'V 

Measurement of CA 19.9 
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wy 1^7 1 

Contrast enhanced spiral CT 

The symptoms are suggestive of pancreatic 
carcinoma localised to the body or tail of the 
pancreas. Bile duct obstruction and jaundice are late 
phenomena in this condition. Transabdominal 
ultrasound is less reliable when the cancer is in the 
body or tail of the pancreas because of overlying 
bowel gas. It has a sensitivity detection of 60%. A CT 
scan with contrast to provide vascular definition, to 
exclude tumour invasion as well as local lymph node 
involvement and distant metastases, is essential prior 
to surgical resection. MRI scanning is useful in a 
small proportion of patients in whom the tumour has 
not been adequately defined. ERCP is usually 
restricted to palliative treatment but may provide a 
source of cytology to confirm the diagnosis when this 
is in question. CA 19.9 has a high sensitivity (80%) 
but also a high false positive rate. 




ANGELS TEAM 




PasTest 2012 .. . MRCP 2 . . . Oncology & Palliative medicine 



No.: 31 

An 1 1 -year- old boy with acute lymphoblastic leukaemia 
is to start chemotherapy. 
Blood tests show: 



Hb 


8.9 g/dl 


WCC 


125 x 10 y /l 


platelets 


75 x 1071 


urea 


5.2mmol/l 


creatinine 


87 Vmol/1 



What is the definitive choice for the management of 
this case? 






Correct anaemia and thrombocytopaenia 

Treat infection 

Administer allopurinol 

Leucopheresis 

Start intravenous fluid therapy 
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Leucopheresis 

If the blast cell count in the peripheral blood is very 
high (> 100 x 10 9 /1) the patient needs leucopheresis to 
prevent sludging of the capillary beds. This can be 
life-saving. Correction of anaemia and 
thrombocytopaenia using packed cells and platelet 
transfusions would also be necessary prior to 
commencement of chemotherapy. Cyclical 
combination chemotherapy comprising vincristine, 
prednisolone, L -asparaginase and doxorubicin forms 
the basis of most treatment regimens. Tumour lysis 
syndrome - a condition where chemotherapy causes a 
rapid necrosis of neoplastic cells that results in 
hypocalcaemia, hyperphosphataemia and 

hyperkalemia. The increased phosphate levels are 
thought to lead to tissue deposition of calcium 
phosphate. This condition is potentially life- 
threatening but can usually be prevented by making 
sure that chemotherapy is not started until the uric 
acid level is normal and by diuresis established with 
intravenous fluids, or now with the use of 
rasburicase. 






No.: 32 

A 57-year-old woman is found to have a WCC of 25 x 
10 9 /1 (44% lymphocytes) during a routine screening at a 
menopausal clinic. Her Hb is 12.5 g/dl and platelets 170 
x 10 9 /1. There is no lymphadenopathy or splenomegaly. 
What would be the most appropriate management in 
this case? 






♦ 



Start chlorambucil 

Use fludarabine as first line of treatment 
Commence a-interferon treatment 
Allogeneic bone marrow transplant 
Wait and watch 
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Wait and watch 

This lady most probably has chronic lymphocytic 
leukaemia (CLL). The disease may be asymptomatic 
and stable for many years. There is no advantage in 
starting treatment before there is a clinical indication 
such as anaemia, recurrent infections, bleeding, 
lymphadenopathy or increasing splenomegaly. Her 
current stage according to the Rai or the Binet 
staging systems for CLL is '0' or 'A' respectively, 
with a low risk. The median survival rate even 
without any treatment is more than 10 years. 
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A 75-year-old man complains of headaches, visual 
disturbances and repeated episodes of epistaxis over the 
past few months. He feels unwell and has lost weight. 
On examination, the cervical lymph nodes are enlarged. 

Blood tests: 



Hb 


llg/dl 


WCC 


6xl0 9 /l 


platelets 


130x1071 


ESR 


25mm/lsthr 


Bone marrow aspirate shows infiltration with 
lymphoplasmacytoid cells 



What is the most likely diagnosis? 



♦ 



♦ 






Multiple myeloma 
Waldenstrom's macroglobulinaemia 
Non-Hodgkin's lymphoma 
Chronic lymphocytic leukaemia 
Chronic myeloid leukaemia 
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Waldenstrom's macroglobulinaemia 

Waldenstrom's macroglobulinaemia is a type of 
lymphoplasmacytoid lymphoma. Patients tend to be 
older men and present with peripheral lymph node 
enlargement and symptoms that are due to bone 
marrow infiltration. The illness is associated with a 
paraprotein (IgM) that is responsible for symptoms 
of hyperviscosity. Clinical features include symptoms 
of hyperviscosity (headaches, visual disturbance), 
general malaise, weight loss, lymphadenopathy, 
anaemia and bleeding tendencies. The blood count 
usually shows a normal or low haemoglobin, white 
cell and platelet counts. ESR is raised. The blood film 
shows a rouleaux formation. A bone marrow aspirate 
usually shows infiltration with lymphoplasmacytoid 
cells. Protein electrophoresis shows an IgM 
paraprotein (>20g/l). Treatment is usually with 
alkylating agents in elderly patients. Younger 
patients may be started on doxombicm-containing 
regimens. Recurrence is inevitable. In patients in 
whom hyperviscosity is the main problem, regular 
plasmapheresis can be helpful. 
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A 70 -year-old man complains of increasing delay and 

difficulty in passing urine. There is no history of pain or 

discolouration of the urine. A rectal examination reveals 

an enlarged, irregular prostate gland. A provisional 

diagnosis of prostatic cancer is made. 

Which of the following investigations would be most 

useful in the staging the size and local spread of 

the prostatic cancer in this patient? 

• 

Serum prostate-specific antigen levels 

Prostatic biopsy 

Bone scan 

Transrectal ultrasonography 

Excretion urography 
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Transrectal ultrasonography 

Transrectal ultrasonography is of value in defining 
the size of the gland and staging any tumour present 
with respect to size relative to the prostate gland and 
any local extension. Serum prostate-specific antigen 
levels are a useful method of screening for prostatic 
cancer. Histological grading is not essential for 
tumour staging in this condition. Bone scan may be 
useful in detenuining metastatic spread. 
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A 60-year-old smoker presents with cough, chest pain, 
dyspnoea and haemoptysis. A chest X-ray shows round 
shadows in the right intermediate lobe of the lung with 
ip si lateral hilar node involvement. A biopsy reveals 
small cell carcinoma. 
What is the most appropriate treatment in this case? 



• 






Surgical resection 
Combination chemotherapy 
External irradiation 
Tracheobronchial stenting 
Endobronchial irradiation (brachytherapy) 
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Combination chemotherapy 

In small cell lung cancer the disease has almost 
always disseminated by the time of diagnosis and 
surgery is thus inappropriate. Compared to non- 
small cell lung cancer, this tumour is very 
chemosensitive and approximately 75% of patients 
will respond to combination chemotherapy (eg 
etoposide and cisplatin). Single or combination 
chemotherapy has resulted in a five-fold increase in 
median survival, even in extensive disease, from 2 to 
10 months. A small proportion of small cell lung 
cancer patients with limited disease will be cured. 
Endobronchial irradiation and tracheobronchial 
stents are used in the palliation of inoperable lung 
cancer for selected patients, with tracheobronchial 
narrowing from intraluminal tumour or extrinsic 
compression causing disabling breathlessness, 
intractable cough and complications, including 
infection, haemoptysis and respiratory failure. 
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i 



A 65-year-old female smoker presents with a 1 -month 
history of generalised abdominal pain, abdominal 
distension and constipation. She has been feeling very 
tired for several months and in addition has lost 2kg in 
weight over this time period but feels that her abdomen 
has got larger. On examination she has a distended 
abdomen with shifting dullness. There are no palpable 
masses or evidence of organomegaly. 

Which malignant cause is most likely to explain her 
presentation? 

Gastric carcinoma 

Medulloblastoma 






Small-cell carcinoma of the lung 
Ovarian cancer 
Retroperitoneal lymphoma 



Ovarian cancer 



Ascites can occur in gastric carcinoma. Patients 
usually present with anorexia, weight loss and 
abdominal pain. Medulloblastomas do not affect 
endocrine function or cause a significant increase in 
abdominal girth. Small-cell lung carcinoma can 
produce the syndrome of inappropriate antidiuretic 
hormone secretion but again is not usually associated 
with ascites. Retroperitoneal lymphoma rarely 
presents with ascites. More commonly, patients 
complain of fever, night sweats and abdominal pain 
Ovarian cancer often presents with constipation, 
increasing abdominal girth due to ascites but with 
loss of fat and muscle mass elsewhere. Unfortunately 
patients often present with late -stage disease, and as 
such five-year survival is very poor. 
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A 26 -year-old woman is found to have 'moderate 
dyskaryosis' on a routine cervical smear examination. 
What should be recommended as follow-up of this 
result? 

Repeat smear to confirm result 

Repeat smear in 4-6 months 

Colposcopy 

Cone biopsy 

Reassure and review in 3 years 



•A 
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Colposcopy 

Under the present UK Department of Health 
guidelines, women are sent their first invitation for 
routine screening at the age of 25 years. They are 
then invited for screening every three years until the 
age of 49 years. From the age of 50 to 64 they are 
invited for screening every five years. Women who 
have had treatment for abnormal cells on the cervix 
may need to have a screening test more often. After 
the age of 65 years women do not need to have 
cervical screening unless they have had recent 
cervical changes, or for some reason they have not 
had a screening test since the age of 50 years. 
Dyskaryosis or dysplasia refers to the precancerous 
change in cells. There are four types: 

•borderline 
•mild 
•moderate 
•severe 

A smear result may also refer to CIN (cervical 
intraepithelial neoplasia) 1, CIN 2, or CIN 3 instead 
of mild, moderate or severe. This classification is not 
strictly accurate as CIN can only really be diagnosed 
with a biopsy and relate to the thickness of the skin 
covering the cervix that is affected. 
If the result shows mild cell changes or CIN 1 then a 
repeat smear is usually performed in 6 months. 
Sometimes these slightly abnormal cells can go back 
to normal by themselves. If the next smear is 
abnormal, then referral is made for colposcopy. The 
NHS guidelines say that you should have three 
negative 6-monthly smears, one after the other, 
before it is safe for you to go back to regular 
screening. 

Women with smears showing moderate or severe 
precancerous changes will be referred for colposcopy 
as they have a significant risk of proceeding to 
cervical cancer if left untreated. 
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A 6 5 -year-old female has recently been diagnosed with 
invasive ductal carcinoma of the right breast. At 
operation one often lymph nodes were found to be 
involved. The rest of her metastatic screen was negative. 
A decision is made to treat with tamoxifen for 5 years. 
Which of the following side-effects are recognised 
complications of long-term tamoxifen treatment? 






It usually causes osteoporosis 

It may increase her risk of heart disease 

It may cause blood clots 

It may reduce the risk of endometrial cancer 

It often causes weight loss 



•A 
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It may cause blood clots 

Tamoxifen is a partial estrogen agonist/antagonist. It 
confers a survival advantage of up to 4 years in 
postmenopausal women and so is given usually for 5 
years after diagnosis. The weak estrogen-like 
properties account for a slight decrease in the level of 
cholesterol in postmenopausal women, increased 
bone density and an increased risk of uterine cancer. 
Patients are also more at risk of thromboembolic 
disease. 
Other common side-effects of tamoxifen include: 

• hot flushes 

• indigestion or feeling sick 

• sweats 

• vaginal dryness 

• vaginal discharge 

• weight gain (often caused by retaining fluid in the 
body). 

Given the side-effect profile of tamoxifen, alternatives 
are being considered for use in early and advanced 
breast cancer. Third-generation aroma tase 
inhibitors, letrozole, anastrozole, and exemestane, are 
currently being evaluated as adjuvant therapy of 
early breast cancer instead of tamoxifen. Three 
treatment strategies are under investigation: 
replacement of tamoxifen as adjuvant therapy for 5 
years (early adjuvant therapy); sequencing of 
tamoxifen before or after an aromatase inhibitor 
during the first 5 years (early sequential adjuvant 
therapy); or following 5 years of tamoxifen (extended 
adjuvant therapy). 

Results of the first early adjuvant trial 
(Arimidex((R)), Tamoxifen Alone or in Combination 
(ATAC) demonstrated that anastrozole was 
significantly more effective than tamoxifen in 
reducing the risk of disease recurrence. A number of 
trials further are ongoing. 
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A 30 -year-old gentleman presents with a 3 -month 
history of diarrhoea. On examination he is found to have 
a blood pressure of 180/100 mmHg. A firm, enlarged 
thyroid is also noted. 
Some blood results are shown below: 



Haemoglobin (Hb) 


11 g/dl 


White cell count (WCC) 


4.0 g/dl 


Platelets 


450x1071 


Na + 


135 mmol/1 


K + 


3.5 mmol/1 


Urea 


5.5 mmol/1 


Creatinine 


80 mmol/1 


Corrected calcium 


2.72 mmol/1 



What is a possible unifying diagnosis? 

Carcinoid syndrome 






♦ 



Multiple endocrine neoplasia (MEN) 1 

MEN 2a 

Phaeochromocytoma 

Vasoactive intestinal peptide (VlP)oma 
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MEN 2a 



MEN syndromes are categorised into MEN type 1 

and MEN type 2. 



MEN 1 affects the parathyroid glands, the pancreatic 
islets and the anterior pituitary. Associated tumours 
include lipomas, angiofibromas, or those located in 
the adrenal gland cortex. 

MEN 2A is defined by medullary thyroid carcinoma 
(MTC), which causes diarrhoea, pheochromocytoma, 
which causes hypertension, and hyperparathyroidism 
caused by parathyroid gland hyperplasia, which 
causes hypercalcaemia. 

MEN 2B is defined by medullary thyroid tumour and 
pheochromocytoma. Associated abnormalities 
include mucosal neuromas, medullated corneal nerve 
fibres, and marfanoid habitus. 

Carcinoid tumours arise from the enterochromaffin 

cells in the intestine and the main bronchi. The 

tumours secrete peptides such as 5- 

hydroxy tryptophan. The carcinoid syndrome is a 

manifestation of advanced disease and is 

characterised by facial flushing, diarrhoea and 

wheezing. 

Phaeochromocytoma is an adrenal tumour known to 
secrete large amounts of catecholamines. It is 
associated with a variety of symptoms including 
headache, palpitations, sweating, and anxiety. 
Hypertension, which may be sustained or 
paroxysmal, is believed to be the most consistent 
clinical sign 

VIPomas in adults are neuroendocrine islet cell 
tumours of the pancreas that produce high amounts 
of vasoactive intestinal peptide (VIP). Other secreted 
hormones may include secreted gastrin and 
pancreatic polypeptide. Episodic diarrhoea is often 
the presenting symptom 
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A 50 -year-old gentleman with newly diagnosed Duke C 
colorectal carcinoma received his first cycle of adjuvant 
5-fluorouracil (bolus and infusion) and folinic acid 
(bolus) chemotherapy five days ago. He is brought into 
the emergency department with new onset florid 
diarrhoea and severe oral mucositis. He is clinically 
dehydrated and drowsy. 

Which of the following is the most likely explanation 
for his presentation? 






The dose of 5-fluorouracil was too high 
The dose of folinic acid was too low 



Genetic susceptibility to toxicity from 5-fluorouracil 
due to a deficiency of the catabolising enzyme 

Genetic susceptibility to toxicity from 5 fluorouracil 
due to an excess of the anabolising enzyme 

Too rapid administration of 5 -fluorouracil bolus 
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Genetic susceptibility to toxicity from 5-fluorouracil due 
to a deficiency of the catabolising enzyme 

5-Fluorouracil (5-FU) is an antimetabolite with a 
broad spectrum of antineoplastic activity. Its most 
common toxicities are diarrhoea, mucositis and 
myelosuppression. Cardiac toxicities are observed in 
approximately 1% of patients. In combination with 
leucovorin (LV), 5-FU-based chemotherapy is the 
standard recommended regimen in patients with 
metastatic colorectal cancer. 

5-FU is a fluorine-substituted analogue of uracil. It 
must be metabolically activated to 5-fluoro- 
2 f deoxyuridine-5-monophosphate (F-dUMP). 

Cytotoxicity is primarily due to the inhibition of DNA 
synthesis by FdUMP blocking thymidylate 
synthetase. This enzyme normally transfers a 
methylene group from reduced folic acid to 
deoxyuridylate monophosphate (dUMP) to form 
thymidylate, which is essential for DNA synthesis. 
Dihydropyrimidine dehydrogenase (DPD) is the 
enzyme responsible for the breakdown of 5-FU. A 
pharmacogenetic disorder has been described 
concerning cancer patients with a complete or partial 
deficiency of DPD. In this they sutfer from severe 
toxicity, including death, following the administration 
of 5-FU. It is similar to the picture seen with an 
overdose of 5FU and is recognised in approximately 
3% of patients. 
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A 50 -year-old gentleman, who has smoked heavily in the 
past, presents with a 6-month history of progressive 
generalised weakness and fatigue. He had particularly 
noted difficulty walking upstairs. He also complained of 
a dry mouth and lightheadedness on standing. Symptoms 
were variable throughout the day but typically worse in 
the evening. Examination revealed mild proximal 
weakness in the lower extremities with absent reflexes. 
Nerve conduction studies showed low-amplitude motor 
responses which normalised after a brief 10 s maximal 
isometric contraction, increasing two- to threefold in 
amplitude. 
What is the likely diagnosis? 

Myaesthenia gravis 

Myotonic dystrophy 

Lambert-Eaton syndrome 

Polymyositis 

Subacute motor neuronopathy 
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Lambert-Eaton syndrome 



The primary physiological disorder in the Lambert-Eaton myasthenic 
syndrome (LEMS) is a reduced release of the neurotransmitter 
acetylcholine from the nerve terminals into the synaptic gap. This 
presynaptic disorder is caused by autoantibodies against a membrane 
protein of the nerve cell, the voltage-gated calcium channel (VGCC). 
Patients with LEMS typically present with fatigue and weakness 
predominately affecting proximal muscles, especially of the lower 
extremities, with little or no bulbar or extraocular muscle involvement. 
Autonomic dysfunction, especially xerostomia and impotence, are very 
common. Strength may improve transiently after brief exercise and then 
may wane with continued activity. Reflexes are typically reduced or 
absent, but may improve or normalise transiently after brief strenuous 
muscle activity. LEMS may be difficult to distinguish clinically from 
myasthenia gravis, especially when bulbar involvement is present (see 
Table 1). Diagnosis is confirmed with nerve conduction studies (NCS) and 
seropositivity for P/Q-type VGCC autoantibodies, which are present in 
95% of LEMS patients and in essentially all LEMS patients that have 
cancer. NCS may show reduced compound muscle action potential 
amplitudes that improve two-fold or more after brief (10 s) maximal 
exercise, or with high-frequency (20-50 Hz) repetitive stimulation. Once a 
diagnosis of LEMS is made, a rigorous search for occult malignancy, 
especially small-cell lung cancer, should be undertaken. 
Myasthenia gravis (MG) is an acquired, humoral autoimmune disease. 
Specific acetylcholine receptor autoantibodies (ACHRAB) lead to a 
reduced impulse transmission to the postsynaptic membrane of the 
neuromuscular endplate. It produces fluctuating, fatiguable weakness of 
muscle strength. Symptoms usually worsen later in the day or after 
prolonged use of specific muscles. In contrast with LEMS, most MG 
patients have ocular or bulbar weakness. 

TABLE 1 : Differences between myasthenia gravis and LEMS 





Myasthenia 
gravis 


Lambert-Eaton 
syndrome 


Muscle strength 


Decrease during 
ongoing exercise 


maximum contraction 
delayed 


Ocular muscles 
affected 


Typically 


Rarely 


Autonomic nervous 
system affected 


No 


Anticholinergic 
syndrome 


Tendon reflexes 


Normal 


Reduced with post- 
tetanic facilitation 


Single nerve 
stimulation 


Normal 
amplitude 


Reduced amplitude 


Repetitive 
stimulation 


Decrement at 3- 
Hz stimulation 


Additional increment 
at 20 Hz stimulation 


Acetylcholine 

receptor 

autoantibodies 


Positive 


Negative 


Calcium channel 
autoantibodies 


Negative 


Positive 



A subacute motor neuronopathy is seen occasionally in association with 
Hodgkin's or non-Hodgkin's lymphoma. Patients typically present with 
asymmetric, subacute lower motor neurone weakness (accompanied by 
atrophy, fasciculations, areflexia) affecting predominately the lower limbs 
and sparing bulbar muscles. 

Polymyositis typically presents with insidious weakness, most 
prominently involving shoulder and pelvic girdle muscles. Patients may 
have dysphagia and respiratory weakness. Muscle pain and tenderness 
may be present. 

Myotonic dystrophy is a rare, slowly progressive, hereditary disease 
transmitted as an autosomal dominant trait, characterised by myotonia 
followed by atrophy of the muscles (especially those of the face and neck), 
cataracts, hypogonadism, frontal balding, and cardiac abnormalities. 
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A 5 5 -year-old lady with recurrent breast cancer presents 
with confusion, abdominal pain and constipation. 
Blood results show: 



Na + 


135 mmol/1 


K + 


3.4mmol/l 


Urea 


10.0 mmol/1 


Creatinine 


120 mmol/1 


Corrected 
calcium 


3.5 mmol/1 



What is the most likely cause of her presentation? 






Tumour production of 1,25-dihydroxy vitamin D 
Widespread bony metastatic disease 



Tumour production of parathyroid-related protein 
(PTH-RP) 



• 



Tumour production of parathyroid hormone 
Defect in calcium-sensing receptor 
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Tumour production of parathyroid-related protein (PTH- 
RP) 

In solid tumours, hypercalcaemia is caused by 
parathyroid hormone-related protein (PTHrP), 
which is produced by the tumour. This acts on 
ostoeclasts in bone to increase bone resorption and 
promote calcium release from bone. It also inhibits 
calcium excretion in the distal tubule of the kidney. 
Hypercalcaemia of malignancy is not thought to be a 
product of widespread boney metastases and bone 
destruction. 

The calcium-sensing receptor (CaSR) is a G protein- 
coupled receptor, which allows the parathyroid chief 
cells, the thyroidal C cells, and the ascending limb of 
the loop of Henle (renal tubular epithelial cells) to 
respond to changes in the extracellular calcium 
concentration. Three uncommon human disorders 
are due to abnormalities of the CaSR gene: 

(1) familial benign hypocalciuric hypercalcemia. 

(2) neonatal severe hyperparathyroidism. 

(3) autosomal dominant hypocalcemia with 
hypercalciuria. 
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A 3 5 -year-old patient with locally advanced breast 
cancer presents to the emergency department 2 days after 
her first dose of chemotherapy complaining of 
restlessness and facial twitching. 
Which drug is most likely to be responsible for her 
presentation? 
♦ 






Epirubicin 

Dexamethasone 

Metoclopramide 

Granisetron 

Cyclophosphamide 
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Metoclopramide 

Metoclopramide is a dopamine antagonist anti-emetic 
that acts on the chemoreceptor trigger zone. It also 
increases resting pressure in the lower oesophageal 
sphincter and the gastric fundus, resulting in 
hastened oesophageal clearance, accelerated gastric 
emptying and shortened transit time through the 
small bowel. 

In some patients, metoclopramide may produce 
sedation, drowsiness, galactorrhoea, menstrual 
disorders and extrapyramidal reactions. 

Extrapyramidal symptoms are more frequent at 
higher than recommended doses, but occur with 
therapeutic doses, particularly in children, young 
women and in patients with impaired renal or 
hepatic function. 

Domperidone is a dopamine antagonist with anti- 
emetic properties similar to those of metoclopramide. 
It does not readily cross the blood-brain barrier 
however, and so seldom causes extrapyramidal side- 
effects. Its antiemetic effect may be due to a 
combination of peripheral (gastrokinetic) effects and 
antagonism of central dopamine receptors in the 
chemoreceptor trigger zone in the area outside the 
blood-brain barrier. Other alternative antiemetics 
include cyclizine and the 5HT3 antagonists, such as 
granisetron or ondansetron. 
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A 50 -year-old patient with newly diagnosed colorectal 

cancer has a severe peripheral neuropathy secondary to 

poorly controlled diabetes. 

Which drug should be avoided when planning 

treatment? 



♦ 



5-Fluorouracil 

Irinotecan 

Capecitabine 

Cetuximab 

Oxaliplatin 
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Oxaliplatin 

Chemotherapy and other drug treatments for cancer 
are a common cause of peripheral neuropathy, and 
certain drugs should be avoided in patients with 
known nerve damage. 

Some of the commonly used anticancer drugs that 
can cause a peripheral neuropathy include: 

•carboplatin 

•cisplatin 

•docetaxel 

•high-dose—paclitaxel 

•oxaliplatin 

•thalidomide 

•vinblastine 

•vincristine 

• vinorelbine 
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A 70-year-old African- American gentleman has recently 
been diagnosed with locally advanced prostate cancer. 
Which of the following factors was probably NOT 
associated with increasing his risk of developing the 
disease? 

Family history 



• 



Eating a high-fat diet 

Age 

History of benign prostatic hypertrophy 

Race 
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History of benign prostatic hypertrophy 

Benign prostatic hypertrophy (BPH) has not been 
shown to have a convincing causal relationship with 
prostate cancer. A Mean- Americans represent one of 
the highest risk populations in the world. Having a 
first-degree relative with prostate cancer increases an 
individual's risk by two- to threefold. Age is a strong 
risk factor; 70% of men over the age of 80 years have 
evidence of prostate cancer at autopsy. High fat diets 
may represent one of the factors causing 
geographical variation in prostate cancer risk in the 
world. 
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A 70 -year-old man complained of vague left flank pain 
without any evidence of diarrhoea, nausea, vomiting, or 
weight loss. He was aware of intermittent sweats, 
particularly at night, that improved with eating. An 
ultrasound of his abdomen was technically difficult. 
Computerised tomography (CT) scan of the abdomen 
revealed a 3 cm mass in the tail of the pancreas. Blood 
biochemistry was normal. A fasting blood glucose at 48 
h was 2 mmol/1. A CT-guided needle biopsy of the 
pancreas revealed ill-defined nests of cells separated by 
vascularised stroma, which stained strongly positive for 
chromogranin and synaptophysin. 
What is the diagnosis? 

Vasoactive intestinal peptide (VlP)oma 

Gastrinoma 






S omatostatinoma 

Insulinoma 

Glucagonoma 
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Insulinoma 

The endocrine component of the pancreas is comprised of 
four types of hormone-producing islet cells: glucagon (A 
cells), insulin (B cells), somatostatin (D cells), and 
pancreatic polypeptide. 

Insulinomas are the most common pancreatic endocrine 
tumour. The incidence is about 1 case per 250 000. 
Approximately 50% of islet cell tumours are insulinomas. 
Glucagonomas, somatostatinomas, and pancreatic 
polypeptide-secretin g tumours together comprise an 
additional 5-10% of islet cell tumors. Approximately 40% 
of pancreatic endocrine tumors (PETs) express hormones 
that are not native to the human pancreatic, i.e. gastrin 
and vasoactive intestinal peptide (VIP). 
In the present case, the tumour was an insulinoma. The 
patient experienced low fasting glucose levels on several 
occasions. 

Chromogranin 'A' and synaptophysin are proteins 
expressed by normal and neoplastic neuroendocrine cells 
and are useful markers of neuroendocrine differentiation 
of neoplasms. 

Patients with insulinomas may present with neurological 
or psychiatric disturbances. An important feature is that 
symptoms tend to occur at night or early in the morning. 
The diagnosis is made by demonstrating inappropriately 
high concentrations of both insulin and C-peptide in the 
blood, and a blood glucose level of less than 2-2.2 mmol/1 
together with the clinical picture of a hypoglycaemic 
episode (confusion, altered consciousness, visual 
disturbances, weakness, sweating, tremulousness, and less 
commonly, seizures). Provocative testing with a 48 -h fast 
can be done in a hospital setting. Frequent measurements 
of the blood glucose concentration should be made during 
the fast. Only when a low value is recorded should a 
sample be taken to provide serum for insulin and C- 
peptide assay. 

Patients with a somatostinoma present with diabetes 
mellitus, cholelithiasis, diarrhoea, steatorrhoea, 
hypochlorhydria, anaemia, and weight loss. Mild glucose 
intolerance, a characteristic rash called necrolytic 
erythema migrans, psychiatric disturbances, anaemia, and 
thromboembolic disease with venous thrombosis or 
pulmonary emboli are the salient clinical features in 
patients with a glucagonoma Patients with pancreatic 
polypeptidoma have been reported as having watery 
diarrhoea, chronic duodenal ulcers and multiple endocrine 
tumours. The major presenting abnormality of patients 
with a VIPoma is a large volume of secretory diarrhoea. 
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A 5 5 -year-old gentleman has recently been started on 

Gleevec (Imatinib mesylate) for chronic myelogenous 

leukaemia. 

What does it specifically target? 

The ras gene 

The cell membrane 

All tumour cells 

iV 

The proteosome 

(♦ 

An abnormality identified as Bcr-abl 
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An abnormality identified as Bcr-abl 

In chronic myelogenous leukaemia (CML), a 
chromosomal rearrangement in white blood cells 
fuses two genes together to create an oncogene. This 
produces a damaged tyrosine kinase receptor protein 
BCR-ABL that signals cells to grow and divide even 
when no growth factor is present. Ultimately this 
leads to an overproduction of immature white blood 
cells. Gleevec is a tyrosine kinase inhibitor. It binds to 
the damaged BCR-ABL receptors therefore 
inhibiting tumour growth. 

Gastrointestinal stromal tumours (GISTs), have also 
demonstrated remarkable sensitivity to Imatinib. A 
key factor in the growth and survival of cancerous 
GIST cells is the uncontrolled activation of a 
signalling enzyme known as KIT, a receptor tyrosine 
kinase, which becomes locked in an activated state. 
The abnormal signalling from the overactive KIT 
enzyme causes GIST cells to survive and proliferate 
uncontrollably. Gleevec inhibits the kinase enzyme 
activity of KIT and has been proven in several 
clinical trials to be effective. 
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A 5 5 -year-old male smoker presents with a one month 

history of progressive dysphagia to solids and weight 

loss. Endoscopy shows a large polypoid, obstructing 

mass in the lower third of the oesophagus. 

What is the likely histology? 

* 

Squamous carcinoma 

Adenocarcinoma 






Leiomyoma 

Metastatic nodule from another site 

Small cell carcinoma 
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Adenocarcinoma 

About half the oesophageal cancers diagnosed are 
squamous cell carcinomas. This type of cancer is 
found mainly in the upper third and middle of the 
oesophagus. The number of adenocarcinomas has 
increased in the last 20 years. They now make up half 
of all oesophageal cancers diagnosed. 
Adenocarcinomas are found mainly in the lower 
third of the oesophagus. This is the type of cancer 
that is most associated with acid reflux and Barrett's 
oesophagus. 

The prognosis for oesophageal carcinoma varies 
depending on the stage at presentation, but is 
generally poor. The overall 5-year survival rate for 
resectable tumours ranges from 10-25%. The 
prognosis for more advanced tumours is much worse. 
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A 5 5 -year-old builder presents with a 3 -week history of 
progressive shortness of breath, dry cough and right 
pleuritic chest pain. A chest X-ray shows bilateral 
pleural plaques, a right- sided pleural effusion and 
associated irregular thickening of the pleura. Pleural 
biopsies confirmed a diagnosis of mesothelioma. 
Besides asbestos exposure, what other factor is 
thought to contribute most significantly to the 
aetiology of malignant mesothelioma? 

Significant previous radiation exposure 



♦ 



♦ 



Family history 
Cigarette smoking 
Previous lung operations 
Exposure to fibreglass 
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Significant previous radiation exposure 

There are three types of asbestos: blue, brown and 
white. Blue and brown asbestos, are most commonly 
linked with mesothelioma. Originally, white asbestos 
was not thought to be dangerous, but recent studies 
have now shown that it is also harmful. Mesothelioma 
does not usually develop until 10-60 years after 
exposure to asbestos and for this reason it is often 
difficult to discover the exact cause. Rarely, 
mesothelioma develops in people who have never 
been exposed to asbestos. The other causes of the 
disease are not fully understood, but exposure to 
radiation has also in rare cases been linked to 
mesothelioma. Research has not found any evidence 
that smoking increases a person's risk of developing 
mesothelioma. It is also thought that exposure to 
other building materials such as fibreglass does not 
increase the risk 
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A 50 -year-old male presents with a 4 -week history of 

painless jaundice and weight loss. An ultrasound of the 

abdomen suggests a 2 cm lesion in the head of the 

pancreas. 

Which investigation chosen from the following would 

be most appropriate? 

#-» 

Endoscopic retrograde cholangiopancreatography 
(ERCP) 






♦ 



Computerised tomography (CT) scan 
Endoscopic ultrasound 
Magnetic resonance imaging (MRI) 
Percutaneous transhepatic cholangiography 
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Computerised tomography (CT) scan 

A CT scan is necessary to accurately delinieate the 
location of the tumour within the pancreas and 
determine if it is potentially resectable. Invasive 
upper endoscopy including Endoscopic retrograde 
cholangiopancreatography (ERCP) and endoscopic 
ultrasound should not be performed until CT 
scannning has established the extent of the disease. 
MRCP may be a better procedure where it is 
available. Procedure-related pancreatitis in ERCP 
can make it impossible to accurately stage a patient 
and even obscure the diagnosis, hence it is usually 
only considered after CT. Resection of a pancreatic 
tumour is the only hope of cure. Only 15% tumours 
are deemed resectable. Resectability is assessed by: 



(<4 



• tumour size (<4 i 

• invasion of superior mesenteric artery (SMA) 
no it ill i 



cm) 

or 

vein 



portal vem 

• the presence of ascites, nodal, peritoneal or liver 
metastases. 

Eighty-five per cent of patients are not suitable for 
curative resection Palliation of symptoms can be 
achieved either surgically or endoscopically. There is 
also an increasing interest in the role of palliative 
chemotherapy (e.g. gemcitabine). 
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A 69-year-old patient is being investigated for 
breathlessness, cough and severe weight loss. On the 
medical ward round, their CXR is reviewed and this 
shows hilar lymphadenopathy and multiple peripheral 
lung metastases. 

Which of the following tumours is LEAST likely to be 
the underlying cause of the appearance in the lung? 





Breast 


r» 


Colorectal 


* 


Testis 


♦ 


Brain 


♦ 


Bladder 
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Brain 

All the tumours listed above can metastasize to the 
lung and hence produce the typical CXR picture 
consisting of hilar lymphadenopathy with either 
diffuse multinodular shadows resembling miliary 
disease or multiple large well denned masses(' canon 
balls'). Occasionally, cavitation or calcification may 
also be seen However, most primary brain tumours 
do not metastasize. Some brain tumours derived 
form neural elements do metastasize but in these 
cases intraparenchymal metastases generally 
precedes distant haematogenous spread. 
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A 76 -year-old man presents with lethargy and pain 
affecting the lower back and left femur in particular. He 
is awaiting investigations for anaemia and an upper GI 
endoscopy is planned. 
Investigations reveal: 



Hb 


9.1 g/dl 


Viscosity 


2.4 


Creatinine 


215 umol/1 


Faecal occult bloods 


negative 


PSA 


4 


X-ray left femur 


multiple osteolytic lesions 



Which is the likeliest underlying diagnosis? 

Multiple myeloma 






♦ 



Multiple metastases from unknown carcinoma 
Chronic myleloid leukaemia 
Occult GI malignancy 
Lymphoma 
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Multiple myeloma 

Age-adjusted annual incidence is around 4/100,000 in 
Caucasians, and this is doubled in black populations. 
Incidence increases with age. Bone pain is the 
commonest presenting symptom, present in 70% of 
patients at time of diagnosis. 93% of patients with 
myeloma have more than one bony site involved. 
Other presentations may be with complications as a 
result of hyperviscosity, bleeding due to 
thrombocytopenia or increased susceptibility to 
infections such as pneumococcus, Haemophilus or 
herpes zoster. Radiotherapy is extremely effective for 
bony lesions and is the mainstay of treatment in 
conjunction with corticosteroids for lesions leading to 
spinal cord compression. Commonly used therapeutic 
agents include melphalan and oral corticosteroids. 
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A 



A 30-year-old woman presents with a 2 month history 

of general malaise, joint pains, and bruising. On 

examination she is pale with some petechiae and quite 

marked bruising, there are no other obvious 

abnormalities. 

Blood results are as follows: 



Hb 


10.4 g/dl 
(normocytic) 


Pits 


60 x 10 9 /1 


WCC 


11 xl0 9 /l 


ESR 


55 mm/h 


Autoimmune profile 
(MP) 


Negative 



Which of the following is the most likely diagnosis? 

Idiopathic thrombocytopenic purpura 



* 






Systemic lupus erythematosus 
Felty's syndrome 
Rheumatoid arthritis 
Infectious mononucleosis 
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Idiopathic thrombocytopenic purpura 

ITP is commoner in women with a female 
preponderance of 2.6:1. Peak prevalence in adults 
occurs at age 20-50 years. Haemorrhage represents 
the most serious complication, intracranial 
haemorrhage being the most important. The 
mortality rate from haemorrhage is approximately 
5% in adults. In patients with severe 
thrombocytopenia, predicted 5-year mortality rates 
from bleeding are significantly raised in patients 
older than 60 years. The cause is IgG anti-platelet 
antibodies, which are not tested as part of a standard 
autoimmune profile, hence the negative result shown 
above. Management involves the use of oral 
corticosteroids, with splenectomy an option for 
patients who fail to respond to medical therapy. 
Haemorrhage is the likely cause for the haemoglobin 
seen here. 
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A 59-year-old man presents with epigastric pain 
radiating to his back. He is diagnosed with pancreatic 
carcinoma and receives an aggressive regime of 
chemotherapy. 

Which of the following, when measured serially, may 
be indicative of recurrence or progressive disease? 





CA-125 


♦ 


CA19-9 


. 


CA15-3 


* 


CEA 


♦ 


P-HCG 
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CA19-9 

CA 19-9 is a tumour marker which is raised in cases 
of gastrointestinal or pancreatic cancer. It may also 
be raised in cases of inflammatory bowel disease. It is 
not recommended by the American Society of 
Clinical Oncology (ASCO) as a diagnostic tool for 
pancreatic carcinoma or as a sole measure of disease 
recurrence, but serial testing in conjunction with 
other tests may be useful. CA-125 is a marker of 
ovarian carcinoma, CA15-3 of breast and lung 
cancers, CEA of a large range of tumours including 
bowel, breast, thyroid and lung cancer. p-HCG is a 
useful marker for testicular and trophoblastic 
tumours. AFP may be used for monitoring of 
hepatocellular carcinoma and germ cell tumours of 
the testes or ovaries. 
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A 5 5 -year-old lawyer presents to the haematology / 
oncology unit, having been recently diagnosed with 
Chronic Lymphocytic Leukaemia after recurrent herpes 
simplex infection, two episodes of pneumonia and 
lymphadenopathy, accompanied by a white count of 62 
xl0 9 /l, with an overwhelming lymphocytosis. You note 
that from the consultant notes he is to be started on 
Fludarabine. 

What must the patient be started on prior to 
treatment commencing? 



♦ 



IV immunoglobulin 

Cefuroxime 

Tazocin 

Tazocin plus gentamicin 

Cotrimoxazole 



No.: 55 

Cotrimoxazole 

Pneumocystis jiroveci opportunistic infection is a well 
recognised side effect of fludarabine therapy. For this 
reason patients are usually required either to take 
daily cotrimoxazole prophylaxis against infection, or 
to have monthly nebulised pentamidine. Fludarabine 
is a very successful therapy for CLL with a response 
rate of over 80% and a 37% complete remission rate. 
The majority of patients diagnosed with CLL have a 
life expectancy of 5-10 years, although some patients 
follow a much more rapid course. 
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Two sisters from a Scandinavian family aged 19 and 22 
years of age present to the cancer genetics clinic for a 
consultation. They are very worried as 3 close female 
relatives have suffered from breast cancer in their 30 s, 
and 6 out of 10 people making up their aunts and cousins 
have suffered from malignant melanomas. 

Which of the following gene mutations or proteins 
may be responsible? 



♦ 



♦ 



TGFBR-1 
P53 
APC 
HER-2 



CDKN2A 



No.: 56 
CDKN2A 

A number of familial clusters of malignant melanoma 
and breast cancer have been described. As early as 
1980, 5 cases from the same family were described 
where ocular melanoma co-existed with carcinoma of 
the breast. Whilst these initial clusters were mainly 
described in German families, most recently a defect 
was identified in Scandinavian families in CDKN2A, 
the gene encoding the pi 6 tumour suppressor gene. 
Ouster cases of breast cancer and ocular melanoma 
have also been identified in families with the BRCA-2 
mutation. 



No.: 57 

A 73 -year-old man who takes finasteride for symptoms 
of prostatism presents to the GP complaining of pain in 
his right femur, left humerus and back. He has a past 
history of hypertension for which he takes amlodipine, 
but nil else of note. 



Investigations 


Hb 


10.3 g/dl 


WCC 


4.5 xl07l 


PLT 


199xl0 9 /l 


Na + 


139 mmol/1 


K + 


4.9 mmol/1 


Cr 


187 umol/1 


Ca 


3.05 mmol/1 


Bone 
scan 


multiple hot spots, including in the 
areas identified as painful 


CXR 


normal 



No.: 57 

Bony metastases 

Bone scans in patients with myeloma typically do not 
show areas of increased uptake. This makes multiple 
metastases the most likely diagnosis, with a prostatic 
carcinoma the most likely origin. Paget' s disease is 
not usually associated with hypercalcaemia. Bony 
metastases in prostatic carcinoma may be lytic or 
sclerotic. Management involves use of IV 
bisphosphonates and local radiotherapy where there 
is a risk of fracture or severe pain. 



Which of the following is the most likely diagnosis? 

Multiple myeloma 






♦ 



Bony metastases 
Hyperparathyroidism 
Hypercalcaemic hypocalciuria 
Paget' s disease 
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A 67-year-old woman with known pancreatic carcinoma 
was suffering from continued severe pain despite up- 
titration of oral morphine. Her GP has heard about 
fentanyl patches and has recommended a switch. 
Unfortunately her relatives misunderstood the advice of 
the palliative care nurse and applied a second patch after 
24hrs. Her relatives called an ambulance as she appeared 
to have deteriorated rapidly. On examination in the 
Emergency department she is unrousable with pinpoint 
pupils and a respiratory rate of 15 breaths/min. Her 
blood pressure is 110/60 mmHg, pulse 66/min and 02 
saturation on air is 95%. 

Which of the following is the most appropriate 
intervention? 



♦ 



Infusion of naloxone 
Switch to fentanyl 72hrly 



Remove the patch and titrate oral morphine as 
required 






Consider intubation 
Switch to s/c diamorphine 



No.: 58 

Remove the patch and titrate oral morphine as required 

It's crucial that patients should be on a stable dose of 
oral morphine prior to transferring to a fentanyl 
patch. Equally, the patches use a 72hr transdermal 
release system, so it's important that the patches are 
only changed every 3 days. Infusion of naloxone 
would be likely to cause significant distress because 
of arousal, confusion and the return of pain. As such 
the optimal management is to observe, and titrate 
oral morphine as required to achieve adequate relief 
of pain. 






fefeil 




ANGELS TEAM 




PasTest 2012 .. . MRCP 2 . . . Oncology & Palliative medicine 



No.: 59 

A 72-year-old woman presents to the clinic with gradual 
weight loss of 3kg without actually trying. On 
examination she looks pale and there is evidence of 
hepatosp 1 enomega ly . 

Investigations; 



Hb 


10.1 g/dl 


WCC 


54.1xl0 9 /l(CD20,CD5 
positive lymphocytes) 


PLT 


160 xl0 9 /l 


Na+ 


139mmol/l 


K+ 


5.3 mmol/1 


Creatinine 


130 lumol/1 


Immunoglobulins 


reduced 



Which of the following is the most appropriate way to 
manage her case? 

Arrange for periodic review 

Start immunoglobulin replacement 

Start fludarabine 

Start rituximab 

Start iron sulphate replacement 






No.: 59 

Arrange for periodic review 

This woman has chronic lymphocytic leukaemia but 
is relatively asymptomatic at the current time. As 
such the recommendation is merely to arrange for 
periodic follow up. Indications to begin 
chemotherapy include particularly troublesome 
symptoms such as night sweats, fevers or rapid 
weight loss, progressive marrow failure as 
characterised by rapidly worsening anaemia or 
thrombocytopaenia, progressive lymphocytosis as 
characterised by a doubling time of less than 6 
months, and symptomatic splenomegaly (presenting 
with severe pain or anorexia). Fludarabine based 
regimens form the back bone of chemotherapy for 
CLL, immunotherapy with monoclonals targeting 
white cell markers such as CD20 (rituximab), also 
form a valuable addition to treatment options for 
CLL. 



,,j 
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A 54-year-old man is receiving cycles of 5-FU for right 
sided colon cancer. Abdominal CT did not indicate liver 
metastases and the liver looked normal at the time of 
hemicolectomy. He comes to clinic 3 weeks after his 
chemotherapy and feels relatively well, but his blood 
tests are shown below. 



Hb 


10.2 g/dl 


WCC 


2.9 xl07l 


PLT 


72x1071 


PT 


17.1s 


Fibrinogen 


raised 


Na + 


141 mmol/1 


r 


5.2mmol/l 


Creatinine 


130 umol/1 


ALT 


55U/1 



Which of the following is the most appropriate 
management plan? 

Arrange for him to receive GCSF 

Arrange a platelet transfusion 

Admit him for barrier nursing 



days 



Ask him to return for repeat blood testing in a few 



Arrange a 2 unit blood transfusion for him 



No.: 60 

Ask him to return for repeat blood testing in a few days 

The peak changes in white blood cell count and 
platelets are seen around 14 days after completion of 
a course of 5-FU. A white cell count of less than 2 
necessitates protective barrier nursing, and when the 
platelet count falls below 100, a dose adjustment is 
usually considered for future courses. There appears 
to be no indication of active bleeding in this case, and 
as such observation with repeat blood testing seems 
the appropriate course for management. 



-j 






<d 



No.: 61 

A 52-year-old man with known bronchial carcinoma and 
a solitary brain metastasis presents 1 1 days after cranial 
radiotherapy with excessive drowsiness, clumsiness, 
mental slowness and lethargy. On examination he looks 
thin and tired. His BP is 142/71 mmHg and there is no 
papilledema. No focal neurology is identified. 

Which of the following is the most likely cause? 

Worsening anaemia 






Further cerebral metastases 

Post cranial irradiation somnolence syndrome 

Cerebral oedema 

Post irradiation hypercalacaemia 



No.: 61 

Post cranial irradiation somnolence syndrome 

Post cranial irradiation somnolence syndrome (SS) 
was first identified in patients treated with 
radiotherapy for scalp ringworm infection. It is 
characterised by excessive somnolence, lethargy and 
clumsiness and tends to occur around 11-21 or 31-35 
days after high dose cranial radiotherapy. No focal 
cause is identified and it is postulated that the 
condition may occur due to post irradiation 
demyelination. No specific therapy is required, some 
case reports suggest that corticosteroids may be of 
use but the evidence is not firmly established. There 
is no focal neurology to suggest his symptoms are 
related to cerebral oedema or worsening metastases. 
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A 32-year-old woman is admitted under the palliative 
care team with severe pain going down her left leg. She 
has advanced ovarian carcinoma and is only expected to 
live for a few weeks more. On examination she has 
constant pain in the left posterior thigh and calf radiating 
down to the great toe. She is currently taking 
paracetamol and morphine. 

Investigations; 



Hb 


10.4 g/dl 


WCC 


9.1x1071 


PLT 


256 xl07l 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


195 umo /l 


MRI 


tumour invasion of the left foramen 
of SI 



Which of the following is the most appropriate way to 
manage her pain? 






♦ 



Increase her morphine 

Oral diclofenac 

Surgical decompression 

TENS 

SI bupivacaine block 



•A 



No.: 62 

S 1 bupivacaine block 

Palliative care physicians have considerable success 
in relieving pain with bupivacaine infiltration of a 
single nerve root. Increasing her morphine is likely to 
increase her level of drowsiness and affect her 
functioning without necessarily completely relieving 
her pain. TENS is also likely to provide partial relief 
and can only be used intermittently. Given her very 
short term prognosis, surgical decompression would 
not be appropriate. For an SI block a catheter is 
inserted under x-ray guidance towards the inferior 
lip of the SI foramen and tunnelled subcutaneously 
to the hip, allowing easy access and reducing any 
chance of infection. 



"'J, 



ib 




ANGELS TEAM 




PasTest 2012 .. . MRCP 2 . . . Oncology & Palliative medicine 



No.: 63 

A 49-year-old woman presents to the clinic with PR 
bleeding and change in bowel habit. She has been feeling 
increasingly lethargic over the past few months. You 
understand that her father died of colonic carcinoma at 
the age of 58. She has no other significant history of 
note. On examination her BMI is 21, her BP is 142/70 
mmHg. There are no abnormal external findings and her 
abdomen is soft and non-tender. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


8.1xl0 y /l 


PLT 


201x1071 


ESR 


45 mm/hr 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


100 umol/1 


Flexible 
colonoscopy 


sigmoid carcinoma 


CT abdomen 


annular sigmoid carcinoma with 
2x1 cm liver metastases in the 
right lobe 



Which of the following is the most appropriate 
management? 

Surgical resection of the primary cancer and liver 
metastases 






Radiotherapy 

Chemotherapy 

Combined chemo- and radiotherapy 

Surgery only for primary tumour 



No.: 63 

Surgical resection of the primary cancer and liver 
metastases 

Given this woman's young age and lack of significant 
co-morbidities, attempting curative surgical resection 
of both the primary tumour and isolated right lobe 
liver metastases would seem appropriate. A 
multivariate analysis of 1001 patients identified size 
>5cm, presence of more than 1 tumour, primary 
lymph node positivity and markedly elevated CEA as 
factors associated with poor outcome. Cryotherapy 
or radiofrequency ablation may be options for 
patients unfit to undergo limited hepatic resection. 
Given the position of her primary tumour, resection 
of the primary lesion is required irrespective of 
action taken with respect to the liver metastases, as 
she will obstruct within a relatively short time. 



-j 
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A 67-year-old woman comes to the clinic complaining of 
weakness and lethargy with generalized bony aches and 
pains over the past few months. She saw the GP some 3 
months earlier because of an episode of pneumococcal 
pneumonia. On examination she looks pale and tired. 
Her BP is 135/80 mmHg, pulse is 70/min and regular. 
There are no specific findings on cardiovascular, 
respiratory and abdominal examinations. 

Investigations; 



Hb 


10.1 g/dl 


WCC 


9.9 xl07l 


PLT 


102x1071 ! 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


182umol/l 


Albumin 


23g/l | 


Immunoglobulin 
electrophoresis 


IgG paraprotein 
band 


24hr urinary protein 


3.2g 


Bone marrow 


30% plasma cells 



Which of the following is the most useful test with 
respect to establishing prognosis? 

Beta-2 microglobulin 



♦ 






CRP 

Albumin 

Platelets 



No.: 64 

Beta-2 microglobulin 

Beta-2 microglobulin is a very useful surrogate 
marker for the overall myeloma disease burden. 
Additionally, levels of beta-2 microglobulin are 
elevated in chronic renal failure; hence measurement 
provides a useful integrated measure of the degree of 
renal dysfunction and myeloma burden. CRP is an 
indirect measure of IL-6 and is another useful 
measure of disease activity. Hb, albumin and platelets 
may all be reduced in extensive disease, but they are 
less specific than beta-2 microglobulin as a marker of 
prognosis. 
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A 3 5 -year-old patient who underwent orchidoplexy 
surgery as a child comes to the clinic for review with an 
abnormal chest x-ray. He presented to the GP with a 
chronic cough occasionally productive of blood stained 
sputum and some shortness of breath. The chest x-ray 
report came back as suggesting the presence of multiple 
metastases. On examination you wonder if the left testis 
is larger than the right, but it does not appear to be 
painful. 

Investigations; 



Hb 


11.5 g/dl 


WCC 


7.9 xl0 9 /l 


PLT 


201 xl07l 


Na + 


139mmol/l 


r 


4.4 mmol/1 


Creatinine 


130 umol/1 



Which of the following is the most appropriate next 
investigation? 

p-HCG 

LDH 



* 



♦ 



AFP 

Testicular ultrasound 

CT thorax 



•A 



No.: 65 

Testicular ultrasound 

Cryptorchidism is associated with a greatly increased 
risk of seminoma (10-40 times), although surgery in 
many cases permits earlier detection of the tumour. 
Around 75% of patients present with localised 
disease, 15% regional lymph node involvement, and 
around 10% with distant metastases. 0-HCG levels 
are only elevated in around 10% of patients with 
seminomas, although the level of elevation may 
correlate with metastases. AFP is primarily 
associated with yolk sac tumours, and LDH is non- 
specific for testicular tumours. Scrotal 
ultrasonography is therefore the investigation of 
choice, with typical appearances revealing a 
hypoechoic mass with areas of calcification. 
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A 54-year-old man presents with intermittent dysuria, 
some pain on ejaculation, and intermittent problems 
passing urine. He is previously fit and well and has no 
significant past medical history. On examination his BP 
is 135/75 mmHg, general physical examination is 
unremarkable. PR reveals a normal sized prostate which 
is mildly tender and nodular to palpation. 

Investigations; 



Hb 




13.1 g/dl 


WCC 




8.4x1071 


PLT 




201xl0 9 /l 


Na + 




140mmol/l 


K + 




4.5 mmol/1 


Creatinine 




110umol/l 


PSA 




6 ug/1 (<4) 



Which of the following is the most likely diagnosis? 

Prostatic carcinoma 

Benign prostatic hypertrophy 

Acute prostatitis 






Chronic intermittent prostatitis 
Non-specific urethritis 



•A 



No.: 66 

Chronic intermittent prostatitis 

The symptoms seen here are consistent with chronic 
prostatitis with intermittent worsening of symptoms. 
The normal sized prostate on PR makes benign 
prostatic hypertrophy less likely as the diagnosis, and 
the nodularity with mild diffuse tenderness is 
consistent with chronic infection. Mild elevations in 
PSA are also found in chronic prostatitis. A 4 week 
trial of antibiotics is indicated, with a quinolone such 
as ciprofloxacin or ofloxacin, or doxycycline being 
typical choices. Where there are significant 
symptoms of obstruction, an alpha antagonist can be 
added to therapy. 



,,j 



ib 



No.: 67 

A 79-year-old woman who has been using co-proxamol 
to control pain from an inoperable right breast carcinoma 
comes to the clinic. Other medication of note includes 
indapamide for hypertension. On examination her BP is 
140/82 mmHg, she is complaining of right breast pain, 
as the tumour has broken through the skin it is covered 
by a large dressing. 

Which of the following is the most appropriate way to 
manage her pain? 

Add diclofenac to her regime 

Stop the co-proxamol, give her paracetamol with 
titrated oral morphine to control her pain 



No.: 67 

Stop the co-proxamol, give her paracetamol with titrated 
oral morphine to control her pain 

Both the options C and D are inappropriate as it is 
illogical to treat her with two different opiates. 
Changing her to MST without achieving stable pain 
control is also inappropriate as MST cannot be easily 
up-titrated. Most appropriate therefore is to manage 
her with regular paracetamol and titrated oral 
morphine until her pain is controlled. At this point 
she can be successfully swapped to MST. 






Continue the co-proxamol and add oral morphine 
Add tramadol to her regime 
Change her to paracetamol and MST 
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A 71 -year-old patient who has oesophageal carcinoma 
with lung and liver metastases is brought to the 
Emergency room by his family. You examine his notes 
and the oncologist has explained at his last visit that he is 
in the terminal stages of his disease. He has suffered a 
cough productive of purulent and blood stained sputum 
over the past few days and this has now worsened with 
increasing shortness of breath. He has taken to his bed 
for the past 3 days. On examination he looks emaciated, 
he has a respiratory rate of 32/min and is anxious and 
upset, he complains of right sided severe inspiratory 
chest pain. His BP is 100/50 mmHg, pulse 98/min and 
regular and his temperature is 38.2°C. There are 
extensive inspiratory crackles on lung auscultation 
consistent with consolidation, worse on the right than the 
left. 



Investigations; 




Hb 


9.5 g/dl 


WCC 


14.2x1071 


PLT 


195 xl07l 


Na + 


141 mmol/1 


K + 


5.7mmol/l 


Creatinine 


230 Iumol/1 


p0 2 on35%0 2 


7.8 kPa 



Which of the following is the most appropriate 
management step? 

Start BIPAP 

Arrange assessment for ITU admission 

Start him on diazepam 

Start him on IV co-amoxiclav and opiate analgesia 

Give him oral amoxicillin 



No.: 68 

Start him on IV co-amoxiclav and opiate analgesia 

This patient has disseminated carcinoma and 
evidence of a severe pneumonia with renal failure. 
Given his prognosis it is not appropriate for ITU 
admission and it is most appropriate to relieve his 
distress. He is conscious, so oral morphine is an 
option, but if he becomes unable to swallow, then s/c 
diamorphine can be considered, with or without the 
addition of low dose midazolam. 



-j 
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A 62-year-old man presents with increasing shortness of 
breath over the past few months, weight loss and 
anorexia. He also has thoracic back pain. He has no other 
past medical history of note and used to work as a 
shipbuilder. On examination he looks thin, his BMI is 
18. He has supraclavicular and inguinal 
lymphadenopathy. The left side of his chest is dull to 
percussion. 
Investigations; 



Hb 


10.4 g/dl 


WCC 


10.2x1071 


PLT 


192x1071 


Na + 


139mmol/l 


K + 


4.3 mmol/1 


Creatinine 


140lumol/l 


ALT 


185 U/l 


Albumin 


30g/l 


CXR 


Left sided pleural effusion 


Pleural effusion 


undifferentiated 
adenocarcinoma cells 


Thoracic spine 
x-ray 


T7 wedge fracture 



Which of the following is the most appropriate way to 
make sure his vertebral fracture is managed 
appropriately with a view to his other problems? 

MRI spine 



• 



Bone biopsy 
Bone densitometry 
Analgesia and review 
Start calcium and vitamin D 



No.: 69 

Bone biopsy 

Evaluation of a sample of bone may well aid 
diagnosis of the primary carcinoma. MRI scan may 
also be useful from the point of view of deciding on 
any neurological involvement, but wont contribute to 
the underlying diagnosis. Bone densitometry is 
helpful in assessing future risk of fracture if the 
underlying diagnosis is one of osteoporosis, but that 
seems unlikely here. 



mjk 
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A 46 -year-old woman presents to the clinic with 
increasing shortness of breath and a dry non-productive 
cough. She had undergone chemotherapy some nine 
months earlier for non-Hodgkin's lymphoma. Over the 
past few months she has suffered increasing shortness of 
breath. On examination she has inspiratory crackles 
throughout both lung fields. Her BP is normal at 142/78 
mmHg, her pulse 88/min and there is no ankle swelling. 
Her 2 saturation is 94% at rest on air. The remainder of 
her clinical examination is unremarkable. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


5.9xl0 9 /l 


PLT 


193 xl07l 


Na + 


139mmol/l 


K + 


4.6 mmol/1 


Creatinine 


120 lumol/1 


CXR 


fine interstitial shadowing 
throughout both lung fields 



Which of the following is the most likely diagnosis? 

Bleomycin toxicity 
Cisplatin toxicity 






Lymphangitis carcinomatosa 
Pulmonary metastases 
Lapatinib toxicity 



No.: 70 

Bleomycin toxicity 

Bleomycin is used in chemotherapy regimens for 
haematological malignancies and is associated with 
pulmonary fibrosis. In clinical trials interstitial 
pneumonia / pulmonary fibrosis was said to occur in 
around 10% of patients. Lapatinib is used in the 
treatment of advanced breast cancer and is 
associated with left ventricular failure. Osplatin is 
associated with a different toxicity profile, including 
neurotoxicity. 
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A 59-year-old man with a history of chronic cough and 
weight loss presents to the clinic. He has a 50 pack year 
smoking history. A CXR conducted by the GP was 
reported as showing right sided apical lung changes 
consistent with old TB or an underlying malignancy. He 
has a past medical history of hypertension which has 
been managed with combination ramipril and amlodipine 
therapy. On examination he looks thin, his BMI is 18. 
He has right sided supraclavicular lymphadenopathy. 
Investigations; 



Hb 


11.1 g/dl 


WCC 


9.2xl0 9 /l 


PLT 


193xlO y /l 


Na + 


140 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


142 lumol/1 


Plasma 
Viscosity 


2.4 mPa/s (1.50-1.72) 


CT thorax 


apical right lung tumour, with 
evidence of local invasion 



Which of the following neurological signs might you 
expect to find? 

Right radial nerve palsy 

Right median nerve palsy 






Dilated right pupil 



Constricted right pupil which dilates in response to 
atropine 

Constricted right pupil which does not dilate in 
response to atropine 



No.: 71 

Constricted right pupil which does not dilate in response 
to atropine 

This man has a right apical, most likely non-small 
cell lung cancer, which has resulted in the 
development of Pancoast's syndrome. This is 
associated with Horner's syndrome, caused by 
invasion of the lower cervical and first thoracic 
ganglia which leads to pupil constriction, ptosis and 
and enopthalmos. Pain along the distribution of the 
ulnar nerve may also occur. Surgical resection is 
difficult; lesions which are resectable may well also 
require resection of the paravertebral sympathetic 
chain, stellate ganglion, subclavian artery, or even 
sections of vertebrae. The more usual treatment is a 
combination of chemoradiotherapy. 
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A 17-year-old man presents with mild breast tenderness, 
weight loss and anxiety. He is known to have 
Kleinfelter's syndrome and had an undescended testis for 
which he underwent orchidoplexy as a child. He has no 
other past medical history of note. On examination his 
BP is 125/73 mmHg, his BMI is 21, he has 
gynaecomastia and small testes, his left appears more 
swollen than the right, but he tells you this is the one he 
had the operation on. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


6.9 xl07l 


PLT 


203 xl07l 


Na + 


139mmol/l 


K + 


4.4 mmol/1 


Creatinine 


103 Vmol/1 


B-HCG 


9,000 U/l (<5) 


TSH 


<0.05 U/l (<0. 5-4.5) 



Which of the following is the next most appropriate 
investigation? 






♦ 



Ultrasound scan testes 
Thyroid autoantibodies 
Ultrasound thyroid 
MRI pituitary 
CXR 



•A 



No.: 72 

Ultrasound scan testes 

The suspicion here is testicular cancer. Patients with 
a history of hypogonadism / undescended testis have 
a doubling or greater risk of developing testicular 
carcinoma. Due to commonality between HCG and 
TSH, profound rises in B-HCG result in 
hyperthyroidism, hence the symptoms of weight loss 
and anxiety, coupled with the suppressed TSH. 
Ultrasound scan of the testes is the optimal way to 
investigate suspected testicular carcinoma, with MRI 
providing little additional information. Testicular 
biopsy is not recommended, where ultrasound 
scanning is highly suggestive of a carcinoma, and 
other findings correlate, such as raised HCG, 
progression to orchidectomy is the most appropriate 
management. 
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A 19-year-old man presents to the clinic with symptoms 
of lethargy and weight loss. He has a past history of 
orchidopexy for an undescended testis, but nil else of 
note. On examination he looks thin with a BMI of 18 and 
he has gynaecomastia. Testicular examination reveals no 
abnormal masses. 
Investigations; 



Hb 


12.9 g/dl 


WCC 


8.1x1071 


PLT 


201 xl07l 


Na + 


138 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


95 lumol/1 


FSH/LH 


low 


AFP 


normal 


CEA 


normal 


b-HCG 


markedly elevated 


ALT 


130 U/l [ 


Alk Phos 


258 U/l 



Which of the following is the most likely diagnosis? 

Hepatoma 
Seminoma 
Teratoma 



♦ 






•A 



Testicular choriocarcinoma 
Hepatocellular carcinoma 



No.: 73 

Testicular choriocarcinoma 

Pure testicular choriocarcinomas are rare, but they 
are associated with marked elevation in b-HCG in 
the presence of a normal AFP and CEA. The 
abnormal LFTs here suggest that metastases have 
already occurred. It is not unusual for the primary 
tumour to be very small and go undetected on 
testicular examination. Scrotal ultrasound is used to 
support the diagnosis, and staging CTs are of 
significant value. Choriocarcinoma is extremely 
sensitive to cisplatin based chemotherapy, with cure 
rates of up to 80% being achievable, even in 
advanced disease. 
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As a registrar at the Well -Women Clinic, you have just 
received the histology results via phone from the 
pathology department on a fine needle aspiration biopsy 
of a 3 5 -year-old professional woman that indicates that 
she has a carcinoma of the breast. Your consultant is 
away and it is up to you to break the news to the patient 
who will be attending clinic the same afternoon. 
Which of the following is important to adhere to 
when informing the patient of her diagnosis? 

Phone the patient immediately and inform her of the 
bad news 

(? 

During her clinic consultation, ensure that you are in 

a private room 

Ensure that it is only you and the patient in the 
consulting room 

Avoid eye contact 

Reassure the patient by saying : You are 35 years 
old, dont worry about it 



•A 
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During her clinic consultation, ensure that you are in a 
private room 

The way a doctor breaks bad news to a patient leaves 
an indelible mark on the patient -doctor relationship 
and most doctors feel unprepared to deal with the 
emotional demands of such sessions. However, 
informuig a patient that he or she has cancer for the 
first time is made easier for most doctors since hope 
can be offered in the form of treatment options. Most 
of the techniques are derived from common sense: 
talking face-to-face in a private room rather than 
over the telephone, using language that can be 
understood by a layperson, repeating key points, 
listening to and not interrupting the patient, making 
eye contact with the patient, trying to buoy the 
patient with reports of treatment options available 
and the advances in the relevant area of treatment 
and answering all the patient's questions. However it 
is important not to offer the patient too many 
platitudes and not to make any false reassurances. It 
is also helpful to have a relative or a nurse in the 
room with the patient so as to allow them to speak 
with someone after the consultation, especially if they 
were not able to absorb all the facts offered at the 
time. 
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A 70 -year-old man presents to his GP practice 
complaining of a change in the colour of his urine for the 
past 2 weeks so that it is more pink than yellow. This 
change is not associated with any pain and he is not 
experiencing any increased frequency of urination. He is 
otherwise fit and well but does suffer from nocturia 
related to prostatic enlargement. He is non-smoker. He 
has only recently retired from his job as an engineer in a 
paint manufacturing plant. The GP suspects that this 
patient may have an underlying bladder cancer and 
hence initiates appropriate investigations. 
Which of the following is a known risk factor for the 
development of bladder cancer? 






Excessive alcohol consumption 
Exposure to aromatic amines 
Coffee consumption 
Artificial sweetener intake 
Mutation on chromosome 1 lql3 
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Exposure to aromatic amines 

Bladder cancer is a common urological cancer with 
most cases being transitional cell carcinomas. It has a 
male-to-female ratio of 3 : 1 with women generally 
having a worse prognosis than men. The most 
classical presentation is with total, gross, painless 
haematuria. Bladder cancer is associated with a 
number of environmental risk factors, including 
smoking, industrial exposure to aromatic amines, 
prior radiation treatment to the pelvis and exposure 
to a urinary metabolite of cyclophosphamide 
(acrolein). Furthermore, certain genetic mutations 
have also been identified to cause bladder cancer. 
These include mutations on 17pl3.1, the gene coding 
for p53, mutations of which are associated with high- 
grade bladder cancer and 9pl5 and 9pl6, another 
tumour suppressor gene associated with low grade 
and superficial tumours. There is no significant 
correlation between bladder cancer and coffee 
consumption, artificial sweetener intake or aspirin 
ingestion, despite a number of stories in the media 
suggesting a link. 
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A 37-year-old female patient is about to start adjuvant 
high dose steroid therapy as part of her chemotherapeutic 
regimen for treatment of her underlying lymphoid 
malignancy. She is expected to recover. 
In counselling this patient about the side -effects of 
high dose steroid use, which of the following would 
NOT be mentioned? 



• 



♦ 



Osteoporosis 

Cataracts 

Peptic ulceration 

Growth retardation 

Increased susceptibility to infections 
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Growth retardation 

Although steroids are widely used and in some 
circumstances are life- saving, it is important to aim, 
when initiating treatment, to give the lowest dose 
possible for the shortest period of time to minimise 
side-effects. If steroids need to be prescribed on a 
long-term basis, it is imperative to inform the patient 
not only about the side-effects but also about the risks 
of suddenly stopping steroids. Patients should be 
encouraged to carry a steroid card to indicate the 
dose they take and the medical indications for it. 
Common side-effects of long-term steroid use 
include: oral/gastrointestinal candidiasis, indigestion, 
gastric/peptic ulceration, pancreatitis, osteoporosis, 
pathological fractures, depression or psychosis, 
Cushing's syndrome, obesity, cataracts and glaucoma 
and increased susceptibility to infections, particularly 
chickenpox which can be fatal in an adult. Growth 
retardation is a serious side-effect that may occur in 
children. Steroids may cause fetal growth retardation 
and hence the patient should be advised to avoid 
pregnancy. 
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A concerned 29-year-old female attends her GP practice 
complaining of 2 days of painless rectal bleeding. There 
has been no change in her bowel habit. She denies any 
other constitutive symptoms and has no significant travel 
history. She is particularly concerned since her mother 
who is 48 years old has recently been diagnosed with 
cancer of the bowel. On further questioning, it appears 
that her maternal grandfather also died with bowel 
cancer. The GP suspects that there may be an inherited 
tendency towards this disease and is especially 
concerned about familial adenomatous polyposis. 
What physical feature is most commonly found in 
this condition? 

Congenital hypertrophy of the retinal pigment 
epithelium 

Cataracts 

Axillary freckling 

Lipomas 

Preauricular skin tags 
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Congenital hypertrophy of the retinal pigment epithelium 

Familial adenomatous polyposis (FAP) is an 
autosomal dominant condition characterized by the 
presence of hundreds of adenomatous polyps 
throughout the colon. There is a wide phenotypic 
spectrum of FAP with all phenotypes having an 
underlying germ-line mutation in the adenomatous 
polyposis coli gene. The average age of the polyposis 
is 16 years with all patients with this syndrome 
developing colon cancer if left untreated. The average 
age of onset of colorectal cancer is 39 years. Physical 
features associated with this condition include 
congenital hypertrophy of the retinal pigment 
epithelium, dental abnormalities including 
supernumerary teeth and dentigerous cysts, osteomas 
of the skull and mandible, fibromas and epidermoid 
cysts in prepubescent patients. Most patients tend to 
be asymptomatic until they develop cancer but 
regular colonoscopic screening is undertaken in 
affected families to prevent the onset of cancer by 
removing large polyps. 
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A 48-year-old woman presents with a left leg deep 
venous thrombosis. On further questioning there has 
been a history of increasing abdominal distension and 
bloating over the past few months. On examination there 
is evidence of ascites and a left ovarian mass. Ultrasound 
confirms the ovarian mass and raised CA-125 is 
suggestive of ovarian carcinoma. 
Which one of the following factors is most associated 
with increased risk of ovarian carcinoma? 



♦ 






Family history of colonic carcinoma 

Indo- Asian origin 

Late menarche 

Early menopause 

Nulliparity 
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Nulliparity 

Ovarian carcinoma can occur in girls as young as 15 
years, but the commonest age at presentation is 56 
years. It occurs most commonly in Caucasian women 
from industrialised countries. There is an association 
with early menarche, late menopause and nulliparity. 
A history of breast carcinoma and a family history of 
breast and ovarian carcinoma are also associated 
with increased risk, (in this case due to increased risk 
of the BRCA1 mutation). Amongst lifestyle factors a 
high fat diet has been linked in some cohort studies to 
the development of the disease. A steady decrease in 
risk is seen in association with increased parity and 
use of the oral contraceptive pill. 
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A 46 -year-old man presents with a first grand-mal 
seizure while at a Christmas party. On admission he is 
post-ictal and drowsy. His girlfriend reports increasingly 
severe headaches over the past few weeks. The 
following morning he receives a CT scan with contrast 
and he is found to have a primary brain tumour with 
surrounding oedema, which is isodense to surrounding 
brain tissue. Biopsy reveals highly atypical poorly 
differentiated small round cells. 
Given the likely oncological diagnosis, which one of 
the following options represents the typical treatment 
for this condition? 



♦ 



Immunotherapy 

Complete surgical excision 

Surgical debu Iking 

Boron neutron capture therapy 

Cisplatin 
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Surgical debulking 

This patient has glioblastoma multiforme, 
characterised by rapidly growing tumour consisting 
of poorly differentiated small round cells. Patients 
commonly present with rapidly increasing headaches 
or seizures, but may also suffer from focal 
neurological deficits. Treatment involves surgical 
debulking as excision is impossible, radiotherapy and 
chemotherapy with agents such as temozolamide (an 
oral alkylating agent). Be vacizumab and irinotecan 
are currently used in research studies as adjunctive 
chemotherapy agents. Median survival for cases of 
glioblastoma multiforme is 1 year. 



No.: 80 

A 62-year-old man with a 40 pack-year history of 
smoking presents for review with a history of chronic 
cough and weight loss for some time. A recent episode 
of haemoptysis has precipitated his attendance at 
hospital. On examination he is emaciated and there is 
evidence of Horner's syndrome. Serum calcium is 3.4 
mmol/litre. Chest X-ray and bronchoscopy with 
transbronchial biopsies confirm the presence of a stage 
Ilia bronchial neoplasm. His calcium is managed with 
rehydration and pamidronate. 
Which of the following represents the most 
appropriate management for the underlying tumour 
in this patient? 

r. 

Surgical excision of the tumour 

Radiotherapy 

Platinum-based chemotherapy combined with 
radiotherapy 
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Platinum-based 
radiotherapy 



chemotherapy combined with 



The presence of Horner's syndrome suggests 
significant local invasion and that surgical resection 
is likely to be impossible. The presence of raised 
serum calcium suggests the possibility of a squamous 
cell carcinoma, the most likely to produce PTHrp 
(parathyroid hormone related peptide). The most 
pressing acute need is of course to reduce the serum 
calcium and rehydration and IV pamidronate would 
be the main treatments in this case. Platinum-based 
chemotherapy and radiotherapy would be the 
standard care in patients with an irresectable tumour 
of this type, given concurrently, since studies show 
that there is an overall improvement in survival rates 
versus each modality used alone. Cisplatin / 
vinblastine, and cisplatin / etoposide are commonly 
used regimens. 



• 



Neoadjuvant chemotherapy followed by surgery 
Surgical excision followed by chemotherapy 
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A man of 62 years with advancing jaundice is referred 
by his GP. There has been a history of variable alcohol 
consumption and a long spell working in the Far East 
and Africa for an oil company. On examination he has 
features of advanced cirrhosis. Alpha-fetoprotein is 
elevated and hepatic ultrasound is suggestive of a 
hepatocellular carcinoma. 

Which one of the following are most likely to be 
associated with this lesion? 

Dietary exposure to aflatoxin 



♦ 



♦ 



Caffeine exposure 
Low alcohol exposure 
Hepatitis E infection 
Primary sclerosing cholangitis 
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Dietary exposure to aflatoxin 

Conditions associated with increased risk of 
hepatocellular carcinoma include hepatitis B 
infection, hepatitis C infection, haemochromatosis 
and exposure to dietary aflatoxin (found in mouldy 
foodstuffs in Africa and the Far East, results in DNA 
damage and p53 mutations). Rarer associations 
include primary biliary cirrhosis, androgenic 
steroids, oral contraceptives and porphyria cutanea 
tarda. Primary sclerosing cholangitis is usually 
associated with increased risk of cholangiocarcinoma. 
Hepatitis E infection is associated with short lived 
viral hepatitis similar to hepatitis A and is not 
associated with hepatocellular carcinoma. Treatment 
options involve chemical and radiofrequency 
ablation, and embolisation Surgical resection is 
rarely performed, and only around 5% of cases are 
considered suitable for liver transplant. 
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A 67-year-old man presents with increasing fatigue and 
low back pain for the past four months. Blood tests 
reveal a mild normocytic, normochromic anaemia, low 
white cell and platelet counts and a high ESR. Blood 
urea, electrolytes and serum alkaline phosphatase levels 
are normal, liver function testing reveals raised total 
protein, and globulin fraction. An X-ray of the 
lumbosacral spine shows lytic lesions. 
Which of the following investigations would be most 
helpful in confirming the diagnosis? 



♦ 



Serum calcium 
Lymph node biopsy 
Serum albumin 
Bone marrow aspirate 
Bone densitometry 
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Bone marrow aspirate 



Gear criteria have been defined for the diagnosis of 
myeloma and the other causes of paraproteinaemia, 
and bone marrow examination is a crucial in 
confirming the diagnosis. 



MGUS 



► Monoclonal 
protein in serum <30 
g/L 

► Bone marrow 
clonal plasma cells 
<10% and low level of 
plasma cell 
infiltration in a 
trephine biopsy 

► No myeloma- 
related organ or tissue 
impairment 
(including bone 
lesions) or symptoms 

► No evidence of 
other B-cell 
proliferative disorders 
or light-chain 
associated amyloidosis 
or other light- chain, 
heavy-chain or 
immunoglobulin- 
associated tissue 
damage 



Asymptomatic 
myeloma 



► Monoclonal 
protein in serum 
>30 g/L and/or 

► Bone marrow 
clonal plasma 
cells >10% 

► No myeloma- 
related organ or 
tissue 

impairment 
(including bone 
lesions) or 

symptoms 



Symptomatic 
myeloma 



► Monoclonal 
protein in 
serum and/or 
urine 

► Bone 
marrow (clonal) 
plasma cells or 
biopsy proven 
plasmacytoma 

► Any 
myeloma- 
related organ or 
tissue 

impairment 
(including bone 
lesions) 
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A 62-year-old man presents with persistent cough, chest 

pain, confusion, nausea and irritability. Bronchoscopy 

reveals an oat cell carcinoma of the lung. 

Which of the following options is a likely endocrine 

manifestation of this tumour? 

(5* 






Galactorrhoea 
Hirsutism 
Cold intolerance 
Visual field defects 
Depigmentation 
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Hirsutism 

20-30% of cases with bronchial carcinoma are of the 
small (oat) cell type and arise from endocrine 
(Kulchitsky) cells. Syndrome of inappropriate ADH 
secretion (SIADH) and ectopic secretion of ACTH 
are the 2 commonest endocrine paraneoplastic 
manifestations, occurring in 5-10% and 5% of cases 
respectively. Ectopic atrial natriuretic peptide 
secretion can also occur. Features of Cushing's 
syndrome include gynaecomastia, diabetes mellitus 
leading to excessive thirst, and hirsuitism. 
Hypothyroidism - cold intolerance and bradycardia, 
hyperprolactinaemia - visual field defects and 
galactorrhoea, Grave's disease - exophthalmos and 
gastrinoma - recurrent severe duodenal ulceration, 
are not seen in this condition. 
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A 59-year-old alcoholic complains of deep boring 
abdominal pain radiating through into the back. There is 
a history of anorexia and weight loss over the past three 
months. A CT scan shows the presence of a mass 3 cm 
in diameter in the body of the pancreas. CA-19-9 levels 
are elevated, FN A reveals a ductal adenocarcinoma. 
Which of the following is true with regards to his 
disease? 

He is likely to be suitable for Whipple's procedure 

Survival rates are markedly better for males than 
females 






♦ 



The 5 -year survival rate is around 50% 

Tumour cells are likely to contain a K-ras mutation 

His tumour is likely to be insulin secreting 
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Tumour cells are likely to contain a K-ras mutation 

The incidence of pancreatic cancer in the West has 
been estimated at approximately 9 cases per 100 000 
and this has shown no tendency to increase over the 
last 20 years. Approximately 60% of patients with 
this condition are male. The 5-year survival rate is 
less than 5%, with surgical intervention representing 
the only chance of long-term survival. In patients 
who are suitable for surgical resection, adjuvant 
chemotherapy was associated with a 21% 5 year 
survival in the ESPAC study. There is increasing 
evidence that pancreatic ductal adenocarcinoma is a 
result of accumulation of genetic alterations. K-ras is 
the most common mutation found in ductal 
adenocarcinoma cells. Insulinomas are the 
commonest form of endocrine tumours of the 
pancreas, but insulin isnt secreted by exocrine 
tumour cells. Smoking is associated with a twofold 
increase in incidence of pancreatic carcinoma. The 
majority of cases occur in patients over the age of 60. 



No.: 85 






A 3 5 -year-old woman presents with enlarged cervical 

lymph nodes. She is asymptomatic. Blood tests show a 

low-grade anaemia, elevated white cell count and 

thrombocytopaenia. Lymph node biopsy is suggestive of 

a low-grade non-Hodgkin's lymphoma. 

Which of the following statements is true of her 

disease? 

Renal impairment is commonly due to renal 
metastases 

Successful chemotherapy will leave her at increased 
risk of leukaemia 

Bone marrow infiltration is more common in high- 
grade than low-grade lymphomas 

Pancytopaenia is more usual than the low grade 
anaemia seen here 

Radiotherapy is highly effective in most cases 
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Succes sml chemotherapy will leave her at increased risk 
of leukaemia 

Renal impairment in non-Hodgkin's lymphomas 
usually occurs as a consequence of ureteric 
obstruction secondary to intra-abdominal or pelvic 
lymph node enlargement. Low-grade lymphoma is 
predominantly a disease of older people and is more 
likely to lead to bone marrow infiltration. Low grade 
anaemia is a more common presenting feature versus 
pancytopaenia. Chemotherapy is the mainstay of 
treatment, but carries associated risk of leukaemia, 
which peaks around 5 years after original treatment. 
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A 64-year-old chronic smoker with known small cell 
carcinoma of the lung complains of inability to get out of 
bed in the mornings. However, after moving around for a 
few minutes, he is able to regain his strength. Anti 
voltage gated calcium channel antibodies are positive. 
Which one of the following is true of his neurological 
condition? 

The symptoms are caused by spread of malignancy 
to the pericardium 

IV immunoglobulin does not improve muscle 
strength 

It is characterised by improvement in weakness after 
a few minutes of muscular contraction 

It responds to treatment with pyridostigmine 

Muscle reflexes are usually preserved in the initial 
stages 
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It is characterised by improvement in weakness after a 
few minutes of muscular contraction 

Lambert -Eaton myasthenic-myopathic syndrome 
(LEMS) is a rare non-metastatic manifestation of 
small cell carcinoma of the bronchus. Proximal 
muscle weakness with absent reflexes is the 
characteristic finding in this condition Unlike 
classical myasthenia gravis, weakness tends to 
improve after a few minutes of muscular contraction 
and absent reflexes return Antibodies to muscle 
calcium channel components are found in most cases 
(90%). 3,4-diaminopyridine and IV immunoglobulin 
are the mainstays of therapy. LEMS may actually be 
associated with a better prognosis with respect to the 
underlying lung cancer in some cases, because 
neurological symptoms precipitate earlier detection 
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A 3 5 -year-old woman attended for routine follow-up 
following successful treatment for Hodgkin's disease at 
the age of 1 5 years with mantle radiotherapy. She was 
well and had no abnormal findings on examination. Full 
blood count and biochemistry were normal. Routine 
chest X-ray was unremarkable. A breast MRI is 
arranged. 
What other investigation is mandatory? 

Bone marrow aspiration and trephine 

Thyroid function tests 

Computerised tomography (CT) scan of the chest 

Echocardiogram 

Lung function tests 



♦ 
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Thyroid function tests 

Mantle radiotherapy was introduced during the 
1960s for people with Hodgkin's disease whose cancer 
was confined to lymph glands in the chest, neck or 
under the arms. The aim of the treatment was to give 
radiotherapy to all the lymph glands lying above the 
diaphragm. 

Women who were treated with mantle radiotherapy 
appear to be at a greater risk of developing breast 
cancer. If they were treated in childhood, between 1 
in 7 and 1 in 3 women will get breast cancer at some 
point in the 25 years following their Hodgkin's 
lymphoma treatment. If they were treated in their 
20s, between 1 in 7 and 1 in 4 women will get breast 
cancer at some point in the 25 years following 
treatment. 
The individual risk for any woman depends on: 

• age when treated 

• the total dose of radiotherapy administered 

• time since radiotherapy administered 

• current age 

Because of the increased breast cancer risk, the 
Department of Health has arranged for radiotherapy 
centres to contact all women treated under the age of 
35 years for Hodgkin's lymphoma since 1962, to 
ensure they are enrolled on an appropriate screening 
programme. 

Thyroid disease is also common in patients irradiated 
in the mantle portion of the chest. Studies show that 
approximately one-third of patients who received 
radiotherapy between 1961 and 1989 had evidence of 
thyroid disease with an actuarial risk of 52% at 20 
years and 67% at 26 years. Hyperthyroidism is the 
most common problem, and the incidence of Graves 
hyperthyroidism (Graves disease) small but still 7-20 
times more common than in people not receiving 
radiation therapy. Thyroid nodules appeared in a 
small percentage with a very small percentage of 
papillary or follicular cancers forming. The risk of 
thyroid cancer is measured at over 15 times the 
general population 
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An 85-year-old male presents with abdominal distension, 

vomiting and absolute constipation one week after being 

diagnosed with metastatic colorectal cancer. An 

abdominal X-ray shows evidence of small bowel 

distension. 

Which one of the following should be considered for 

the next stages of the patient's management? 

Metoclopr amide 



• 



Granisetron 
Dexamethasone 
Urgent laparotomy 
Urgent chemotherapy 
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Dexamethasone 

Between 10 and 20% of patients with colorectal 
cancer become obstructed. The pathophysiology of 
malignant bowel obstruction is often multifactorial 
and may include: 

• mechanical block from intraluminal or 
extrinsic compression 

• motility/functional block from malignant 
involvement of autonomic nerves or intestinal 
muscle 

• obstruction at multiple sites 

• other factors such as oedema, faecal 
impaction, fibrosis and constipating drugs 

Strangulation or bowel ischaemia is rare in 
malignant bowel obstruction, which makes non- 
surgical management far less hazardous than in other 
forms of bowel obstruction Clinical features are 
variable and depend on whether the obstruction is 
partial or complete, high or low, acute or subacute. 

Surgical intervention is appropriate for 10-30% of 
patients and should be considered if: 

M 

• there is a likely reversible cause, e.g. 
adhesions or single discrete obstruction 

• the patient's general condition and nutritional 
status is good 

• there is an absence of ascites 

• there is no previous failed 
chemotherapy/abdominal radiotherapy 

Given that obstructions can resolve spontaneously, 
with appropriate supportive care , dexamethasone is 
an option, leading to reduction of local oedema, and 
an improvement in feelings of wellbeing. The use of 
prokinetic, e.g. metoclopramide may exacerbate colic 
and vomiting in absolute mechanical obstruction and 
therefore should be avoided. Cyclizine is an effective 
antiemetic in malignant bowel obstruction 
Granisetron is constipating and therefore ideally 
avoided. 

The patient requires stabilising and reassessment 
before consideration is given to the appropriateness 
of chemotherapy. 
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A 3 5 -year-old patient with newly diagnosed stage III 
diffuse large B cell lymphoma is being considered for 
CHOP chemotherapy with additional rituximab. 
What one of the following side effects is most 
commonly seen in association with rituximab 
therapy? 






Myelosuppression 
Hair loss 
Oral muscositis 
Fever and rigors 
Palmar plantar syndrome 
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Fever and rigors 

Rituximab is a monoclonal antibody that targets 
CD20 on the surface of B lymphocytes. 

The most common side effects are: 

• flu-like symptoms - these include a high 
temperature, chills, weakness, muscle aches, 
tiredness, dizziness and headaches during the 
infusion 

• low blood pressure during the infusion 

• nausea and occasional vomiting 

• tumour pain 

• allergic reactions - signs of this include skin 
rashes and itching, a feeling of swelling in the 
tongue or throat, irritation of the nasal 
passages, wheezing, a cough and 
breathlessness 

• facial flushing during the infusion 
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i 



A 45 -year-old female had stage II breast cancer and was 
treated with surgery, adjuvant chemotherapy and 
radiotherapy. The cancer was oestrogen receptor positive 
and progesterone receptor negative. Following the 
radiotherapy she was given tamoxifen. The patient's 
periods had stopped before completion of the 
chemotherapy course and she now complains of 
debilitating hot flushes. 
Which of the following can you recommend? 



G 

♦ 

♦ 



♦ 



Replacement oestrogen therapy 

Megestrol 

Reassurance 

Soy products 

Green tea 
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Megestrol 

Certain chemotherapies can induce a medical 
menopause. Hot flushes can get worse when 
tamoxifen (or other anti-oestrogen therapies) are 
added after chemotherapy. Although these drugs 
don't cause menopause, they can mimic some of the 
symptoms, which may then continue for some time. 
Progesterone in low doses is effective in relieving hot 
flushes. Commonly prescribed drugs include 
megestrol (Megace) medroxyprogesterone (Provera) 
and norethisterone (Primolut N, Utovlan). 
There is some evidence that the antidepressant drugs 
venlafaxine and fluoxetine can be effective for some 
women. They are given in lower doses than when 
they are prescribed for depression and are not 
expected to have antidepressant effects. 
Hormone replacement therapy is not usually offered 
to women who have had breast cancer, as studies 
have suggested that it may increase the risk of breast 
cancer returning. 
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A 22-year-old male student complains of increasing 
shortness of breath, severe backache, weight loss and 
bilateral supraclavicular adenopathy. He has a past 
history of an undescended left testicle. On examination 
there is evidence of bilateral supraclavicular 
lymphadenopathy and a large mass in the left inguinal 
area. A chest X-ray shows multiple coin lesions. 
Abdominal computerised tomography (CT) scan shows 
left- sided paravertebral lymph nodes and a large 
retroperitoneal mass behind the pancreas. A biopsy of 
the inguinal mass is arranged. 
What other diagnostic test would be most helpful? 



• 



Lactate dehydrogenase (LDH) 
Carcinoembryonic antigen (CEA) 
Cancer antigen 19-9 (Ca 19-9) 
Cancer antigen 125 (Ca 125) 
a-fetoprotein (AFP) 
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a-fetoprotein (AFP) 

Testicular cancer primarily affects young men in the 
20 to 44 year old age group, where it is the most 
common cancer. Clinical presentation of testicular 
cancer varies considerably. Among serum tumour 
markers the highest levels of a-fetoprotein (AFP) are 
seen with embryonal cell cancers. Carcinoembryonic 
antigen (CEA) is a non-specific marker used to 
monitor colorectal malignancies. Cancer antigen 19-9 
(Cal9-9) is often raised in pancreatic cancer. Cancer 
antigen 125 (Ca 125) is associated with ovarian and 
peritoneal tumours. Lactate dehydrogenase (LDH) is 
a marker of tumour bulk in solid cancers e.g. 
lymphoma and testicular cancer, and is of prognostic 
significance. 
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A 6 5 -year-old man is urgently referred by his GP to the 
local gastroenterology department with a history of 
dysphagia, postprandial fullness, loss of appetite and 
weight loss. He reports that he has been fit and well until 
a few months ago when his symptoms started and he is 
not taking any medication. He is a non-smoker. On 
examination, he is noted to have lost weight and is 
anaemic. Other positive findings include an enlarged 
palpable stomach with a succussion splash, an enlarged 
liver and an enlarged left supraclavicular node. 
Which of the following investigations is likely to be 
most useful in this patient? 






Histocompatibility antigen (HLA) typing 
Lactate dehydrogenase (LDH) levels 
Helicobacter pylori breath test 
Plain abdominal X-ray 
Oesophago-gastroduodenoscopy 
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Oesophago-gastroduodenoscopy 

Gastric cancer is the second leading cause of cancer- 
related deaths in the world owing to the fact that 
patients often present in an advanced stage of the 
disease. Even those patients who present early and 
undergo curative surgical resection often die of 
disease recurrence. It is slightly more prevalent in 
men than in women and most patients tend to be 
elderly with the median age at diagnosis being 65 
years. Early disease tends to have no associated 
symptoms with the development of physical signs 
being a late manifestation of the disease. The aim of 
investigations is to plan the most suitable treatment 
regimen for the patient. Laboratory investigations 
are essential to determine the patient's physical and 
nutritional status and their suitability for surgery, 
although are non-specific with respect to the 
underlying diagnosis. Amongst imaging studies, an 
oesophago-gastroduodenoscopy is clearly the most 
useful, as the primary method for obtaining a tissue 
diagnosis and a permanent photographic record of 
the lesion and a computed tomography (CT) or MRI 
of the chest, abdomen and pelvis is also of value to 
assess the extent of spread of the disease. Double 
contrast upper gastrointestinal (GI) studies may not 
detect the spread of large tumours to the oesophagus 
and duodenum Although Helicobacter pylori 
infection is implicated as a precursor for gastric 
cancer, no useful information would be gained 
regarding treatment strategies for the patient from a 
Helicobacter pylori breath test. 
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A 60-year-old gentleman complains of progressive 
breathlessness on walking up stairs and weight loss of 1 
stone in the last 6 months. He has had long-standing 
obstructive urinary symptoms. He has experienced some 
vague generalised abdominal pains and denies any 
change in bowel symptoms. He is a non-smoker. 
Blood results show: 



Hb 


8.5 g/1 


MCV 


65 fl 


Ferritin 


15-16 ug/1 


Total Iron Binding 
Capacity (TIBC) 


450 mg/dl (200-400 
mg/dl) 



What most appropriate further investigation/s should 
be done next to make the diagnosis? 

Bone marrow trephine 



• 



Cystoscopy 

Colonscopy and upper gastrointestinal endoscopy 

Barium enema 

Sickle cell screen 
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Colonscopy and upper gastrointestinal endoscopy 

A man of any age with an unexplained iron deficiency 
anaemia and a haemoglobin of 11 g/100 ml or below 
should be urgently referred for a upper 
gastrointestinal (GI) endoscopy and colonoscopy to 
exclude an upper or lower gastrointestinal 
malignancy. The absence of symptoms raises the 
possibility of a right sided colonic tumour. 
Faecal occult blood (FOB) test on stool is a means of 
screening for lower GI malignancies. A false negative 
may be caused by ingestion of large doses of vitamin 
C or by not collecting multiple samples, as many 
conditions only bleed intermittently. False-positive 
results may arise as a consequence of other causes of 
bleeding, other sources of haemoglobin, such as 
eating red meat, or by ingesting substances that will 
react with the test such as fish, turnips, horseradish, 
or oxidising drugs. 

The NHS bowel cancer screening program which 
utilises FOB testing has of course been introduced in 
recent years. 
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A 6 5 -year-old patient was found to have a colonic 
carcinoma invading through the muscular is propria with 
five regional nodes involved. 
With optimal treatment, what is the likely 5-year 
survival for this patient? 



No.: 94 



50% 



♦ 


5% 


♦ 


50% 


• 


70% 


♦ 


80% 


♦ 


90% 



The Dukes staging system is widely employed for 
classifying colorectal cancers and is a useful predictor 
of survival. Tumour grade and depth of penetration 
are also important. Duke A (Stage I) defines a 
tumour confined to the bowel wall (i.e. mucosa and 
submucosa). Duke B (Stage II) invades through the 
muscle wall. Duke C (Stage III) involves lymph 
nodes. After this the patient presents with metastatic 
disease at distant sites (Stage IV). 
Prognosis after resection is related not only to 
regional lymph node involvement but also to the 
number of involved nodes. The prognosis for patients 
with colorectal cancer is more favourable when 
tumour specimens reveal involvement of one to four 
lymph nodes than when they reveal five or more 
involved nodes. According to most recent cancer 
survival statistics, Dukes C, the classification here, 
now has survival rates which approach 50%. 
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A 54-year-old lifelong smoker presents with a 2- week 
history of gradually worsening confusion, abdominal 
pain and constipation. 
Blood results reveal: 



Na + 


130mmol/l 


K + 


4.5 mmol/1 


Urea 


8.0 mmol/1 


Creatinine 


120 mmol/1 


Corrected calcium 


3.20 mmol/1 


Albumin 


28g/l 


Alkaline phosphatase 


100 U/l (20-120 
U/l) 


Parathyroid hormone 
(PTH) 


5 pg/ml (10-65 
pg/ml) 



What is the most likely unifying diagnosis? 



Primary hyper parathyroidism 



♦ 



Parathyroid-related peptide-associated 
paraneoplastic disease 






Hypoparathyroidism 
Secondary hyperparathyroidism 
Tertiary hyperparathyroidism 
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Parathyroid-related peptide-associated paraneoplastic 
disease 

Parathyroid hormone (PTH) is used to differentiate 
between a parathyroid and non-parathyroid problem 
relating to hypercalcaemia. Hypercalcaemia of 
malignancy is most commonly (80%) caused by a 
humoral factor manufactured by the tumour itself. 
Classically, this is the excessive production of PTH- 
related peptide (PTHrP). PTHrP and PTH share the 
same receptor but differ regarding their impact on 
calcium metabolism. PTH stimulates bone resorption 
and formation, whereas PTHrP stimulates only bone 
resorption, with very low osteoblastic activity, and 
thus alkaline phosphatase levels are usually within 
the normal range. The PTH level is classically 
suppressed. 

Patients presenting with malignant hypercalcaemia 
are usually dehydrated, in part because of 
hypercalcaemia and in part because of poor oral 
intake. If associated with solid tumours, the patients 
usually have clinically obvious malignant disease and 
have a poor prognosis (survival is measured in weeks 
or months). 

Humoral hypercalcaemia is most commonly seen 
with squamous cell carcinomas of the lung (as is 
likely in this case), oesophagus, cervix, head and neck 
tumours. In addition it is also seen in association with 
renal, bladder and ovarian cancers. 

Treatment is aimed at reducing the tumour burden 
(chemotherapy or radiotherapy), reducing 
osteoclastic resorption of the bone (bisphosphonates), 
and increasing urinary calcium excretion (diuretics 
with careful attention to fluid balance). 
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A 3 5 -year-old woman is worried because her mother 
developed breast cancer at 45 years old, as did both 
maternal aunts at the age of 39 and 50 years. 
If she is tested for a genetic predisposition, what is 
most likely to be the result? 



♦ 
• 



BRCA1 carrier 

BRCA2 carrier 

Carrier of P53 mutation 

Carrier of an unknown germline mutation 

Carrier of pTEN mutation 
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Carrier of an unknown germline mutation 

The majority of breast cancer is sporadic. Genetic breast 
cancer occurs in women with an alteration in a breast 
cancer susceptibility gene, which has been inherited 
through the germline. Familial breast cancer occurs in 
women with clustering of breast cancer, and includes those 
with both sporadic and genetic breast cancer. 
Some susceptibility genes for breast cancer have been 
identified. These include BRCA1, BRCA2, p53 and pTEN. 
Most genetic susceptibility however is as a consequence of 
as yet undetermined genes or those of low penetrance. 
NICE (the National Institute for Clinical Excellence) 
issued guidelines in 2004 that set out the criteria for a 
family history that suggests increased risk of breast cancer 
and indicates referral to a specialist breast clinic. 

An increased risk of breast cancer is associated with at 
least one of the following in a family: 

1. mother or sister diagnosed with breast cancer 
before the age of 40 years 

2. close relatives from the same side of the family 
diagnosed with breast cancer - at least one must 
be a mother, sister or daughter 

3. three close relatives diagnosed with breast cancer 
at any age 

4. father or brother diagnosed with breast cancer at 
any age 

5. mother or sister with breast cancer in both breasts 
- the first cancer diagnosed before the age of 50 
years 

6. one close relative with ovarian cancer and one 
with breast cancer, diagnosed at any age - at least 
one must be a mother, sister or daughter. 

Other risk factors for developing breast cancer include: 



early NOT late menarche 

late menopause 

Obesity 

nulliparity 

late pregnancy 

benign breast disease 

oral contraceptives 

hormone-replacement therapy 

excess alcohol intake 

elevated insulin -like growth factor 1 
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A 75 -year-old gentleman presents with weight loss and 
polyuria. He has had some vague lower abdominal and 
upper back pain for several months. He has smoked ten 
cigarettes per day all his life and drinks occasionally. He 
has taken tamsulosin 0.4 mg for the last few years for 
obstructive urinary symptoms. On examination he is pale 
and thin. There are fine crackles at both lung bases. 
There is no hepatosplenomegaly or lymph node 
enlargement. 
Blood results show: 



Hb 


llg/dl 


WCC 


3.5 1071 


PLT 


100 1071 j 


Blood film 


Occasional nucleated red blood 
cells and myelocytes 


ESR 


60mm/l st hr 


Na + 


138mmol/l 


K + 


3.6 mmol/1 


Urea 


10.0 mmol/1 


Creatinine 


140 umol/1 ! 


Corrected 
calcium 


3.2 mmol/1 


Phosphate 


1.3 mmol/1 (0.75-1.5 mmol/1) 


ALP 


300 U/l 


Albumin 


35g/l 


Total protein 


60g/l (65-75g/l) 



What best describes the features suggested on the 
blood film? 






♦ 



Rouleaux formation 
Leucoerythroblastic anaemia 
Sideroblastic anaemia 
Smudge cells 
Right shift 
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Leucoerythroblastic anaemia 

The blood film is suggestive of leucoerythroblastic 
anaemia. This is defined when there are immature 
cells (e.g. myelocytes, and nucleated red blood cells) 
seen on the peripheral blood film 
Causes include: 



myelofibrosis 

malignant marrow infiltration 

chronic myeloid leukaemia 

myeloma 

polycythaemia rubra vera 

osteopetrosis 

tuberculous infiltration of the bone marrow 

sarcoidosis 



The blood results also demonstrate a significantly 
raised calcium level Cancer-induced hypercalcaemia, 
associated with bone metastases, arises as a 
consequence of increased bone resorption with 
calcium mobilisation into the extracellular fluid. 
There is an associated rise in alkaline phosphatase 
and reduction in the levels of parathyroid hormone 
(PTH). The blood picture seen therefore fits with 
disseminated carcinoma. 
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A 6 5 -year-old man with known adult onset polycystic 
kidney disease presents with gradual worsening 
shortness of breath and lethargy. A chest X-ray is 
performed that shows multiple coin lesions throughout 
both lung fields. 
Blood results reveal: 



Hb 


11.3g/dl 


WCC 


7.2 10 9 /1 


Platelets 


300 1071 


Urea 


40 mmol/1 


Creatinine 


390 umol/1 



What investigation is the most appropriate next step? 



♦ 



♦ 






Bronchoscopy 
Mediastinoscopy 
Transthoracic lung biopsy 
CT abdomen and thorax 
Sputum cytology 
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CT abdomen and thorax 

This is a case of a renal cell carcinoma with lung 
metastases, a very rare but recognised complication 
of adult-onset polycystic kidney disease (APCKD). 
The patient has inappropriately high haemoglobin in 
relation to the renal impairment. This may be 
because of ectopic erythropoietin production, which 
is a paraneoplastic feature of hypernephroma. In 
addition there may be some haemoconcentration due 
to dehydration perhaps from an associated 
hypercalcaemia. A computed tomography (CT) scan 
will localise a solid renal mass and a bone scan will 
allow further staging of the disease. A transthoracic 
lung biopsy may provide tissue but is risky, and an 
abdominal mass may potentially be more accessible, 
so the CT of the abdomen is very important. It should 
be borne in mind that patients with renal dysfunction 
are susceptible to the nephrotoxic effects of contrast 
medium, but in this case CT is essential for diagnosis. 
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A 3 5 -year-old presents with a two-month history of 
weight loss and headaches. On examination he is noted 
to have a blood pressure of 175/1 10 mmHg and 180/102 
mmHg on two successive readings. 
Blood results show: 



Na + 


145 mmol/1 


K + 


4.1 mmol/1 


Urea 


10.6 mmol/1 


Calcium 


3.1 mmol/1 


Phosphate 


0.4 mmol/1 



What is the likely unifying diagnosis? 

Extra-adrenal phaeochromocytoma 



• 



Small-cell lung cancer 

Multiple endocrine neoplasia (MEN) I 

MENU 

VIPoma (vasoactive intestinal polyp eptide-oma) 
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MENU 

The patient in the case is young, hypertensive and has 
hypercalcaemia. The high calcium level can be 
explained by the presence of parathyroid 
hypertrophy, and the hypertension is secondary to 
the presence of a phaeochromocytoma. Both 
abnormalities may be visualised on ultrasound 
imaging. Clearly the presence of 

hyperparathyroidism will be clarified by raised levels 
on blood testing. 

There are two forms of MEN II, A and B. Patients 
with MEN2A and MEN2B experience two main 
complications, medullary thyroid cancer (MTC) and 
phaeochromocytoma. MEN2A patients have a 
predisposition to hypertrophy of the parathyroid 
glands and subsequent tumour development. MEN2B 
patients show a variety of additional conditions: a 
characteristic facial appearance with swollen lips; 
tumours of the mucous membranes of the eye, mouth, 
tongue, and nasal cavity; enlarged colon; and skeletal 
abnormalities. MEN2A shows no distinct physical 
features and must be identified by measuring 
hormone levels or by finding endocrine tumours. 
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A 6 5 -year-old gentleman who recently gave up smoking 
presents with a dry cough for the last 2 weeks. He denies 
any haemoptysis or fever. He has noticed increased 
breathlessness on exertion and orthopnoea, particularly 
over the last few days. He has lost 8 kg in weight over 
the last 2 months and has recently noticed some 
difficulty in swallowing and a mild headache. 
On examination he is tachypnoeic and hypoxic, and his 
BP is elevated at 160/1 10 mmHg. He has some mild 
facial swelling and periorbital oedema. There is 
bronchial breathing in the right upper quadrant with 
associated expiratory wheeze. 
The admitting doctor has given corticosteroids; 
which is the next most appropriate step in 
management? 






♦ 



Commence intravenous (IV) antibiotics 
Urgent bronchoscopy then radiotherapy 
Urgent surgical debulking 
Urgent radiotherapy before bronchoscopy 
Non- invasive ventilation 
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Urgent bronchoscopy then radiotherapy 

Superior vena caval obstruction (SVCO) is an 
uncommon manifestation of mediastinal masses, but 
it is particularly for small-cell lung cancer. Common 
presenting symptoms include: 

• dyspnoea (most common symptom) and non- 
productive cough 

• swelling of the face, arms, fingers, or neck 
(usually the first sign, often subtle) 

• feeling of fullness of the head 

• difficulty buttoning shirt collars (Stoke 1 s sign) 

• dysphagia and hoarseness 

• chest pain 

Later symptoms that may occur include: 

• life-threatening symptoms of respiratory 
distress, such as orthopnoea 

• headache, visual disturbances, dizziness, and 
syncope 

• lethargy, irritability, and mental status 
changes 

Treatment of SVCO depends on the cause and pace 
of the progression of symptoms. Although SVCO is 
an emergency in the presence of airway compromise, 
where possible it is important to get tissue for a 
histological diagnosis, as some tumours are better 
treated with chemotherapy than radiotherapy. In this 
case, if feasible, a bronchoscopy would probably 
provide tissue for a diagnosis. For most tumours, 
radiotherapy is a good treatment and relieves 
symptoms in 90% of patients within 2 weeks. 
Patients should be sat up and given oxygen to provide 
initial relief. In severe cases high-dose steroids can be 
helpful. For patients with recurrent SVCO, insertion 
of expandable wire stents under radiological 
guidance provides relief in a high proportion of 
patients. 
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An 85-year-old lady with metastatic small-cell lung 
cancer was discharged home on regular oral morphine 
sulphate for pain relief. She had originally found good 
relief from the medication but after several weeks 
required re-admission because her pain was again poorly 
controlled. She had taken her medication as prescribed. 
During admission she developed hospital -acquired 
pneumonia and deteriorated, developing respiratory 
failure and an impaired Glasgow Coma scale. She 
remained in considerable discomfort. 
Which of the following statements is true concerning 
resuscitation? 

Relatives have no legal right to demand 

resuscitation 
*^» 

Where death is expected, the patient and relative 
must be asked for permission not to resuscitate 

If a decision is made not to resuscitate, then 
anything that might prolong life must also be stopped 



♦ 



Decisions about resuscitation cannot change 
Decisions about resuscitation must be unanimous 
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Relatives have no legal right to demand resuscitation 

The futility of cardiopulmonary resuscitation in a 
patient terminally ill with widespread metastatic 
carcinoma is well recognised. Clearly it is important 
to discuss with available family the gravity of the 
situation, in this case to include a frank but sensitive 
discussion about resuscitation orders. Resuscitation 
cannot be demanded by any relative and clearly any 
decision can be changed if the clinical situation 
improves. It should reflect the view of the majority of 
the clinical team. It is, however, important to listen to 
the arguments made for and against a decision by all 
members of the team and the family however. It is 
also important to stress that the team will be 
continuing care with symptom control 
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An HIV-positive patient with a CD4 count of 80 
cells/mm 3 presents with hilar and abdominal 
lymphadenopathy and pulmonary infiltrates, his Hb is 8 
g/dl. Which of the following diagnoses correlates most 
closely with the above presentation? 



♦ 



Cryptococcus 
Pneumocystis jiroveci 
Mycobacterium avium intracellular 
Mycobacterium tuberculosis 
Toxoplasmosis 
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Mycobacterium avium intracellular 

MAI can present with both abdominal and 
pulmonary pathology and with anaemia. Patients 
with a CD4 count below 100 cells/mm 3 should receive 
MAI prophylaxis. {Pneumocystis carinii has recently 
been renamed Pneumocystis jiroveci). 
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A 28-year-old man is admitted with a severe fever, 
(temperature 39.2°C), and flu like symptoms after 
collapsing with a severe headache at the airport, after 
returning from Kenya. He admits to poor compliance 
with his antimalarial therapy and has visited a falciparum 
endemic area. On examination his BP is 100/60 mmHg, 
pulse is 95/min regular. He is drowsy and complains of a 
severe headache. 

Which of the following features on examination or 
investigations would prompt you to suspect severe 
malaria? 



• 



♦ 



Metabolic acidosis 
Temperature of 38 l°C 
Parasitaemia of 1% 
Glucose 10 mmol/1 
Haemoglobin 1 1 g/dl 



•A 



No.: 2 

Metabolic acidosis 

Clinical features of severe malaria 

- impaired consciousness or unrousable coma 

- prostration, i.e. generalized weakness so that the 
patient is unable walk or sit up without assistance 

- failure to feed 

- multiple convulsions - more than two episodes in 24 
h 

- deep breathing, respiratory distress (acidotic 
breathing) 

- circulatory collapse or shock, systolic blood 
pressure < 70 mm Hg in adults and < 50 mm Hg in 
children 

- clinical jaundice plus evidence of other vital organ 
dysfunction 

- haemoglobinuria 

- abnormal spontaneous bleeding 

- pulmonary oedema (radiological) 

Laboratory findings: 

- hypoglycaemia (blood glucose < 2.2 mmol/1 or < 40 
mg/dl) 

- metabolic acidosis (plasma bicarbonate < 15 
mmol/1) 

- severe normocytic anaemia (Hb < 5 g/dl, packed cell 
volume < 15%) 

- haemoglobinuria 

- hyperparasitaemia (> 2%/100 000/ul in low 
intensity transmission areas or > 5% or 250 000/ul in 
areas of high stable malaria transmission intensity) 

- hyperlactataemia (lactate > 5 mmol/1) 

- renal impairment (serum creatinine > 265 umol/1). 
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A 25 -year-old postman is referred by his GP with a 4- 
day history of headache and abdominal pain. He returned 
from a 2- week holiday in Thailand 10 days ago. He 
spent a couple of days in the rural area but was otherwise 
in major cities. He had not gone swimming there. He 
mainly ate restaurant food and drank the local tap water. 
He had intercourse with a prostitute but used protection. 
About 6 days ago he started feeling hot and cold and 
generally weak. He had a gradual-onset headache, which 
was now severe, and central abdominal pain; he last 
opened his bowels 3 days ago and had no appetite. He 
drinks 6 or 7 pints on the weekends. On examination he 
looks flushed and lethargic. There is no rash, axillary or 
neck lymphadenopathy. His temperature is 39.7°C, pulse 
76 bpm and regular, BP 98/60 mmHg and respirations 
16 breaths/min at rest. His neck is supple and there is no 
photophobia. His abdomen is slightly tender in the left 
iliac fossa but there is no rebound tenderness. The 
neurological examination is intact. 
Results of blood tests show: 



Bilirubin 


34 umol/1 


ALT 


154 U/l 


ALP 


221 U/l 


GGT 


264 U/l 


Glucose 


9.7 mmol/1 


Albumin 


34g/l 


CRP 


298 ug/1 


WCC 


6.5 10 9 /1 


Pits 


83 10 y /l 


Hb 


10.7 g/dl 


MCV 


83.2 fl 
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What is the most likely diagnosis? 

Malaria 






Schistosomiasis 
HIV 

Typhoid fever 
Influenza 
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Typhoid fever 

Typhoid fever is contracted from the ingestion of 
Salmonella typhi in contaminated food (usually 
contaminated by faeces or urine). The incubation 
period is 7-14 days and the patient is usually 
asymptomatic or has diarrhoea. The patient then 
develops headache, abdominal pain and usually 
constipation. On examination there is a relative 
bradycardia (Paget f s sign). Rose spots, which are 
present in 25 % of cases, are pathognomonic 
(blanching pink, macular, 2 -3 -mm spots over the 
trunk). Blood cultures are most sensitive during the 
first week but bone marrow culture has a higher 
sensitivity. Faecal culture has a sensitivity of about 
33%, while salmonella serology is neither very 
sensitive nor specific. Fluoroquinolones are the 
antibiotic of choice, although resistance is increasing 
world-wide. 
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A 37-year-old nurse comes to clinic with a 6 -month 
history of increasing breathlessness and general fatigue. 
She returned to the UK 2 weeks ago from an 8 -month 
mission in Zanzibar, mainly spent in rural areas. She 
often swam in the lakes and walked around barefoot. She 
also mentions vague abdominal discomfort for a couple 
of months, which disappeared after taking a tablet 
prescribed by her doctor. She stopped taking the oral 
contraceptive pill 6 months ago when she couldnt get a 
new supply. She smokes 10 cigarettes a day and drinks 
alcohol socially. On examination, she looks pale. Her 
pulse is 80 bpm and regular, respirations 20 breaths/min 
at rest increasing to 28 on walking 40 metres. Her chest 
is clear, abdomen soft but she has some swelling of her 
ankles. A CXR is normal and ECG shows sinus rhythm. 
Results of blood tests show: 



Na 


134 mmol/1 


K 


3.8mmol/l 


bilirubin 


21 umol/1 


ALT 


45U/1 


ALP 


84U/1 


albumin 


32g/l 


WBC 


8.4 1071 


Hb 


8.8 g/dl 


MCV 


72.1ft 


pits 


460 1071 
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What is the most likely diagnosis? 



♦ 



PE 

Schistosomiasis 
Duodenal ulcer 
Left ventricular failure 
Hookworm infection 
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Hookworm infection 

Hookworm infection in humans is caused by infection 
with the helminth nematode parasites Necator 
americanus and Ancylostoma duodenale. Infection 
occurs when the larvae invade exposed skin, eg 
through contact with contaminated soil. Around 740 
million people world-wide are affected, the greatest 
number of case occurring in Asia followed by Sub- 
Saharan Africa. 

The major pathology in humans occurs when the 
adult parasites cause intestinal blood loss. Depending 
on the body stores of iron, a hookworm burden of 40- 
160 is associated with a Hb of < 11 g/dl. During the 
first 9 weeks after infection, ie when the burden of 
hookworms is highest in the small intestine, some 
patients will have an eosinophilia. Otherwise, most 
cases present with a microcytic anaemia. 

Proper sanitation and footwear are important for the 
control of hookworm. The treatment of choice for the 
removal of hookworms from the intestines is a single 
dose of a benzimidazole anthelmintic, either 
albendazole (400 mg) or mebendazole (500 mg). 
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A 29-year-old photographer was admitted to hospital 
with oedema and intermittent paraesthesias of her left 
leg. For the last 3 years she had travelled extensively in 
Africa, and while working in Gabon, 29 months ago, had 
extensive exposure to fresh water. She took mefloquine 
and diethylcarbamazine citrate for prophylaxis. 8 months 
before admission, she discontinued diethylcarbamazine 
citrate because of nausea. Then, 2 months before 
admission she began having painful, muscle cramps, first 
in her legs and later in her abdomen. She noticed her left 
leg was swelling and was intermittently numb and 
tingling. A rash on her lower legs didnt respond to 
various ointments. On examination, the patient looks 
well. Her pulse is 72 bpm, BP 100/70 mmHg and 
respirations 16 breaths/min at rest. Maculopapular 
erythematous, lesions are present on both legs. A non- 
tender liver edge descends 3 cm below the right costal 
margin and the spleen is not felt. There is pitting oedema 
of her left leg to the knee. She has decreased sensation of 
light touch on the left to the knee. Results of blood tests 
show: 



U&E 


normal 


creatine kinase 


85U/1 


ALT 


35U/1 


ALP 


61U/1 


Ca 


2.12mmol/l 


albumin 


42g/l 


CRP 


28 iug/1 


WCC 


16.1 10 9 /1 


lymphocytes 


4.9 1071 


neutrophils 


5.9 1071 


eosinophils 


5.4 1071 


Hb 


13.4 g/dl 


pits 


364 1071 



: 



No organisms were seen on the blood film and no ova 
cysts or parasites seen in a stool sample. Compression 
Doppler U/S L leg showed that the left femoral and 
popliteal veins are patent. 

What is the most likely diagnosis? 



♦ 



♦ 



Schistosomiasis 

Taenia solium 

Malaria 

Loiasis 

Trichinella spiralis 



No.: 5 

Loiasis 

The patient's extensive exposure in Gabon, the 
angioedema with paraesthesias, and the leucocytosis 
with hypereosinophilia makes the most likely 
diagnosis, loiasis. 

Loiasis is a filarial infection caused by Loa Loa. It 
occurs in Western and Central Africa and is 
transmitted by the Chrysops fly. Most infected people 
have a history of prolonged exposure. It causes 
painful Calabar swellings of the limbs. Conjunctival 
spread, which give Loa Loa (eye worm) its name, 
occurs in 10-20% of cases. 

Circulating microfilariae are only rarely detectable. 
Characteristic laboratory abnormalities in loiasis 
include eosinophilia and elevated levels of serum IgE, 
both of which are more pronounced in symptomatic 
patients without detectable microfilariae in the blood. 
Weekly chemoprophylaxis with 300 mg of 
diethylcarbamazine citrate is effective for the 
prevention of loiasis in travellers spending long 
periods in areas where L. Loa is endemic. A 3 -week 
course of diethylcarbamazine citrate is also the 
treatment of choice. However, this treatment is 
associated with various side effects, notably acute 
allergic reactions and itching with more rarely a risk 
of encephalitis. Indeed in the treatment of 
onchocerciasis, diethylcarbamazine is no longer 
recommended due to this type of side effect (often 
being particularly severe in this case); ivermectin is 
rather the choice in onchocerciasis. 
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A 24-year-old intravenous drug user presents to A&E 
with a 2-day history of blurred vision, photophobia and a 
3-hour history of increasing shortness of breath. She has 
been injecting heroin and cocaine for 7 years and has had 
previous admissions with a groin abscess and cellulitis. 
She usually uses clean needles. She smokes 20 roll-ups a 
day and works as a prostitute. She had a negative HIV 
test 6 months ago. Her companion feels that her speech 
has become more slurred since yesterday. On 
examination she is afebrile, seems unwell and slightly 
short of breath. Her pulse is 72 bpm and regular, BP 
96/52 mmHg, respirations 32 breaths/min at rest and 
saturations 95% on room air. There is no 
lymphadenopathy or rash and her neck is supple. She has 
a right groin abscess. Heart sounds are normal and her 
chest is clear. Her liver is felt 2 cm below the right costal 
margin and a 1 cm spleen below the left costal margin. 
She has an ataxic gait, bilateral ptosis and you also elicit 
diplopia. CXR is normal, ECG shows sinus rhythm; 
blood results show: 



Na + 


134mmol/l 


r 


5.1 mmol/1 


Urea 


3.6 mmol/1 


Creatinine 


65 umol/1 


Glucose 


7.8 mmol/1 


Albumin 


32g/l 


CRP 


102 ug/l 


WCC 


9.5 10 9 /1 


Hb 


11.2 g/dl 


MCV 


92 fl 


Pits 


426 1071 
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What is the most likely diagnosis? 

Meningococcal septicaemia 






♦ 



Heroin overdose 
Myasthenia Gravis 
Botulism 
Guillain-Barrl© syndrome 



No.: 6 
Botulism 

Botulism is caused by toxinogenic strains of 
Clostridium botulinum and is usually caught from 
improperly tinned foods, although it can also be 
contracted from meat products and uncooked 
seafoods, and as in this case from injecting abscesses. 

It causes diplopia, blurred vision, photophobia, 
bulbar palsy, ataxia and sudden cardiorespiratory 
failure with no GI symptoms. 

The patient should be intubated early and nursed on 
ITU. Antitoxin needs to be given as quickly as 
possible before the patient has a cardiac arrest. 

Botulism is usually diagnosed via stool culture. 
Alternatively, a blood test to identify the toxin or 
laboratory analysis of suspected food can be used. 

The hepatosplenomegaly seen here is most likely due 
to co-existent chronic viral hepatitis and portal 
hypertension. 
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A 3 3 -year-old Somalian woman with a 1 -month history 
of increasing lethargy and confusion was brought to 
A&E by her husband. He said she had been deteriorating 
gradually and now needed help dressing. Her speech had 
become slurred and had fallen three times in the last 
week. She had complained of generalised headache 
during the last week and also nausea and anorexia. They 
had been in the UK for 4 years. She had no weight loss, 
fever or night sweats and no cough, arthralgia or rash. 
She is a type-2 diabetic and is on a biguanide and also 
takes the oral contraceptive pill. She lived with her 
husband and two children, all of whom were well, in a 
council flat. On examination, she is drowsy and has a 
GCS of 14/15. Her temperature is 38.3°C. There is no 
lymphadenopathy or rash, but her neck is a little stiff. 
Her heart, lung and abdominal examinations are all 
normal. Her cranial nerves are symmetrical but she will 
not permit you to attempt ophthalmoscopy. Her left side 
seems to have increased tone compared to the right and 
seems slightly weaker. CT head (without contrast) shows 
bilateral hypodense lesions in the periventricular regions. 
CSF results obtained at lumbar pu ncture reveal: 



: 



opening pressure 


18mmH 2 


glucose 


4.1 mmol/1 


protein 


0.7 g/1 


WCC 


5/ul | 


Results of 


}lood tests show: 


glucose 


7.8 mmol/1 




albumin 


31 g/1 




ALT 


35U/1 




ALP 


62U/1 




CRP 


101 ug/l 




WCC 


3.4 1071 




Hb 


10.1 g/dl 




pits 


215 10 9 /1 





What is the most likely diagnosis? 






• 



Tuberculosis 

Bacterial meningitis 

Progressive multifocal leucoencephalopathy 

Cryptococcal meningitis 

Multiple sclerosis 
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Progressive multifocal leucoencephalopathy 

Progressive multifocal leucoencephalopathy (PML) is 
characterised by the presence of widespread 
demyelinating lesions due to infection of 
oligodendrocytes by the JC papovavirus 
(polyomavirus). It occurs almost exclusively in 
immunosuppressed individuals, such as patients with 
AIDS, leukaemia or tumours, or those undergoing 
organ transplants. Before the advent of HIV therapy, 
up to 4% of patients with AIDS had PML. 

There is an insidious onset of visual, motor, cognitive, 
speech and behavioural impairments. Headache and 
a stiff neck are less common. It progresses faster than 
the AIDS-dementia complex. 

Hypointense lesions are seen on MRI Tl -weighted 
imaging, T2-weighted images show hyperintense 
lesions. Occasionally, there is grey matter 
involvement with a scalloped appearance. Brain 
biopsy has a sensitivity of 74-92% and a specificity of 
92-100%. Cerebrospinal fluid (CSF) is usually 
normal, but protein may be elevated slightly. 

This patient should be treated with highly active 
antiretro viral therapy (HA ART) although the impact 
on PML symptoms is variable. 
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A 63 -year-old Sri Lankan man presented with a 4-week 
history of cough, intermittent fever, night sweats and 
malaise. He recently travelled to Sri Lanka for 2 months 
to visit his family. He denies haemoptysis and or any TB 
contacts. He is a lifelong smoker, a known hypertensive 
and has been treated with a number of antibiotics 
prescribed by his GP. On examination he was unwell, 
febrile and tachycardic. Examination of his chest 
revealed reduced expansion on the right with a dull 
percussion note at the right base and bronchial breathing 
above. Examination of his abdomen was unremarkable. 
CXR revealed a right- sided pleural effusion and patchy 
airspace shadowing both lower zones. 
Results of blood tests showed: 



bloods; 




Na 


134mmol/l 


K 


4.0 mmol/1 


Ca 


2.34 mmol/1 


bilirubin 


14 mmol/1 


urea 


5.5 mmol/1 


creatinine 


93 umol/1 


ALP 


152 U/l 


ALT 


30 U/ 


albumin 


19g/l 


GGT 


111 U/l 


amylase 


52 U/l 


CRP 


156mg/l 


WCC 


13.6 1071 


Neutrophils 


11.6x1071 


Hb 


9.0 g/dl 


MCV 


83 11 


pits 


387 1071 


INR 


1.5 
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The patient was transferred to HDU and treated for a 
severe pneumonia. The pleural fluid sent proved to be 
negative for acid-fast bacilli. A CT chest / abdomen 
revealed a multi-loculated right-sided pleural effusion 
and a 10 6-cm hepatic collection. No organisms were 
grown on blood culture, sputum, urine, stool, drainage 
fluid and wound swabs. 
Which is the best choice of antibiotic treatment? 



♦ 






Rifampicin, isoniazid and ethambutol 
Co-amoxiclav and erythromycin 
Co-amoxiclav, clarithromycin and metronidazole 
Cefiiroxime and Metronidazole 
Ciprofloxacin 
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Co-amoxiclav, clarithromycin and metronidazole 

Severe community-acquired pneumonia in smokers 
should be treated with co-amoxiclav and a macrolide 
(clarithromycin is tolerated best). The most likely 
aetiology of the hepatic collection in this gentleman is 
amoebiasis. Hepatic amoebic abscesses are usually 
single masses found in the right lobe. There is usually 
a high swinging fever, sweats, right upper quadrant 
(RUQ) pain, tenderness and a raised WCC. Liver 
function tests (LFTs) may be normal but mechanical 
obstruction can occur. The mainstay of treatment is 
oral metronidazole for 10 days. Aspiration may be 
needed if there is no improvement after 72 h. 
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An unemployed 38-year-old man was admitted with 
bilateral lower limb swelling. He has no past medical 
history of note. He lives in a hostel and is known to 
drink heavily. On examination there is an erythematous 
rash that is worse on his right leg compared to the left. 
He is treated with iv flucloxacillin 1 g for 2 weeks, 
which gives some degree of improvement. However, on 
the house- officer ward round it is noted that the patient 
has been spiking temperatures up to 38 l°C. He feels well 
in himself otherwise. 

His bloods are as follows (normal rang es) : 
WCC I 13.0 1071 



Neutrophils 



Lymphocytes 



Eosinophils 



Hb 



Pits 



7.0 1071 (2-7.5) 



3.4 1071(1.3-3.5) 



0.82 1071 (0.04-0.44) 



13.6 g/dl 



145 10 y /l 



What is the most likely cause of his pyrexial illness? 

Underlying bilateral DVTs 



r 






* 



Lyme disease 
MRSA infection 
Insect bites 
Drug reaction 
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Drug reaction 

The raised eosinophil count and intermittent fever 
are suggestive of drug fever secondary to 
flucloxacillin. This is particularly seen if a patient has 
prolonged courses of the drug. Bilateral deep vein 
thromboses (DVTs) are very uncommon. Methicillin- 
resistant Staphylococcus aureus (MRSA) infection is 
unlikely in patients who do not acquire the primary 
infection in the hospital. 
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A 22-year-old man presents with a 4-day history of 
vague tingling over the upper right hand side of his face. 
Today he woke up with crusted lesions over his face. 
Vesicles are also present, but only over his forehead, the 
tip of his nose and chin. He has a past medical history of 
eczema affecting mainly his face. He has noticed some 
watering of his right eye. Medications include topical 
tacrolimus only. He presents to the Emergency 
Department of a teaching hospital. 
What is the preferred initial management choice? 

Start oral aciclovir 

Urgent ophthalmologic opinion 

Commence viscotears 






Commence topical aciclovir 
Stop tacrolimus 
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Urgent ophthalmologic opinion 

This is Herpes zoster ophthalmicus, caused by the 
varicella zoster virus. Vesicles present on the 
nasolabial fold or on the tip of the nose suggests 
involvement of the cornea (Hutchinson sign). 
Therefore the most important consideration is urgent 
ophthalmol ogical assessment to reduce the risk of loss 
of vision. Various ophthalmic manifestations may 
occur including keratitis (within first few days); 
periorbital and conjunctival oedema (1 st week); 
secondary bacterial (Staphylococcal) infection; later 
scarring of anterior chamber leading to glaucoma 
and cataracts. Of course, all the other options are 
sensible but referral to an ophthalmologist is the 
most important 
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A 34-year-old man presents with sore throat, fever and 
joint pains. He was diagnosed with HIV 8 years ago but 
has had a number of problems with medications because 
of their side-effects. His current CD4 count is 100 
cells/mm 3 . He has been feeling unwell for the last few 
months and has noticed that his exercise tolerance has 
decreased. Over the last 6 weeks he has developed red, 
raised, tender lesions over his shins. 
His bloods today are as follo ws: 



Na 


145 mmol/1 


K 


4.3 mmol/1 


urea 


8 mmol/1 


creatinine 


65 umol/1 


WCC 


4 1071 


neutrophils 


0.2 10 9 /l(low 


Hb 


13.1 g/dl 


pits 


120 10 9 /1 



The CXR shows two cavitating lesions in the right lung. 
Which organism is the most likely culprit? 



No.: 11 

Histoplasma capsidatum 

Fungal infections are common in neutropenic 
patients with HIV. Acute histoplasmosis can present 
with glandular fever-type symptoms, arthralgia and 
erythema nodosum. Sometimes, a hepatitis is 
associated with it. Pneumocystis jiroveci pneumonia is 
obviously a common choice for candidates, but the 
associated features are often not seen in patients with 
this type of pneumonia. {Pneumocystis carinii has 
recently been renamed Pneumocystis jiroveci.) A chest 
X-ray in patients with P. jiroveci pneumonia typically 
reveals fine interstitial and/or nodular infiltrate, with 
about 10% of patients having a normal chest X-ray at 
presentation. Occasionally there are focal infiltrates, 
but cavitation is more suggestive of 
tuberculous/bacterial or fungal aetiology. Induced 
sputum with nebulised saline should produce 
specimens suitable for culture. 



• 



Staphylococcus aureus 
Mycoplasma pneumonia 
Pneumocystis jiroveci 
Histoplasma capsulatum 
Legionella sp 



: 
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A 3 5 -year-old woman presents with a 6- week history of 
lower back pain. She hasn't noticed that it has limited 
her activities and she is still able to go to her yoga 
classes. The pain is, however, persistent and on occasion 
she has felt feverish. She denies any dysuria or weight 
loss. She suffered multiple UTIs in her twenties. 
Dipstick urine, NAD. On examination, there was mild 
abdominal tenderness, bowel sounds were present, WCC 
normal, CRP elevated. 
What is the diagnosis? 

a 



No.: 12 

Chlamydial infection 

The possibility of pelvic infection in young women of 
reproductive age who complain of back ache, 
particularly chlamydia, should always be borne in 
mind. Back pain with no restriction of spinal 
movement, or that is not exacerbated by back 
movement suggests that the source of the problem lies 
elsewhere. There is no evidence to suggest that this 
patient is septic, although gonococcus is a possibility. 



• 



Urinary tract infection 
Pyelonephritis 
Chlamydial infection 
Gonococcal sepsis 
Renal stones 
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A 3 3 -year-old gentleman is referred by his general 
practitioner (GP) to the medical on-call team. He gives a 
one-day history of frontal headaches, nausea and 
vomiting. He was prescribed cefalexin by his GP earlier 
in the day. Three years ago he had a left cerebellopontine 
angle tumour removed and 10 months later a 
ventriculoperitoneal shunt was inserted for 
hydrocephalus. 

On examination he is febrile. Fundoscopy is normal. 
Pupils are reactive and equal to light. There is a left 
lower motor neurone VII nerve palsy. Kernig's sign is 
positive with increased cervical tone. The rest of the 
physical examination is unremarkable. 
Initial investigations are as follows: 



Hb 


10.9 g/dl 


WCC 


12 1071 


Platelets 


310 1071 


Blood cultures: 


No growth after 
48 h 


C-reactive protein (CRP) 


180mg/l 


Serum glucose 


5 . 1 mmol 


Erythrocyte sedimentation rate 
(ESR) 


35mm/l st hr 


Cerebrospinal fluid (CSF) 
glucose 


2.7 mmol (3.3- 
4.4) 


CSF WCC count 


1400 /ml (<5) 


CSF protein 


0.68 g/1 (0.15- 

0.45) 


CSF culture 


No growth after 
48 h 



Which is the most likely causative organism? 

Streptococcus pneumoniae 
Staphylococcus epidermis 






Neisseria meningitidis 
Haemophilus influenzae type B 
Escherichia coli 
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Staphylococcus epidermis 

Meningitis following neurosurgical procedures such 
as shunt insertion tends to involve a different group 
of organisms to normally acquired meningitis. 
Seventy-five percent of all infections involving shunt 
insertions due to hydrocephalus are caused by 
Staphylococcus epidermis. Next commonest is 
Staphylococcus aureus and then Gram-negative 
bacilli such as E.coli, Proteus or Klebsiella. A, C and 
D are the organisms that commonly cause meningitis 
in adults with no underlying cerebral abnormalities. 
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A 22-year-old medical student presents with a one- week 
history of haematuria and haematospermia. He is very 
anxious. He has just returned from an elective in East 
Africa. He has no other complaints. He denies dysuria, 
frequency or suprapubic pain. He had sexual intercourse 
with two fellow students while abroad. He takes no 
regular medications but tells you he smokes marijuana 
occasionally. He has never had anything like this before. 
He admits to going out into the countryside during his 
visit, including freshwater swimming. 

What is the most likely diagnosis? 



♦ 
♦ 
♦ 



♦ 



Chlamydia trachomatis infection 
Urinary tract infection 
Neisseria gonococcus 
Blackwater fever (malaria) 
Schistosoma haematobium 
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Schistosoma haematobium 

Schistosomiasis is caused by flukes. Urinary 
schistosomiasis (S. haematobium) occurs in Africa, 
the Middle East, Spain, Portugal and Greece. Signs 
are frequency, dysuria, haematuria (occasionally 
haematospermia) and incontinence. It may progress 
to hydronephrosis and renal failure. This young man 
caught the infection from swimming in Lake Malawi. 
Treatment is with oral praziquantel. 



No.: 15 

A 27-year-old homosexual male attends the clinic 
presenting with soreness of the penis with some itching. 
He has noticed some spots over the last two days, which 
are exquisitely painful. He admits to a rash previously 
but not like this. He admits to recently having 
unprotected anal intercourse with a casual partner. He 
also complains of dysuria and a white urethral discharge. 
Over the last week he has also been suffering from flu- 
like symptoms. 

On examination there are three shallow tender sloughing 
ulcers under the foreskin as well as generalised erythema 
of the surrounding skin. Urine dipstick is unremarkable 
and urethral swab microscopy reveals pus cells ++. 

Which investigation is most likely to provide the 
diagnosis? 



♦ 



Syphilis serology 
Herpes simplex serology 



Polymerase chain reaction (PCR) test for Herpes 

simplex 

r* 

Culture for Herpes simplex 

'♦ 

HIV serology 
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Polymerase chain reaction (PCR) test for Herpes simplex 

Most young sexually active males with genital ulcers 
will either have genital herpes, syphilis or chancroid 
(caused by Haemophilus ducreyi). The most common 
cause of multiple shallow ulcers in both heterosexual 
and homosexual males is herpes simplex. Primary 
genital herpes is often associated with flu-like 
symptoms, inguinal lymphadenopathy and urethral 
discharge especially if lesions are present at the 
urethral meatus. It has the risk of causing urinary 
retention, as it can be so painful. Type-specific 
serology can be helpful in limited circumstances but 
the best investigation for diagnosis with highest 
sensitivity is polymerase chain reaction (PCR) 
testing. Cultures often give false-negative results 
because of a lower sensitivity. 

Syphilitic ulcers should always be considered in gay 
men as this is on the rise. It is usually a single ulcer, 
which is non-tender with a firm rim. 
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A 30-year-old freelance journalist presents with a dry 
cough and weight loss. He recently returned from a 
sabbatical in Thailand. Shortly after arriving back to the 
UK he developed chickenpox. He saw his general 
practitioner (GP) who felt it had affected his lungs but 
now 6 weeks after the infection has cleared he still 
complains of breathlessness and fevers. He used to be 
able to run for several miles but now he can only walk 
briskly for 30-40 metres before becoming breathless. 
Four months ago he had glandular fever in Thailand. 
Otherwise he has no past medical history of note. He 
takes no regular medications but is allergic to co- 
trimoxazole. He is an ex- smoker, having stopped when 
he was diagnosed with the chickenpox. 
On examination he has a temperature of 38.2l°C, his 
blood pressure is 130/80 mmHg, pulse 128/min regular. 
Electrocardiogram (ECG) shows a sinus tachycardia. 
Oxygen saturation (Sp(0 2 )) is 97% on air but this falls 
rapidly on minimal walking. Respiratory examination 
reveals wheeze on the right lower zones. Cardiovascular, 
abdominal and neurological examinations are normal. 
On examination of the skin there are scars from 
chickenpox and florid molluscum contagiosum on the 
trunk. 

What is the most likely cause of his respiratory 
symptoms? 






Disseminated varicella zoster infection 
HIV seroconversion illness 
Mycobacterium tuberculosis 
Pneumocystis jiroveci pneumonia 
Cytomegalovirus (CMV) pneumonitis 
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Pneumocystis jiroveci pneumonia 

Pneumocystis jiroveci pneumonia (PCP) has an 
insidious onset with a chronic cough and mucoid 
sputum. Fever occurs in the majority but shortness of 
breath is a relatively late sign. The chest radiograph 
appearance with mid-zone interstitial shadowing 
sparing the apices and bases is characteristic. There 
are cysts in up to 10% of cases. The disease typically 
occurs in the setting of HIV disease at a CD4 count of 
50-75 cells/mm 3 . Florid facial molluscum 
contagiosum is closely correlated with HIV disease. 
This man presents with an AIDS-defining illness as a 
first presentation of HIV. In patients who are allergic 
to co-trimoxazole intravenous pentamidine is 
treatment of choice. 



-j 






O 



r-«n 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 17 

A 19-year-old psychology student has just returned from 
a four-week holiday in Peru. Prior to this she took the 
relevant vaccinations including hepatitis A and typhoid. 
She took malaria prophylaxis regularly while on holiday 
but stopped it 5 days before returning as she lost her 
tablets. She presents a week after returning with a two- 
day history of fevers. 

On examination she is flushed and her temperature is 
39°C. There is an erythematous, salmon coloured rash 
on her trunk. There is also cervical lymphadenopathy. 
The rest of the examination is unremarkable. 
Examination reveals the following: 



Blood cultures 


Gram-negative 
rods in 2/3 bottles. 


Thin malaria films 


x2 are negative. 


Midstream urine 


Sterile pyuria 


Chest X-ray 


No abnormality 
detected 


Haemoglobin (Hb) 


12.4 g/dl 


White cell count (WCC) 


10.4 x 1071 


Platelets 


340 x 10 9 /1 


Na + 


139mmol/l 


K + 


4.1 mmol/1 


CRP 


440 mg/1 


Creatinine 


97 umol/1 


Urea 


6.2 mmol/1 


Erythrocyte sedimentation 
rate (ESR) 


66 mm/h 



| rate (ESR) 

What is the most likely diagno; 

Cytomegalovirus infection 

Plasmodium falciparum 

Eb stein Barr virus infection 

Salmonella typhi infection 

Urinary tract infection 
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Salmonella typhi infection 

Persistent fever in the tropical traveller should 
always alert the differential diagnoses of typhoid 
fever and malaria. In this young lady the former is 
the most likely culprit. Despite the lack of enteric 
symptoms salmonella explains all the symptoms. 
S.typhi typically has an incubation period of 10-14 
days followed by a prodrome of flu-like symptoms. 
Thereafter the disease has stages as follows: 



Week 
1 



Week 

2 



Week 
3 



Pyrexia with inappropriate bradycardia 



Mac ulopapular rash that blanches on pressure 

Lymphadenopathy 

Hepatosplenomegaly 



Complications e.g. lobar pneumonia, 
endocarditis, haemolytic anaemia, meningitis, 
acute cholecystitis and osteomyelitis. 



Vaccination 
protection. 



gives incomplete and short-lived 
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A 58-year-old gentleman born in Sierra Leone presents 
with shortness of breath worsening over the last six 
months in association with retrosternal chest pain. He 
sleeps on four pillows but denies any paroxysmal 
nocturnal dyspnoea. He cannot remember if he has ever 
had rheumatic fever as child. He moved to the UK 20 
years ago. He tells you he did go to a clinic in Sierra 
Leone once to be treated for a sexually transmitted 
infection and that he was treated with penicillin. He 
denies any history of skin lesions especially on his 
genitals. 

Recently he has been complaining of lower back pain 
and was diagnosed with arthritis by his general 
practitioner (GP). He is also hypertensive. His current 
medications include amlodipine and ibuprofen. 
Chest X-ray shows cardiomegaly, calcification of the 
ascending aorta and aortic arch, both of which appeared 
aneurismal. 

Which is the most likely diagnosis? 



♦ 






Ankylosing spondylitis 

Ischaemic heart disease 

Syphilis 

Bacterial endocarditis 

Rheumatic heart disease 



•A 



No.: 18 
Syphilis 

This gentleman has late latent syphilis infection 
acquired in Sierra Leone. He attended the 
genitourinary (GU) clinic there and was when he was 
treated for probable gonorrhoea. Patients often have 
no recollection of a primary chancre, as it is painless. 
Syphilis can be co-transmitted with other sexually 
transmitted diseases. After the primary stage with the 
primary chancre at the site of inoculation, secondary 
syphilis produces a stage of generalised symmetrical 
rash, condylomata lata, painless generalised 
lymphadenopathy and constitutional symptoms. 
Many years later tertiary syphilis may develop 
manifesting itself as neurosyphilis (meningovascular 
syphilis) or as the cardiovascular form 
Cardiovascular syphilis mostly manifests itself 10-25 
years following the original inoculation. It may 
present as asymptomatic aortitis, aortic regurgitation 
or aortic aneurysm. The chest X-ray shows evidence 
of aortitis. 
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No.: 19 

A 58-year-old lady returns from a three- week holiday in 
South Africa. She went with her husband on a safari 
while out there. She is complaining of fever and 
headaches. She took malaria prophylaxis while out there 
and has continued the two weeks after returning as 
advised by her general practitioner (GP). In her past 
medical history she has gastro-oesophageal reflux 
disease for which she takes lansoprazole 30 mg od. Her 
appetite is good and she has not noticed any weight loss. 
On examination she is febrile, her blood pressure is 
140/80 mmHg; pulse 98 beats/minute; oxygen saturation 
is 96% on air. 

She has a 1 cm-diameter black scab on her right forearm, 
which is surrounded by erythema and some swelling. 
There is right axillary lymphadenopathy. Her abdomen is 
mildly tender on examination with no 
hepatosp 1 enomega ly . 
Chest X-ray is normal 
Thin films for malaria are negative. 

Which is the management of choice? 

Ciprofloxacin 

Conservative measures only 
Intravenous (iv) quinine 
Praziquantel 
Doxycycline 



No.: 19 
Doxycycline 

Tick typhus results from the bite of a tick and is a 
common infection in those who walk in scrubland in 
or near Southern African game parks. It is not all 
that common, with about 100 new cases in the UK 
annually. The clinical picture above is typical and 
diagnosis is made clinically when falciparum malaria 
is excluded. A single dose of doxycycline 100 mg leads 
to rapid clinical recovery. 
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No.: 20 

A 22-year-old student just returned from a gap year 
complaining of a two- week history of watery diarrhoea. 
He also complains of abdominal cramps, nausea and 
vomiting. He opens his bowels up to six times a day. 
He has travelled through South America participating in 
the Inca Trail. He then went to New Zealand and on the 
way back trekked in Nepal. He tells you that he did eat 
off the street stalls and thinks that it might be related. 
On examination he is febrile with a temperature of 
38.1°C. His blood pressure is 120/80 mmHg with a pulse 
of 130/min regular. Saturation on air is 99%. 
Respiratory examination is unremarkable 
Abdominal examination reveals mild tenderness. Rectal 
examination reveals soft brown stool and no masses. 

Electrocardiogram (ECG) shows a sinus tachycardia. 
Erect chest film and abdominal X-ray are normal 
Blood cultures x 2 show no growth within 48 h 
Stool cultures x 2 show no growth 
Stool microscopy shows no trophozoites/ spores of 
giardia; no ova or parasites seen 

Blood tests are as follows: 



Haemoglobin (Hb) 


16 g/dl 


White cell count (WCC) 


11.9 x 1071 


Platelets 


390 x 10 9 /1 


Na + 


144mmol/l 


K + 


3.2mmol/l 


Urea 


9.6 mmol/1 


Creatinine 


117umol/l 


C-reactive protein (CRP) 


45 mg/1 


Erythrocyte sedimentation rate 
(ESR) 


23mm/h 



He is rehydrated aggressively. The diarrhoea persists for 
a further week and he is given a single dose of 2 g 
tinidazole empirically. Unfortunately two weeks later the 
diarrhoea is still a problem with vague abdominal 
cramping. He is referred to the gastroenterologists who 
undertake a small bowel endoscopy revealing partial 
villous atrophy. 
What is the most likely diagnosis? 






♦ 



♦ 



Giardiasis 
Tropical sprue 
Cryptosporidium 
Coeliac disease 
Strongyloidiasis 



No.: 20 
Tropical sprue 

Most patients presenting with diarrhoea as returned 
travellers will often have had symptoms for more 
than 48 h, most will recover without antibiotics. This 
young man complains of traveller's diarrhoea. 
E.Coli, Campylobacter, Salmonella and 

Cryptosporidium are the most common causes 
however this patient's symptoms seem to persist 
despite antibiotics and rehydration. Stool cultures 
sent for microscopy have excluded the diagnosis of 
Giardia and Cryptosporidium but these patients 
should be as in this case treated empirically for the 
former with tinidazole 2 g. Small bowel endoscopy is 
the most sensitive test for strongyloidiasis (a worm 
usually acquired by walking barefoot in warm, moist 
contaminated areas with human faeces, found in any 
continent). Endoscopy reveals partial villous atrophy 
most suggestive of tropical sprue. The lack of 
malabsorption features makes coeliac disease less 
likely. Tetracycline and folic acid may help cases of 
tropical sprue. 
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No.: 21 

A 32-year-old woman presents with fever and a sore 
throat 3 weeks after returning to the UK from a four- 
week holiday in Kenya. While in Kenya she did swim in 
freshwater lakes. She has a number of mosquito bites on 
her legs. She admits to trekking in the jungle for at least 
a week. 

Examination revealed a temperature of 39l°C. There was 
evidence of pharyngitis and a diffuse erythematous rash 
on the trunk. There was axillary lymphadenopathy. 

Blood results were as follows: 



Haemoglobin (Hb) 



White cell count (WCC) 



Neutrophils 



Lymphocytes 



Platelets 



Thin film 



Blood cultures x 2 



Throat swab culture | No growth 



13 g/dl 



4.3 1071 



3.2 1071 



l.i io7l 



200 1071 



No malarial parasites were seen 



No growth after 24 h 



What is the most likely diagnosis? 

Falciparum malaria 
Dengue fever 
HIV infection 
Infectious mononucleosis 
Toxoplasma gondii 






No.: 21 
HIV infection 

After inoculation the window or seroconversion 
period can be as short as 2-3 weeks, and up to 3 
months. HIV antibody may not be detected at this 
time. The HIV p24 antigen may be detectable during 
seroconversion. Approximately one-third of patients 
develop clinical seroconversion illness. Characteristic 
features are fever, malaise, rash, sore throat, 
diarrhoea, lymphadenopathy, meningo-encephalitis 
and arthralgia. If the seroconversion illness is severe 
then antiretroviral treatment should be used. 
WTiether such early treatment improves long-term 
prognosis is unknown. In dengue, presentation of 
fever is more often associated with headache, 
generalised myalgia, facial flushing and sometimes 
nausea and vomiting as well as haemorrhagic 
manifestations. In travellers, symptoms that begin 
more than 2 weeks after they depart from an endemic 
area and fever that lasts longer than 10 days are 
probably not due to dengue. 
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No.: 22 

A 22-year-old nursing student presents with a 12 h 
history of fever, vomiting, diarrhoea and severe myalgia. 
She recently completed a 3 -day course of oral 
trimethoprim for a urinary tract infection diagnosed by 
her general practitioner. The only regular medication she 
takes is the oral contraceptive pill, and a recent 
menstrual period was normal. She is a non-smoker and 
drinks alcohol socially. She denies any recent travel 
abroad. 

On examination she looks unwell but conscious. She is 
febrile with a temperature of 39.5 °C. Her pulse rate is 
130 beats/min and blood pressure 89/60 mmHg. There is 
no nuchal rigidity or photophobia. There is a 
maculopapular rash on the trunk and lower limbs. There 
is marked tenderness of the thigh muscles. 
Respiratory, abdominal and neurological examination is 
unremarkable. 

Blood cultures x 2 show no growth after 48 h 
Urine culture shows no growth after 48 h 

What is the most likely diagnosis? 

Ulcerative colitis 

Food poisoning secondary to enterotoxigenic E.coli 






(♦ 



♦ 



Gram-negative septicaemia 
Toxic shock syndrome 
Polymyositis 



No.: 22 

Toxic shock syndrome 

In a young woman presenting with an abrupt onset of 
fever, myalgia, rash and shock following a menstrual 
period with sterile blood and urine cultures, toxic 
shock syndrome is the most likely diagnosis. 
Septicaemia is a possibility but the urinary tract 
infection appears to have been treated successfully. 
Toxic shock syndrome is caused by staphylococcal 
exotoxin (TSST-1). This affects predominantly 
women who use tampons although there are rarer 
cases in men and children. The toxin damages 
vascular endothelium and triggers release of 
vasoactive agents from platelets and leucocytes. This 
increases vascular permeability and contributes to 
tissue damage. Staphylococci may be cultured from 
high vaginal swabs. Treatment is removal of the 
tampon if present, anti-staphylococcal antibiotics e.g. 
vancomycin or flucloxacillin and supportive 
treatment. Mortality remains approximately 10%. 
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No.: 23 

A 26 -year-old male aid worker presents with a week 
history of headache and two days of confusion. He has 
recently returned from six months work in Kenya. 
On examination his temperature is 39l°C, blood pressure 
is 125/85 mmHg and pulse is 88 beats/min. Saturation 
on air is normal. 

Physical examination of all systems is unremarkable 
except for bilateral upgoing plantar s. 

Blood tests are as follows: 



Haemoglobin 


10.0 g/dl 




White cell count (WCC) 


9 1071 




Neutrophils 


3.1 1071 




Platelets 


110 1071 




No malarial parasites were see 


n on initial blood film. 


Chest X-ray 


No abnormality 
detected 


CT head 


No abnormality 
detected 


Cerebrospinal fluid (CSF) 
cell count 


3 lymphocytes 


CSF protein 


0.5 g/dl 


CSF glucose 


3.8mmol/l 


Serum glucose 


4.0 mmol/1 



Which ONE drug is most appropriate in his 
immediate management? 

Intravenous (iv) quinine 



V 






iv aciclovir 
iv cefotaxime 
Antiretroviral therapy 
Prednisolone 



No.: 23 

Intravenous (iv) quinine 

Malaria has an incubation period of up to two weeks. 
Most travellers present within two months. After a 
prodrome of headache, malaise, myalgia and 
anorexia there may be paroxysms lasting 8-12 h. 
Complications include cerebral malaria, which has a 
mortality of 20%. If one thick and thin film is 
negative, it should be repeated if the diagnosis is 
strongly suspected. In this patient it is imperative 
that cerebral malaria is treated with iv quinine. 
Hypoglycaemia occurs in severe malaria. Signs of 
cerebral malaria include seizures, hypertonia, 
hyperreflexia, upgoing plantars, nystagmus and 
papilledema. 
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No.: 24 

A 42-year-old businessman has been working in Nigeria 
for the last 6 months. He returned to the UK two weeks 
ago. He presents with a week's history of general 
malaise, fever and night sweats. In the last few days he 
has had some painful mouth ulcers. He has no previous 
medical history of note and takes no regular medication. 
He is married and heterosexual. He denies any 
intravenous drug use. 

On examination he has cervical and axillary 
lymphadenopathy. There is no rash. Examination of all 
other systems is unremarkable. 

Thick and thin films for malaria are negative. 

Blood results are as follows: 



Hb 


14.2 g/dl 


WCC 


8.5x1071 


Lymphocytes 


1.9 1071 


Platelets 


190 1071 


Na + 


139mmol/l 


K + 


4.1 mmol/1 


Urea 


6.2 mmol/1 


Creatinine 


120lumol/l 


Blood cultures x2 


No growth in 48 h 


Chest X-ray 


No abnor ality detected 


HIV antibody test 


negative 



What is the most likely diagnosis? 

Lyme's disease 
HIV infection 



• 



♦ 



Plasmodium falciparum 
Dengue fever 
Typhoid infection 



No.: 24 
HIV infection 

This gentleman has features suggestive of HIV 
seroconversion illness. Working in Nigeria this 
gentleman was at risk of HIV infection if he had 
unprotected sexual intercourse while out there. It is 
imperative that a complete sexual history is taken as 
the diagnosis could have been easily missed if the 
patient wasnt questioned comprehensively. In 
seroconversion a negative HIV antibody test does not 
exclude it as a diagnosis. A P24 antigen and HIV 
rNA -polymerase chain reaction (PCR) test would be 
better tests in this situation. 
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No.: 25 

A 34-year-old man was diagnosed with HIV infection 6 

years ago. He attends the HIV walk-in clinic with an 

intensely pruritic rash. He is currently not taking 

antiretroviral therapy. He has no other medical history of 

note and denies any previous skin lesions. He has no 

allergies. 

On examination there are many excoriated papules and 

pustules on the chest, back and extensor surfaces of the 

arms. 

CD4 count today is 270 cells/mm 3 . 

Which is the most likely diagnosis? 



♦ 



♦ 



Acne vulgaris 
Acne rosacea 
Sebhorrhoeic dermatitis 
Folliculitis (staphylococcal aureus) 
Eosinophilic folliculitis 



No.: 25 

Eosinophilic folliculitis 

Eosinophilic folliculitis is the most common of the 
papular pruritic disorders in HIV infection. It 
presents as above and tends to occur when the CD4 
count is below 300 cells/mm 3 . Swabs are usually 
negative on culture. It tends to be resistant to most 
treatments although HA ART (highly active 
antiretroviral therapy) does improve it. Other 
treatment options include topical steroids, 
antihistamines, systemic antibiotics and 

phototherapy. 
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No.: 26 

A 2 9 -year-old teacher is seen in the chest clinic following admission to 
hospital six weeks previously. At the time she presented with a six- day history 
of persistent increasing dyspnoea and right-sided pleuritic chest pain. 
Over the last two years she has had episodes of nocturnal cough, 
hreathlessness and sputum, usually following an upper respiratory tract 
infection treated by her general practitioner (GP) with antibiotics. She also has 
a history of dysmenorrhoea for which she takes the oral contraceptive pill. 
On admission her temperature was 37.6l°C. She was is not cyanosed. Her 
blood pressure was 130/80 inmHg; pulse 100 beats/min, sinus rhythm. 
Auscultation of the chest revealed bilateral expiratory and inspiratory wheeze 
with crackles at the right base. There was no pleural rub. Examination of all 
other systems was unremarkable. 
Investigations were as follows: 



Haemoglobin (Hb) 


12.9 g/dl 


White cell count (WCC) 


9.6xl0 9 /l 


Platelets 


350xl0 9 /l 


Erythrocyte sedimentation rate 
(ESR) 


30 mm/hr 


Sputum culture 


No growth after 48 h 


Chest X-ray 


revealed shadowing at the right 
apex 



She was commenced on oral doxycycline and regular broncho dilators. She 
improved but at the clinic today she tells you she has noticed specks of blood 
in the mucoid sputum. A chest X-ray in the clinic reveals resolution of 
changes in the right upper zone but there are new left-sided changes as seen in 
the X-ray below. 





Sputum culture: No growth detected after 48 h 


Hb 


13.1 g/dl 


WCC 


14x1071 


Neutrophils 


S.OxlOM 


Eosinophils 


0.6x1071 


Platelets 


370xl0 9 /l 


ESR 


35 mm/hr 


C-reactive protein 


180 gl 



ECG is normal 

Ventilation -per fusion scan shows low probability of pulmonary embolus 

Serum aspergillus precipitins are positive 

ANCA (anti -nuclear cytoplasmic antibody) is negative 

What is the most likely diagnosis? 



♦ 
• 



Churg-Strauss syndrome 

Allergic bronchopulmonary aspergillosis 

Cystic fibrosis 

Pulmonary embolus 



Mycoplasma pneumonia 



No.: 26 

Allergic bronchopulmonary aspergillosis 

This patient gives a history of episodic dyspnoea, 
which is often precipitated by upper respiratory 
infection. The physical findings are predominantly 
bronchospasm with bronchial asthma being the most 
likely diagnosis. The appearance of transient 
pulmonary shadowing in an asthmatic is very 
suggestive of allergic bronchopulmonary 
aspergillosis. It is characteristically associated with a 
blood and sputum eosinophilia and a positive skin 
prick test to Aspergillus fumigatus. The disease is due 
to sensitivity to Aspergillus fumigatus spores 
mediated by specific immunoglobulin (Ig)E and IgG 
antibodies. The fleeting chest X-ray shadows are due 
to intermittent obstruction of airways. It can result in 
proximal bronchiectasis. Early diagnosis and 
treatment with oral steroids can reduce the frequency 
of acute attacks and thus the likelihood of severe 
permanent lung damage. 
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No.: 27 

A 44-year-old company executive consults his local 
emergency department after returning from a business 
trip to France. His main complaint is of watery diarrhoea 
which began 24 hours before his return home. 
What is the most likely cause of his diarrhoea? 



♦ 



giardiasis 
amoebiasis 
Salmonella typhi 
Shigella 
Escherichia coli 



No.: 27 
Escherichia coli 

The most common cause of traveller's diarrhoea is 
Escherichia coli (40-75% of cases). This typically 
produces a watery diarrhoea that is self limiting, 
requiring supportive treatment only. Salmonella, 
amoebiasis and Shigella are invasive and associated 
with bloody diarrhoea. In addition, Shigella is more 
commonly associated with outbreaks of diarrhoea in 
children's daycare centres. Giardiasis is a possible 
alternative cause of watery diarrhoea but less likely 
to occur than E. Coli and is usually associated with 
additional symptoms of bloating and flatulence. 



No.: 28 

A 26 -year-old woman was admitted via ambulance, 
accompanied by her boyfriend. She had been 
complaining of a headache and nausea and over the past 
few hours he had noticed that she was becoming 
increasingly drowsy and confused. 
Cerebrospinal fluid (CSF) results are show n below : 



opening pressure 



protein 



CSF glucose 



blood glucose 



CSF cell count: 



160 mm H 2 Q (50-180) 



0.33 g/1 (0.15-0.45) 



3.7 mmol/1 



4.9 mmol/1 



16 (lymphocytes) 



No.: 28 

Herpes simplex encephalitis 

The history is suggestive of encephalitis and the CSF 
picture suggests possible viral infection. Low 
attenuation areas with surrounding oedema on 
imaging are particularly characteristic of herpes 
simplex encephalitis. Standard treatment is with 
intravenous aciclovir; in total aciclovir is normally 
given over a prolonged course of 10-14 days. 
Complications of herpes simplex encephalitis may 
include raised intracranial pressure and seizures. 



Magnetic resonance imaging (MRI) scan showed 
increased signal in both temporal lobes. 
What is the most likely diagnosis? 






♦ 



TB meningitis 
Cryptococcal meningitis 
Herpes simplex encephalitis 
Pneumococcal meningitis 
Cerebral lymphoma 
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A 22-year-old student presents for review. He complains 

of intense itching, predominantly affecting the web 

spaces on his hands and his groin area. Examination 

reveals excoriations and evidence of inflammatory 

papules. 

Which of the following treatments would be standard 

care for this patient? 



* 



Hydrocortisone cream 

Antihistamine tablets 

Antihistamine cream 

Permethrin lotion on the hands and groin area 

Permethrin lotion everywhere below the neck 



No.: 29 

Permethrin lotion everywhere below the neck 

This clinical presentation is the typical history of 
scabies infestation. Primary scabies lesions are 
caused when the female mite burrows into the 
stratum corneum, laying eggs in the tract, which she 
leaves behind. They are most commonly found in the 
web spaces of the hands, on the wrists, buttocks, 
groin area, axillae and knees. Diagnosis is made via 
microscopic demonstration of the organism. 
Standard treatment includes washing of all 
underwear, clothes and towels used in the 48 hours 
before therapy, a bath and then the application of 
permethrin lotion to all skin areas below the neck. It 
should remain on the body for 8-12 hours and be 
repeated 1 week later. 



No.: 30 

You are asked to review an 84-year-old woman who has 
received one week of intravenous cephalosporin 
antibiotics after an emergency left hip replacement. She 
has developed severe diarrhoea and is rapidly becoming 
dehydrated. Sigmoidoscopy reveals colitis. 
Which of the following represents the most 
appropriate treatment in this case? 






Oral ciprofloxacin 
Rectal corticosteroids 
Oral vancomycin 
Vancomycin iv 
Ciprofloxacin iv 



No.: 30 

Oral vancomycin 

This patient has pseudomembranous colitis as a 
result of Clostridium difficile infection. Clostridium 
difficle produces two toxins, type A is an enterotoxin, 
type B is cytotoxic and results in bloody diarrhoea. 
Infection follows a period of broad-spectrum 
antibiotics and may range from mild diarrhoea to 
severe haemorrhagic colitis. Sigmoidoscopy often 
reveals a characteristic 'pseudomembrane'. 
Treatment is with oral metronidazole or vancomycin. 
Clostridium difficile infection may be associated with 
significant mortality in an elderly population. 
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A 39-year-old solicitor presents to her GP complaining 
of pain on swallowing. She says that she is also suffering 
from a sore throat. These symptoms have been present 
for about 10 days and have worsened over this time, so 
that even a simple drink of water causes an intense 
burning pain. She is a known asthmatic controlled with 
corticosteroid inhaler therapy only but has been 
otherwise well. She is on no other medication. On 
examination of her mouth, diffuse erythema is seen 
associated with white patches on the throat, soft palate 
and the posterior tongue. 
What is the likely underlying diagnosis? 

a 



♦ 



♦ 



Herpes simplex oesophagitis 
Cytomegalovirus oesophagitis 
Oropharyngeal candidiasis 
Multiple aphthous ulcers 
Vincent's angina 



No.: 31 

Oropharyngeal candidiasis 

Oropharyngeal candidiasis (OPC) is an opportunistic 
infection, with the most frequent form of the 
condition being known as pseudomembraneous 
candidiasis or thrush. This can affect the buccal 
mucosa, the tongue, the palate and the uvula and is 
characterised by white plaques that, when removed, 
leave an erythematous and bleeding area. Factors 
that promote the development of OPC include drug 
therapy (eg inhaled steroids, broad spectrum 
antibiotics, immunosuppressive therapy), certain 
disease conditions (diabetes mellitus, HIV, 
hypothyroidism), and the extremes of age (healthy 
neonates, premature babies, the elderly). Steroid 
therapy contributes to fungal infection by immune 
suppression by limiting both lymphocyte and 
granulocyte function. Vincent's angina is a 
pharyngeal infection with an ulcerative gingivitis 
from Borrelia vincentii and Fusiformis fusiformis. It 
was common in the first world war when it was 
known as 'trench mouth'. 






Kfeil 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 32 

A 29-year-old student is referred to the A&E department 
by his GP complaining of abdominal pains and diarrhoea 
of 2 days duration. He had recently returned from safari 
in Africa and had been well during his trip. He reports no 
change in his diet but he reports he may have seen some 
blood in his stool. He is otherwise fit and well. On 
examination, he has a temperature of 37.5 1°C. His 
abdomen is generally tender to touch but no masses 
could be felt, and he has active bowel sounds. Stool 
cultures have been sent by his GP but the results are not 
yet available. 
His blood profile is shown below: 



Hb 


13.1g/dl 


WCC 


12xl0 9 /l 


Platelets 


330 x 1071 


Sodium 


137mmol/l 


Potassium 


5.1 mmol/1 


Urea 


8.5 mmol/1 


Creatinine 


80 Mmol/1 



What is the most likely diagnosis? 

Campylobacter enterocolitis 






Acute ulcerative colitis 
Pseudomembranous colitis 
Amoebic dysentery 
Giardasis 



No.: 32 

Amoebic dysentery 

Amoebic dysentery is caused by Entamoeba 
histolytica, which is most often acquired in the 
tropics. The organism invades the mucosa of the 
colon creating shallow ulcers with undermined edges. 
Although infection may be asymptomatic, the 
symptoms usually include fever, chills, diarrhoea and 
abdominal pain. The stool may contain blood and/or 
mucus. The organism may rarely invade the liver to 
form an abscess and other complications include 
inflammation of the intestine or rarely perforation. 
Transmission of amoebic dysentery occurs by 
ingestion of faecally contaminated food or water 
containing the cyst of E. histolytica, with the 
incubation period ranging from several days to years 
after infection. Diagnosis is usually made by 
microscopic examination of patient's stool for the 
organism's trophozoites and/or cysts. The presence of 
red blood cells and white blood cells facilitates the 
diagnosis of amoebic dysentery. Treatment includes 
fluid replacement and antibiotics: Metronidazole 800 
mg tds for 5 days for acute amoebic dysentery 
followed by diloxanide fiiroate 500 mg tds for 10 days 
to destroy gut cysts. Campylobacter enterocolitis 
tends to produce a brief prodromal illness consisting 
of fever, headache and myalgias lasting as long as 24 
hours, which is then followed by crampy abdominal 
pain and fever as high as 40°C. This patient did not 
have a high fever (and up to 37.5°C may even be 
considered within normal limits), which would be 
more consistent with amoebic dysentery , high fever 
is rare with amoebic dysentery. The fact that the 
patient has been well up to this episode and the onset 
of his symptoms are consistent with the incubation 
period from an infective aetiology, especially given 
his travel history, would render acute UC an unlikely 
diagnosis in the current clinical setting. The patient 
reports no history of antibiotic use, which would 
eliminate pseudomembraneous colitis. The other 
causes of this condition (bowel ischemia, recent bowel 
surgery, uraemia, dietary change, change in bowel 
motility, malnutrition, chemotherapy, shock and 
Hirschsprung's disease) are not applicable here. 
Giardasis does not cause bloody diarrhoea. 
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No.: 33 

A 15-year-old female is referred to the casualty 
department complaining of feeling unwell with fever, 
abdominal pain, reduced appetite and associated weight 
loss of 3-4 weeks' duration. She reports feeling 
nauseous and has had occasional vomiting, but denies 
having diarrhoea. One month previously, she had noticed 
a rash on the front of her shins associated with lumps in 
her groin area which had settled but which had been 
followed by the onset of her current symptoms. 
Examination of her abdomen confirms generalised 
tenderness, especially of the right lower quadrant, but 
there is no hepatosplenomegaly. Bowel sounds are 
normal. She is apyrexial. Examination of her pharynx 
reveals the presence of several small ulcers. No rash was 
seen on her legs. She has a BCG scar on her upper arm. 
The referral letter from her GP states that a few months 
back the patient had had a Mantoux test at school which 
had measured 10 mm when read at 72 hours. 
Investigations performed on this attendance at the 
casualty department showed a normal CXR, normal urea 
& electrolytes, normal liver function tests and a normal 
white cell count and platelet count. Her haemoglobin 
level was 11.0 g/dl. 

What would be the most likely diagnosis in this 
patient? 






Tuberculosis 

Sarcoidosis 

Campylobacter infection 

Salmonella infection 

Yersinia enterocolitica infection 



No.: 33 

Yersinia enterocolitica infection 

Yersinia enterocolitica is an important human 
pathogen that is capable of causing a reactive 
asymmetrical polyarthritis, enteritis, uveitis, 
appendicitis, mesenteric lymphadenitis, 

glomerulonephritis and septicaemica, to list a few. In 
this particular patient, she is suffering from 
mesenteric adenitis, which is characterised by fever, 
abdominal pain and tenderness of the right lower 
quadrant of the abdomen. In association, the patient 
may also experience nausea, vomiting and aphthous 
ulcers of the mouth The symptoms may be preceded 
by the appearance of erythema nodosum — painful, 
raised red/purple lesion on the front of the shins. The 
gold standard for diagnosis is serology since there 
may be a time lag between the infection and the 
manifestation of clinical symptoms. This patient had 
a reaction to his Mantoux test, compatible with 
previous BCG vaccination. Campylobacter infection 
is characterised by a bloody diarrhoea whilst 
Salmonella infection typically present with diarrhoea 
and vomiting. The CXR tend to be abnormal in 90% 
of patients with sarcoidosis and the tuberculin skin 
test is negative in two-thirds of these patients. 
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No.: 34 

You review a 54-year-old sailor who has spent most of 
his working life on ferries around the Middle East, India 
and Pakistan. He has an area of very odd-looking skin on 
his left leg that has, 'been there for years'. On 
examination the lesion is dry and contains a great deal of 
sloughing skin. 
What diagnosis fits best with this clinical picture? 






Chronic venous ulceration 
Basal-cell carcinoma 
Squamous -cell carcinoma 
Infection with Leishmania donovani 
Infection with Leishmania tropica minor 



No.: 34 

Infection with Leishmania tropica minor 

L. tropica minor is a cause of cutaneous leishmaniasis. 
Its reservoir is the dog and the primary manifestation 
of infection is cutaneous, with a chronic, dry lesion 
that only rarely ulcerates. It is mostly found in urban 
areas of the Middle East, Mediterranean, India, 
Pakistan and Africa. L. donovani causes visceral 
leishmaniasis. Treatment is with antimony-based 
drugs, though amphotericin B; ketoconazole may be 
used as alternatives. 



No.: 35 

A 78-year-old lady presents with a vesicular rash 

affecting her right shoulder and right upper chest, which 

began 24 hours earlier. It is intensely painful and she has 

been taking maximal paracetamol and ibuprofen tablets 

to no avail. 

What is the management of choice in this case? 

(? 






Topical aciclovir 
Oral aciclovir 
Topical canesten 
Topical hydrocortisone 
Opiate based analgesia 



No.: 35 
Oral aciclovir 

The history and position of the rash is suggestive of 
shingles (herpes zoster). Due to her early presentation 
oral aciclovir may help shorten the duration and 
severity of the episode. Initiation of antiviral therapy 
as early as possible in the course of acute zoster, and 
definitely within 72 hours of onset, has been shown to 
be effective in alleviating acute pain and preventing 
postherpetic neuralgia (PHN) in most patients. For 
symptom relief in PHN, axsain cream (made from an 
extract of capsicum) may be useful for pain relief. It 
depletes substance P in affected neurones and is 
particularly effective for nerve pain. 
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No.: 36 

A 42-year-old gay man presents for review with sudden 
loss of vision in his left eye. He has a past history of 
hypertension but appears otherwise well. Fundoscopy 
reveals extensive haemorrhages and exudates. Blood 
tests reveal a CD4 count of 85. 
Which of the following represents the best initial 
treatment in this case? 






♦ 



♦ 



Aspirin 
Ganciclovir iv 
Aciclovir iv 
Heparin iv 
Warfarin 



No.: 36 

Ganciclovir iv 

This patient has cytomegalovirus (CMV) retinitis, he 
is probably HIV positive, associated with his reduced 
CD4 count and this has resulted in his 
cytomegalovirus (CMV) infection. It is the most 
common cause of eye disease and blindness in HIV 
patients. CMV retinitis is a slowly progressive 
disorder; visual loss may occur suddenly as a result 
of haemorrhage or retinal detachment, or more 
slowly due to progressive involvement of the macula 
and optic nerve. Patients should be treated with IV 
ganciclovir at a dose of 10 mg/kg/day for at least 3 
weeks or until retinitis is quiescent. Ganciclovir is 
myelosupressive and full blood count should be 
monitored during therapy. 



No.: 37 

A 58-year-old sheep farmer presents for review with a 
history of malaise, headache, fever, night sweats and 
myalgia. There is lymphadenopathy and 
hepatosplenomegaly on examination. Full blood count 
reveals a leucoerythroblastic picture with raised 
transaminases on liver function testing. 
What diagnosis fits best with this clinical picture? 






Chronic myeloid leukaemia (CML) 
Acute myelocytic leukaemia (AML) 
Hydatid disease 
Brucellosis 
Organophosphate poisoning 



No.: 37 
Brucellosis 

Brucellosis has been virtually eliminated from the 
UK, though isolated cases do still rarely occur. The 
incubation period of brucellosis is 1-3 weeks, onset is 
insidious with malaise, headache, weakness, 
generalised myalgia and night sweats. Chronic 
infection may lead to the features seen in this case. 
Diagnosis is via bone marrow culture or the brucella 
agglutination test. Treatment is with combination 
doxycycline and rifampicin therapy. 
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A 40 -year-old single Sri Lankan man has returned from 
a trip to his home country. He has felt unwell with fever, 
arthralgia, myalgia and lethargy; there are also mucosal 
ulcers. Blood testing reveals relative lymphopenia with 
atypical reactive lymphocytes, thrombocytopenia and 
raised liver enzymes. The CD4/CD8 ratio is reversed. 
Antibodies to HIV are negative. 
Which diagnosis fits best with this clinical picture? 
(? 



♦ 



Epstein-Barr virus infection 
Hepatitis C 
Hepatitis B 

Cytomegalovirus infection 
HIV infection 



No.: 38 

HIV infection 

Laboratory abnormalities seen with acute HIV 
infection include lymphopenia with atypical 
lymphocytes noted on blood film, thrombocytopenia 
and raised liver enzymes. CD4 lymphocytes may be 
markedly depleted. Antibodies to HIV may be 
negative at this stage, though circulating viral RNA is 
high and p24 core proteins may be detectable. 



No.: 39 

A 68-year-old organic farmer presents for review. He 
has been feeling unwell for two or three weeks, 
complaining of fever and malaise. On examination he 
was pyrexial 37.8 °C with an ejection systolic murmur. 
Liver function testing revealed raised transaminases. 
Serial blood cultures were negative and echocardiogram 
confirmed the presence of vegetations. 
What diagnosis fits best with this clinical picture? 



• 



Libman- Sacks endocarditis 
Coxiella endocarditis 
Streptococcal endocarditis 
Staphylococcal endocarditis 
Fungal endocarditis 



No.: 39 

Coxiella endocarditis 

Coxiella infection is widespread in domestic and farm 
animals, it usually spreads between animals by ticks 
which act as reservoirs of infection. Infection may be 
spread via unpasteurised milk, the probable mode of 
infection here. There is fever and malaise, which may 
progress to pneumonia, hepatitis or in rare cases to 
culture negative endocarditis. Coxiella is usually 
diagnosed via complement fixation and standard 
treatment is with doxycycline. 
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No.: 40 

A 25 -year-old woman presents to the Emergency 
Department with abdominal pain and vomiting for the 
last 24 hours. There is vaginal discharge and tenderness 
on vaginal examination and anteriorly on rectal 
examination. Blood pressure (BP) is 140/80, temperature 
is 37.4 °C 
Which diagnosis best tits with this clinical picture? 






Inflammatory bowel disease 
Acute appendicitis 
Acute salpingitis 
Ruptured ovarian cyst 
Generalised peritonitis 



No.: 40 

Acute salpingitis 

Most cases are usually associated with sexually 
transmitted infection. Patients present with low 
abdominal pain, a fever and vaginal discharge. The 
Fitz-Hughes-Curtis syndrome associated with 
Chlamydia infection is caused by infection tracking 
up the right paracolic gutter to cause a perihepatitis. 
These patients may also have right hypochondrial 
pain, fever and mild elevations in liver biochemistry. 
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A 37-year-old Mexican is seen in the emergency 
department with a 1 month history of dizziness and 
unsteady gait. He was visiting his family, who were 
concerned, and so he came to the emergency department. 
They tell you that he has been slightly strange since he 
came to visit and seems depressed and tired. He has been 
complaining about back pain and constipation. He is a 
non-smoker and does not take drugs. He works on a 
cattle ranch in Mexico. On examination, he is febrile 
38.1°C, his pulse is 85/min and blood pressure 90/50 
mmHg. He is fully alert but he appears confused. On 
abdominal palpation you find hepato splenomegaly and 
on neurological examination he has an unsteady gait and 
generalised hypotonia. 
Blood results are: 



White cell count (WCC) 


3.6 10 9 /1 


Neutrophils 


1.9 10 y /l 


Platelets 


48 10 9 /1 


Lactate dehydrogenase (LDH) 


1250U/1(10- 

250) 


Thyroid-stimulating hormone 
(TSH) 


1.2mU/l(0.4- 

5) 


Thyroxine (fT 4 ) 


16.3 pmol/1 

(10-22) 


Alanine aminotransferase 


61U/1 


Alkaline phosphatase 


16 U/l 


Bilirubin 


18 lumol/1 


Erythrocyt sedimentation rate 
(ESR) 


102mm/h 


Blood cultures at 5 days 


No growth 


Chest X-ray 


Normal 


Computerised tomography (CT) 
of the brain 


Normal 



What is the most likely diagnosis? 






Tuberculosis 

Nocardiosis 

Meliodosis 

Brucellosis 

Histoplasmosis 



No.: 41 

Brucellosis 

This patient has brucellosis. The clue is the history of 
working with cattle in Mexico where this infection is 
endemic. Brucella is a small slow -growing 
intracellular organism which histopathologically 
causes a chronic granulomatous disease. The 
presentation is varied but includes bone pain, 
neuropsychiatric symptoms and a pyrexia of 
unknown origin (PUO). Hepatosplenomegaly and 
bone marrow suppression are also found. 
The test of choice is bone marrow aspiration and 
culture. Blood cultures often require four or more 
weeks of incubation. Serum agglutination as first 
described by Bruce remains popular for diagnosis. 
Treatment includes 6 weeks of doxycycline with 
streptomycin or rifampicin. Quinolones are now also 
used. Treatment failure due to inadequate duration 
of therapy often leaves patients with chronic disease. 
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A 22-year-old female is referred to your neurology 
outpatients by the general practitioner (GP) as she is not 
able to smile. She has been generally unwell for about a 
month and has had malaise, a runny nose and muscle 
ache. She also noticed a rash on her arm about a month 
ago but this has now cleared up. She is studying for her 
masters at Yale in Connecticut, does not drink, smoke, or 
take drugs. 

On examination her pulse is 48/min in sinus rhythm. She 
has no lymphadenopathy and her chest is clear. Heart 
sounds are normal. She is unable to smile, close her eyes 
tightly or raise her eyebrows but her other neurological 
examination is normal. You also notice her right knee is 
swollen but she feels she must have fallen on it. 

Blood results are: 



Haemoglobin (Hb) 


13.8g/dl 


White cell count (WCC) 


11.2 x 1071 


Lymphocytes 


5.6 x I0 y /1 


Platelets 


335 x 1071 



Electrocardiogram (ECG) shows sinus bradycardia. 
Chest X-ray is normal. 

What is the most appropriate treatment? 

Oral prednisolone 

Intravenous hydrocortisone 

Doxycycline 

Aspirin 

Aciclovir and prednisolone 



No.: 42 
Doxycycline 

This patient has Lyme disease. Lyme disease is an 
infectious illness caused by the bacterium Borrelia 
burgdorferi. It is transmitted mainly through tick 
bites. It is very common in Connecticut where it was 
given its name when it infected a large group of 
children in Lyme. 

It initially presents with a slowly expanding skin 
lesion around the tick bite, erythemamigrans, malaise 
and joint aches. If not treated, neurological, 
cardiological and joint involvement can occur. 
The treatment of choice in those aged over 8 years 
and non-pregnant females is a 2-3 week course of 
doxycycline. 

Bilateral facial weakness can occur with Lyme 
disease, myasthenia gravis, sarcoidosis and bilateral 
Bell's palsy. 
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A 27-year-old girl is brought to the emergency 
department with severe headache, photophobia and neck 
stiffness. Her brother tells you that she has been having 
fevers, tiredness, a sore throat and lower body muscle 
ache for a week, but in the last 3 days has felt better. She 
has a regular boyfriend and only drinks on the weekends. 
He tells you that two weeks ago they were out clubbing 
and she was so drunk she fell in the Thames and two of 
her friends had to jump in and get her out. She was seen 
in hospital after this and was given the all clear. 
On examination, she exhibits meningism and 
photophobia. She is jaundiced and is pyrexial with a 
temperature of 38.7°C. She has no rash but has bilateral 
subconjunctival haemorrhage and has pharyngeal 
injection and enlarged tonsillar lymph nodes. Her heart 
rate is 120/min, blood pressure 90/62 mmHg. She has 
hepatosplenomegaly on abdominal examination. 

Computerised tomography (CT) of the head is normal. 

Cerebrospinal fluid (CSF) results are as follow s: 



White cell count 
(WCC) 


42/ml (<5) (PMN 
leucocytes 36) 


Protein 


0.54 g/1 (0.15-0.45) 


Glucose 


3. 8mml/l (3.3-4.4) 


Blood results are: 




Urea 


16.3 mmol/1 




Creatinine 


215 lumol/1 




Alanine aminotransferase 


198 U/l 




Alkaline phosphatase 


168 U/l 




Bilirubin 


98 lumol/1 




Glucose 


5.6 mmol/1 




White cell count (WCC) 


20.3 10 9 /1 





Urine dipstick shows protein 3+, blood 3+. 

What is the most likely diagnosis? 

Meningococcal septicaemia 

Mollarefs meningitis 
^■» 

Streptococcal meningitis 

<? 

Leptospirosis 

Meliodosis 



No.: 43 

Leptospirosis 

Leptospirosis is caused by pathogenic spiral bacteria 
belonging to the genus Leptospira. The disease is 
more prevalent in tropical climates and those with a 
heavy rainfall. In the developed world it has become 
associated with recreational watersports and those 
exposed to raw sewage. 

The disease incubates for 7-12 days and many 
patients never present with clinical features. The first 
phase is known as the septicaemic or leptospiraemic 
phase, as the leptospira can be cultured in the blood 
and cerebrospinal fluid (CSF). In this phase, patients 
often have flu-like symptoms. The patient usually 
then feels better for 3 days before developing the 
immune or leptospiruric stage because circulating 
antibodies may be detected or the organism may be 
isolated from urine. However, it may not be cultured 
from blood or CSF. In this phase, patients often 
present with aseptic meningitis, haemorrhagic shock 
or renal failure. 

Treatment includes supportive management. 
Doxycycline and penicillin are both reasonable 
choices for antimicrobial therapy. 
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A 37-year-old lady presents with a 2 week history of 
increasing breathlessness, dry cough and joint swelling. 
She has a painful left ear and when she breathes in she 
has sharp stabbing pains on the right side of her chest. 
She is also concerned about a rash that has started on 
both her arms and legs which burns her, but is not itchy. 
She smokes 20 cigarettes a day and her mother died of 
lung cancer at the age of 43 years. 
On examination, she is febrile, with a temperature of 
37.8°C, respiration rate 20/min on exertion and her 
saturation is 94% on room air. She has symmetrical, 
mucocutaneous lesions, with concentric colour changes 
in most lesions. She has an erythematous left ear and 
occipital lymphadenopathy. She has coarse inspiratory 
crackles in the right lung mid-zone. 

Blood results are as follows: 



White cell count (WCC) 


16.2 x 
10 9 /1 


Haemoglobin (Hb) 


9.3g/dl 


Mean corpuscular volume 
(MCV) 


84.6 fl 


Na + 


131mmol/l 


Urea 


6.3mmol/l 


Creatinine 


93 umol/1 


Alanine aminotransferase 


135 U/l 



Direct Coombs' test is positive. 

What is the most likely diagnosis? 

Influenza A 



♦ 






Small cell lung cancer 
Tuberculosis 
Sarcoidosis 
Mycoplasma pneumonia 



No.: 44 

Mycoplasma pneumonia 

This lady has a typical history for mycoplasma 
pneumonia, the onset of which occurs over 1-3 
weeks, often with a dry cough and fever. It is 
associated with bullous myringitis and erythema 
multiforme. She has a low haemoglobin which points 
to mycoplasma pneumonia, as it is associated with an 
autoimmune haemolytic anaemia due to the presence 
of anti-I antibody. 

The treatment of choice is a macrolide antibiotic 



-j 






O 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 45 

A 21 -year-old male is brought in with fever, rash and 
headache. He returned from a rodeo in North Texas one 
week ago and admits that he had probably been bitten by 
many different bugs when he was out there, despite 
using repellent. He noticed feeling hot and cold the day 
before leaving Texas but put it down to a flu-like illness 
as he had a headache, rhinorrhoea, dry cough and 
intermittent severe muscle pain in his lower back and 
legs. His fever and headache had however persisted and 
he was now concerned as he had developed a rash on his 
wrists and ankles which had now started to spread up his 
body. 

On examination, he is febrile, with a temperature of 
38.1°C and appears slightly agitated. He has a 
maculopapular eruption over his arms and legs, 
including a rash over the palms of his hands and soles of 
his feet. His pulse is 60/min and heart sounds are normal. 
His chest is clear but he is tender in the right upper 
quadrant. There is no meningism and neurology is 
normal. 

Bloods results are: 



White cell count (WCC) 


3.4 x 10 9 /1 


Platelets 


75 x I0 y /1 


Haemoglobin(Hb) 


12.1 g/dl 


Albumin 


34 g/I 


Na+ 


131mmol/l 


K+ 


3.9mmol/l 


Urea 


5.6 mmol/1 


Creatinine 


105 umol/1 


Alanine amino transferase 


101 U/l 


Bilirubin 


34 umol/1 


Chest X-ray is normal 



What is the most likely diagnosis? 

Dengue fever 
Ehrlichiosis 

Rocky I 
Syphilis 



Lyme disease 
*-\ 

Rocky Mountain spotted fever 



No.: 45 

Rocky Mountain spotted fever 

Rocky Mountain spotted fever (RMSF) is a tick- 
borne disease caused by the organism Rickettsia 
rickettsii. RMSF can be lethal. Physicians must 
maintain a high index of suspicion for RMSF in 
patients who are febrile as it is essentially a clinical 
diagnosis. Key aspects include history of potential 
tick exposure, travel to an endemic area and 
presentation in the spring or autumn. 
Patients with unexplained febrile illness, even if they 
have no history of a tick bite or travel to an endemic 
area but have rash and myalgia should be suspected 
to have RMSF. Rash is a major diagnostic sign. The 
maculopapular rash usually appears 2-6 days after 
onset of fever and progresses through stages and 
distribution that are never pathognomonic. The rash 
begins as a maculopapular eruption on the wrists and 
ankles, and spreads centripetally to involve the trunk 
and extremities. The rash involves the palms of the 
hands and soles of the feet. Later in the illness, the 
rash becomes petechial in 50% of patients. 
For adults, the preferred drug of choice is 
doxycycline. Chloramphenicol is an alternative. 
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No.: 46 

A 63 -year-old man is seen in the emergency department 
with a 2 week history of increasing fatigue, fever and 
rigors. The fever appears to come on every few days. He 
has recently come back from Long Island where he 
stayed with family. He remembers that he sustained 
several bites but the local erythema had now settled. He 
has a history of hypertension and he had his spleen 
removed following a road traffic accident 12 years ago. 
He is taking aspirin, an angioten sin-converting enzyme 
(ACE) inhibitor and penicillin V. He is a non-smoker. 
On examination, he is jaundiced looks unwell, is slightly 
confused and has a temperature of 38.7°C. He has no 
lymphadenopathy. His pulse is 120/min and regular and 
blood pressure 95/60 mniHg. His chest is clear and his 
abdomen is soft but non- specifically tender. He has no 
neurology. 



Blood results are as 


follows: 


Haemoglobin 
(Hb) 


7.1 g/dl 


Mean corpuscular 
volume (MCV) 


80.2 fl 


White cell count 
(WCC) 


11.3 1071 


Platelets 


97 1071 


Na + 


132mmol/l 


K + 


5 . 1 mmol/1 


Urea 


16.3 mmol/1 


Creatinine 


189lumol/l 


C-reactive protein 
(CRP) 


213 lug/1 


Serum 
electrophoresis 


shows polyclonal 

hyper gammaglobul ina emia 


Chest X-ray 


clear 


Urinalysis 


shows haemoglobinuria 



What is the most likely diagnosis? 

Babesiosis 






Perforated duodenal ulcer 
Lyme Disease 
Malaria 
Nocardiosis 



No.: 46 
Babesiosis 

Babesiosis is a tick-borne malaria-like illness caused 
by species of the intraerythrocytic protozoan Babesia. 
Patients present with similar symptoms to malaria, 
i.e. fever, chills and rigors. The intraerythrocytic 
Babesia destroy the red blood cells causing 
haemolytic anaemia, and haemoglobinuria. 
Symptoms are greater with a higher percentage of 
parasitism A B-lymphocyte response is elicited with 
a secondary reactive polyclonal 

hypergammaglobulinemia Babesiosis is frequent in 
endemic areas of the USA, particularly Long Island, 
New York, and Nantucket and Martha's Vineyard, 
Massachusetts. 

Patients without a spleen have a more fulminant and 
prolonged clinical course and may have 
overwhehning infection and a fatal outcome. 
Babesiosis is often a clinical diagnosis and the history 
of a recent trip to Long Island and being bitten 
should differentiate this from malaria. In addition, 
patients with malaria often have a more pronounced 
headache. Lyme disease does not cause haemolytic 
anaemia, and nocardiosis is only fulminant in the 
immunocompromised. 
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A 31-year-old female is seen in neurology outpatients 
with a 4 month history of poor concentration, memory 
loss and increasing clumsiness. Her partner tells you she 
has fallen three times in the last few weeks and that she 
now needs help doing up her laces. She has been 
incontinent of urine over the last 2 weeks. She is 
originally from Somalia and came to the UK 5 years ago. 
On examination, she is cachectic and appears agitated. 
She has an ataxic gait. She has generalised motor 
weakness, hyperreflexia and has upgoing plantar s 
bilaterally. There appear to be a number of small skin 
tumours present on general inspection. 

Cerebrospinal fluid (CSF) results are as follows: 



Protein 


0.35 g/1 (0.15-0.45) 


White cell count (WCC) 


1/ml (<5) 


Red blood cells (RBC) 


0/ml (<5) 


Glucose 


5.3 mmol/1 (3.3-4.4) 



Computerised tomography (CT) of the brain shows 
cerebral atrophy with wide sulci, 
magnetic resonance imaging (MRI) of the brain shows 
gross white matter abnormalities, particularly in the 
periventricular area. 

What is the most likely diagnosis? 

Herpes simplex encephalitis 






♦ 



HIV encephalopathy 

West Nile encephalitis 

Progressive multifocal leucoencephalopathy 

Normal pressure hydrocephalus 



No.: 47 

HIV encephalopathy 

This lady who has come from Somalia is likely to 
have undiagnosed AIDS. HIV encephalopathy (also 
called AIDS-dementia complex) comes on over a 
period of months with cognitive dysfunction, 
behavioural and motor abnormalities. Typically the 
presentation is of diffuse subcortical dementia, and 
poor balance, poor co-ordination, an ataxic gait and 
generalised motor weakness and diffuse hyperreflexia 
are often found. Patients become incontinent and 
develop seizures. 

There is no preceding history or epidemiological link 
to suggest West Nile encephalitis or herpes simplex 
and the time frame is too long. Progressive multifocal 
leucoencephalopathy typically includes a much more 
focal neurological presentation (e.g. hemiparesis, 
aphasia or ataxia) and magnetic resonance imaging 
(MRI) shows multiple non-enhancing white matter 
lesions, typically at the grey -white matter interface, 
without mass effect. The JC virus can usually be 
isolated on polymerase chain reaction (PCR) of the 
cerebrospinal fluid (CSF) in PML, and antibodies to 
JC virus may also be demonstrated, thus being 
another means of distinguishing between HIV 
encephalopathy and PML. 

HIV encephalopathy can be prevented by successful 
highly active antiretroviral therapy (HAART). Once 
the encephalopathy occurs however, reversibility 
with HAART is variable. Normal pressure 
hydrocephalus occurs almost exclusively in elderly 
patients; in addition the clinical course is very slowly 
progressive over many months and years. It would 
therefore be highly unlikely here. 
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While working on a relief effort after the Tsunami in 
Thailand, a 29-year-old Asian male presents with a 10 
day history of fever, rigors, night sweats, myalgia and 
headache. He has a cough productive of green sputum 
with occasional flecks of fresh red blood, and right-sided 
pleuritic chest pain. He had been swept up in the tidal 
wave and swept approximately 1 mile. He had suffered 
lacerations to both shins and heavy bruising to his chest. 
He admitted that he had swallowed sea water. He is a 
type 1 diabetic on insulin. 

On examination, he is febrile, with a temperature of 
39.2°C and has a pulse of 1 10/min. His blood pressure is 
120/8 OmmHg and respiratory rate 24/min. His 
saturation on room air is 93%. He has a pustular eruption 
over both shins and cervical and inguinal 
lymphadenopathy. On chest percussion there is a stony 
dullness over the right base, and on chest auscultation, 
he has bronchial breathing over the right mid-zone and 
no air entry at the right base. 

Chest X-ray shows pleural effusion at the right base, 
with consolidation and a lung cavity in the right mid- 
zone. There is diffuse shadowing at the left base. 

Blood results are as follows: 



Urea 


10.1mmol/l 


Creatinine 


141 umol/1 


Bilirubin 


34 umol/1 


Alanine aminotransferase 


124 U/l 


Alkaline phosphatase 


158 U/l 


Albumin 


33g/l 


C-reactive protein (CRP) 


287ug/l 


White cell count (WCC) 


13.3 x 1071 


Haemoglobin (Hb) 


10.2 g/dl 


Platelets 


536 x 1071 



Blood cultures are negative at 5 days. 

What is the most likely diagnosis? 

Mycoplasma pneumonia 
(5* 






Actinomycosis 
Tuberculosis 
Melioidosis 
Streptococcal pneumonia 



No.: 48 
Melioidosis 

The tsunami that struck the Asian subcontinent and 
Africa on 26 December 2004 ended the lives of more 
than 200 000 people. Burkholderia pseudomallei, the 
organism that causes melioidosis is endemic in 
Thailand. When bacteria are aerosolised and enter 
the respiratory tract via inhalation or hematogenous 
spread, pulmonary infections occur presenting with 
pneumonia, pulmonary abscesses, and pleural 
effusions. The incubation period is 10-14 days. 
During the Tsunami, ingestion of contaminated water 
and inhalation of dust contaminated with the 
organism occurred. The history is similar to that of 
other cavitating lung lesions and the diagnosis should 
be thought about primarily because of the location 
and public events prior to the presentation. 
Treatment for pulmonary melioidosis includes 
intravenous ceftazidime or meropenem for 2 weeks 
along with co-trimoxazole for 2 weeks. Recurrences 
do occur. 
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A 41 -year-old lady is seen in the emergency department 
with a 3 week history of increasing breathlessness. She 
has a non-productive cough and has been feeling hot and 
cold. She feels fine at rest but after walking 10 yards she 
becomes dyspnoeic. She has suffered from rheumatoid 
arthritis for 10 years and she is currently taking 
methotrexate, folic acid and prednisolone. She had a 
flare 4 months ago which required a course of 
etarnecept. She is a non-smoker. 
On examination, she is afebrile and comfortable at rest. 
She has Candida of the tongue. Her respiratory rate is 
20/min at rest, but on transferring from a chair to bed 
increases to 28/min. Saturations on room air are 92%. 
You ask her to take a few steps across the room and her 
saturation drops. Her heart sounds are normal and chest 
is clear. 

Chest X-ray shows bilateral, perihilar interstitial 
infiltrates. 

Blood results are as follows: 



White cell count ( WCC) 



Haemoglobin (Hb) 



Mean corpuscular volume (MCV) 



Platelets 



riaieieis 

What is the most likely diagnosis? 

Tuberculosis 
Sarcoidosis 

Pneumocystis j irovecii 
Histoplasma capsulatum 
Rheumatoid lung disease 



3.2 x 1071 



9.8 g/dl 



85.6 fl 
142 x 1071 



No.: 49 
Pneumocystis jirovecii 

This question is not particularly difficult but serves 
to highlight that Pneumocystis carinii has recently 
been renamed Pneumocystis jirovecii. Given this 
patient's recent treatment with etarnecept and now 
the use of methotrexate and prednisolone she is 
immunosuppressed. She has a classic history and X- 
ray changes consistent with Pneumocystis jirovecii. 
Diagnosis is usually confirmed with cytological 
examination of broncheoalveolar lavage fluid 
although this is not always necessary. First -line 
treatment includes high-dose co-trimoxazole. 



-j 






O 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 50 

You see a previously well 5 6 -year-old Asian gentleman 
referred by his general practitioner (GP) with a 5 week 
history of abdominal pain, weight loss, night sweats and 
fever. He returned 6 weeks ago from Pakistan where he 
spends half the year. The pain is colicky and generalised 
and is not associated with meals or relieved by 
defecation. He has no vomiting or recent change in 
bowel habit, nor noticed per rectum (PR) bleeding or 
melaena. 

On examination he is wearing loose clothes and is 
afebrile. His abdomen is soft but tender in the right 
lower quadrant. 

He has an abdominal ultrasound scan, which reports the 
presence of a stone in the gall bladder, but otherwise a 
normal scan. 

Oesophageo-gastro-duodenoscopy (OGD) is normal. 
Barium enema shows narrowing of the terminal ileum. 

What is the most likely diagnosis? 



. 






Ulcerative colitis 
Carcinoid syndrome 
Crohn's disease 
Tuberculosis 
Caecal cancer 
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Tuberculosis 

This man's history of being in Pakistan recently and 
the rapid onset of weight loss, fever and night sweats 
makes it likely that he has tuberculosis (TB). 
Although Crohn' s disease often presents with 
terminal ileal disease he has no history of diarrhoea. 
Caecal cancer is possible, but the history is more 
suggestive of TB. 

Treatment is as for pulmonary TB. In those who are 
not drug resistant the standard therapy is of 
isoniazid, rifampicin, pyrazinamide and ethambutol 
for 2 months, followed by 4 months of isoniazid and 
rifampicin. Therapy should be guided by a TB 
specialist. 
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A 37-year-old lady is seen in clinic with a 1 month 
history of malaise, tiredness, chest pain and 
breathlessness on walking up the stairs. You establish 
that she has not felt well for about 6 months since 
returning from Puerto Rico. She went fresh- water 
swimming there and often walked barefoot. She boiled 
her water but occasionally dined out on local delicacies. 
She developed an itch of both feet shortly after returning 
and noticed a rash, which responded to cream prescribed 
by her doctor. A week later, she had an episode of 
dyspnoea and wheeze, which her general practitioner 
(GP) told her was asthma and she felt better with 
salbutamol. About 3 months ago she had abdominal 
pain, nausea and diarrhoea, which settled after a few 
weeks. 

On examination, she looks pale but there is no clubbing 
or lymphadenopathy. She is tachycardic at 104/min but 
her heart sounds are normal. Chest exam reveals 
scattered wheeze. Her abdomen is soft and her per 
rectum (PR) examination is normal. 
Chest X-ray reveals small bilateral pleural effusions. 

Blood results are as follows: 



White cell count (WCC) 


6.5 x 10 9 /1 


Haemoglobin (Hb) 


7.6 g/dl ! 


Platelets 


532 x 10 9 /1 


Albumin 


31g/l 


C-reactive protein 


CRP 6 ug/1 



What is the most likely diagnosis? 

Dilated cardiomyopathy 
Polyarteritis nodosa 
Colonic carcinoma 



♦ 






Hookworm infection 
Schistosomiasis 



No.: 51 
Hookworm infection 

This patient has a good history for Ancylostoma 
infection. Hookworm is endemic in Puerto Rica. The 
worms often get in through the feet and cause an 
intense local rash. After about a week they move 
through the lung causing wheezing and cough and 
then they migrate to the intestine where they become 
adults and start laying eggs. With heavy infection the 
patient may have an episode of abdominal pain, 
nausea, diarrhoea and anorexia. 

After 8-12 weeks the hookworm eggs are present in 
the faeces and the isolation of these is the 
investigation of choice. Anthelminthic drugs effective 
against hookworms include albendazole, 

mebendazole and thiabendazole as well as ivermectin. 
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A 31-year-old male is seen in the emergency department 
with right upper quadrant tenderness and bloody 
diarrhoea. He has been unwell since returning from a 
period supervising a 1 year Operation Raleigh expedition 
to Brazil. This was one of a number of South American 
trips. While there, he took part in watersports and went 
fresh- water swimming. He visited the jungles and was 
bitten by the occasional insect. He was always careful 
however with what he ate and drank. He had night 
sweats and fever for 1 week, with headache, a non- 
productive cough and arthralgia. He smokes 40 
cigarettes/day and drinks heavily on the weekend. He 
admitted to having casual unprotected sex with some of 
the local women. 

On examination, his temperature is 38. 1°C and his pulse 
110/min. He has cervical and inguinal lymphadenopathy. 
His chest is clear but he has a large liver, which 
measures 10 cm below the right costal margin, and a 
spleen which is 8 cm below the left costal margin. 

Blood results are as follows: 



White cell count (WCC) 


15.2 1071 


Neutrophils 


9.3 1071 


Lymphocytes 


3.2 1071 


Eosinophils 


2.1 1071 


Haemoglobin (Hb) 


10.1 g/dl 


Mean corpuscular volume (MCV) 


84 fl 


Platelets 


532 1071 


Alanine aminotransferase 


36U/1 


Alkaline phosphatase 


134 U/l 


Gamma glutamyl transferase 


157 U/l 


Bilirubin 


21 Vmol/1 


Albumin 


34g/l 


<td ">Chest X-ray is normal 





Abdominal ultrasound scan shows an enlarged liver 15 
cm, enlarged spleen 10 cm, kidneys and pancreas 
normal, two gallstones in the gallbladder, no CBD 
dilatation (common bile duct) 

What is the most likely diagnosis? 

♦ 



♦ 



♦ 



HIV 

Crohn's disease 

Giardiasis 

Schistosomiasis 

Leishmaniasis 



No.: 52 
Schistosomiasis 

This patient has an exposure to fresh-water 
immersion and jungle activity in a country where 
schistosomiasis is endemic. The disease is caused by 
one of several species of parasitic trematodes of the 
genus Schistosoma. Schistosomes infect particular 
species of susceptible freshwater snails, which release 
cercariae, which are fork-tailed 1 mm-long free- 
swimming larvae. These survive in freshwater for up 
to 48 h, during which time they must attach to human 
skin/susceptible host mammal or die. Once attached, 
they migrate through intact skin to dermal veins and, 
over the next several days, to the pulmonary 
vasculature. The worms then migrate through the 
pulmonary capillaries to the systemic circulation, 
which carries them to the portal veins where they 
mature. In the portal circulation the males and 
females pair off and produce eggs. 
Diagnosis is based on a good travel history with the 
risk of exposure clarified. Patients in the acute stage 
can present with an urticarial illness as they react to 
the antigenic eggs produced. Symptoms are those of 
serum sickness and hepatosplenomegaly is often 
present. 

Diagnosis can be made by observing eggs in the stool 
or urine depending on which species of Schistosoma 
has caused infection. Treatment is primarily with 
praziquantel and supportive therapy. 
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You receive a phone call from Montevideo (Uruguay) 
when you are on-call at the weekend from a patient who 
was bitten by a dog and wants to know if he is at risk of 
rabies and what should be done. You gather that the 
patient had accidentally walked across a car park that 
was being guarded but had not understood the sign 
'beware of the dog'. You gather that the dog is healthy 
and the patient was bitten through two layers of clothing. 

What is the most appropriate advice? 

Have the dog shot and biopsy the brain for rabies 

Go immediately to a secondary' care facility and ask 
for anti-rabies vaccine 

The dog should be confined and observed for 10 
days for signs of rabies infection 

The patient should be admitted for regular 
neurological observations as he might develop rabies 

Start the patient on regular ribavirin and interferon 
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The dog should be confined and observed for 10 days for 
signs of rabies infection 

Rabies is an acute progressive encephalitis caused by 
RNA viruses in the family Rhabdoviridae, genus 
lyssavirus. Typical incubation periods are between 1 
and 3 months. Once symptoms begin, treatment is 
largely futile. Patients usually die within days to 
weeks after presentation. 

If the suspicion of rabies is low, i.e. the dog seemed 
healthy; the attack was provoked; the person was 
bitten on an ankle through their clothing; there were 
only minor abrasions, which were washed well; and 
the episode occurred in a major city free of canine 
rabies in recent years, such as Montevideo or if the 
dog is found alive, prophylaxis is not indicated. 
Instead, the animal should be confined and observed 
daily for 10 days. A vet should evaluate the animal at 
the first sign of illness, and if it exhibits signs of 
rabies during the 10-day observation period, the 
patient should immediately receive prophylaxis, and 
the animal should be killed and its brain tissue tested 
for rabies. 

If the bite occurred in an area where canine rabies is 
endemic, immediate post-exposure prophylaxis is 
warranted, either with locally produced biologic 
agents or those obtained from the closest major 
urban area or country. 
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A 60-year-old woman presents to the casualty 
department following a seizure witnessed by her 
daughter. The daughter reports that her mother is 
normally fit and well but had been complaining of 
headaches recently. The patient is on no known 
medications and is a non-smoker. She had recently 
returned from a trip to China. Physical examination 
findings are normal but the patient is in a postictal state. 
An urgent CT scan of the head is arranged and this 
shows a periventricular cystic lesion in the parietal lobe 
with surrounding oedema. The radiologist says that the 
appearance is compatible with neurocysticercosis. 
Which of the following investigations would be least 

likely to help confirm this diagnosis? 

*-» 

single stool examination for ova and parasites of T 
solium 

Serum anticysti cereal antibodies demonstrated by 
immunoblot assay 

CSF enzyme-linked immunosorbent assay for 
detection of cysticercal antigens 

Resolution of intracranial cystic lesions after 
therapy with albendazole 

Fundoscopic examination to directly visualize 
subretinal parasites 



No.: 54 

single stool examination for ova and parasites of T 
solium 

The pork tapeworm, Taenia solium, is the causative 
organism in cysticercosis, which can affect either the 
intestine, causing an intestinal tapeworm infection, or 
the central nervous system, causing 

neurocysticercosis. The infection is acquired through 
the ingestion of undercooked pork containing 
cysticerci of T. solium It is important to elicit a 
history of exposure to an area in which the parasite is 
endemic. Since the signs and symptoms can be non- 
specific, certain criteria are required to diagnose the 
infection*. It is worth noting that since the eggs are 
shed intermittently, a single stool examination 
looking for ova and parasites may not be enough to 
identify the tapeworm carriers. The mainstay of 
treatment is symptomatic relief, eg anticonvulsants 
for seizures, corticosteroids for cerebral oedema. 
Antiparasitic drugs (albendazole) are used if viable 
cysticerci are suspected and should be given under 
expert supervision. 
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On the post on-call medical ward round, a 70 -year-old 
male patient had been admitted the night before with 
acute chest pain diagnosed as unstable angina. During 
the physical examination, you notice that he has a wasted 
thin right leg. He informs you that he has had this since 
childhood and that the leg took on this appearance after 
an infection in his early teens. The leg is shorter than the 
left leg and the muscles on the leg are atrophic. 
Which of the following statements is TRUE with 
respect to the underlying cause of the appearance of 
this limb? 



This disease was eradicated from the world in 1980 



It is caused by a DNA virus transmitted through the 
ingestion of contaminated water 






The disease mainly affects children 



The virus is resistant to inactivation by 
formaldehyde 

Tonsillectomy is a protective factor against 
infection with the virus 



No.: 55 

The disease mainly affects children 

Poliomyelitis is a disease that is still present in the 
modern world although its prevalence has decreased 
due to the introduction of aggressive immunisation 
programmes. It is caused by a RNA virus that is 
transmitted through the faeco-oral route or by 
ingestion of contaminated water. Although it affects 
children mainly, individuals of any age may contract 
the virus and develop the disease, especially if they 
are immunocompromised. Furthermore, infections 
can be potentiated by exercise and previous 
tonsillectomy. Although the virus replicates in the 
gastrointestinal tract, it is particularly neurotrophic. 
The virus can be inactivated by formaldehyde. 
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A 19-year-old male is brought to the casualty department 
in the evening by his fellow students after the patient 
began to develop a very high fever, rash and drowsiness. 
The friends report that he is usually fit and well, often 
captaining the university fencing team, but that he had 
had a viral upper respiratory tract infection in the last 
week and began to develop a high fever associated with 
the rash that same morning. His other complaints had 
been of headache, muscle aches, nausea and a couple of 
episodes of vomiting. On examination, the patient is 
drowsy and is constantly shielding his face from the 
light. He has neck stiffness, a purpuric non-blanching 
rash over his body most notable on the trunk, and a fever 
of 39°C. The chest examination is clear. A diagnosis of 
meningococcal septicaemia is made and the patient 
immediately commenced on intravenous antibiotics. 
Which of the following tests is NOT routinely used to 
confirm meningococcaemia? 






Blood culture 

Lumbar puncture 

Throat culture 

Gram stain of lesional skin biopsy 

Gram stain of broncho-aspirate specimens 



No.: 56 
Throat culture 

Meningococcal infection is caused by Neisseria 
meningitides and is transmitted from person to 
person via respiratory secretions. The initial 
presentation may be difficult to distinguish from a 
viral syndrome, particularly as it typically follows an 
upper respiratory tract infection. Children under 4 
years have the highest risk of developing 
meningococcal disease, whilst most adult patients 
who develop meningococcal disease have been 
previously healthy. Meningococcaemia can be 
confirmed with blood culture, lumbar puncture, 
Gram stain of a skin biopsy from a lesion or from 
bronchoaspirate specimens. The diagnosis cannot be 
made on the results of a throat culture alone since 
asymptomatic colonisation is not uncommon. 
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A 19-year-old woman presented with a history of an 

abrupt onset of high fever, headache, cough and 

abdominal pain. About 2 days later she developed a 

maculopapular rash that began on the extremities and 

there was associated swelling of the hands and feet. 

After appropriate investigations, a diagnosis of atypical 

measles syndrome is made. 

Which of the following statements about this 

condition is FALSE? 

■ 

Rocky Mountain spotted fever is a viable 

differential diagnosis based on the clinical symptoms 

and signs 

<? 

The patient has not previously been vaccinated 

against measles 

Immunisation with inactivated measles virus is not 
preventative 

Pneumonia is common and may persist for months 

Isolation of the measles virus by growing it in tissue 
culture is one method used to establish the diagnosis 
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The patient has not previously been vaccinated against 
measles 

Atypical measles syndrome (AMS) occurs in persons 
who were incompletely immunised against measles. 
This may occur either because they were given the 
old killed-virus measles vaccine (no longer available) 
or they were given the attenuated (weakened) live 
measles vaccine which had been inactivated due to 
improper storage. The latter does not prevent 
measles but causes an alteration in its expression, 
resulting in AMS. Virus isolation, serological studies, 
or both, may be necessary to confirm the diagnosis. 
The differential diagnosis of AMS is similar to that of 
typical measles but the severity of the constitutional 
signs and the variety of the rash observed may also 
suggest Rocky Mountain spotted fever, leptospirosis, 
haemorrhagic varicella or meningococcal infection. 
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A GP refers a 21 -year-old man, who had been previously 
fit and well, for a second opinion. He had presented with 
a 3 -month history of flitting arthralgia and myalgia. Prior 
to the onset of this problem, he had been on holiday in 
the Far East where he had unprotected sexual intercourse 
with a heterosexual on one occasion only. On general 
examination, there was no evidence of arthritis but it was 
noted that the patient had bilateral cervical 
lymphadenopathy. Investigations showed a white cell 
count at the lower end of normal, mild anaemia, normal 
urea & electrolytes, and abnormal liver function tests 
with the liver enzymes all being elevated. Urethral swabs 
for chlamydia and gonnococcus were negative. 
Which is the most likely diagnosis? 






♦ 



♦ 



Acute HIV infection 
Brucellosis 
Reiter's syndrome 
Adult-onset Still's disease 
Relapsing polychondritis 
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Acute HIV infection 

Acute HIV infection can affect any number of organ 
systems, including the lymphatics, skin, 
gastrointestinal system, genitourinary system, bone 
marrow and nervous system, with the clinical 
findings being related to the organ system affected. 
These signs include persistent generalised 
lymphadenopathy, oral thrush, oral hairy 
leukoplakia, shingles (especially in a patient under 
the age of 40), anaemia, thrombocytopenia and 
secondary opportunistic infections, eg 

Mycobacterium tuberculosis. The work-up of the 
patient varies depending on the initial presenting 
complaint but it is important to exclude all other 
treatable causes. Acute infection may be detected by 
the presence of P24 antigen or HIV RNA, both of 
which precede the development of IgM or IgG 
antibodies. Any patient will need appropriate 
counselling before performing an HIV test. 
Brucellosis is a zoonosis carried by domestic animals 
and transmitted to humans via ingestion of infected 
food products, direct contact with an infected animal 
or inhalation of aerosols. An appropriate history is of 
utmost importance in diagnosing brucellosis, 
enquiring in particular about occupation and recent 
travel to areas where the disease is endemic. Fever 
and malaise are common symptoms observed in these 
patients. Reiter's syndrome is the triad of urethritis, 
conjunctivitis and seronegative arthritis. 
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A 28-year-old Nigerian man is admitted to hospital with 
night sweats and a cough productive of sputum flecked 
with blood. He has no past medical history and is not on 
any medication. An urgent HIV test is positive and he is 
revealed to have a CD4 count of 120 x 10 6 /L. A Chest 
X-ray shows right upper zone consolidation and three 
sputum samples reveal acid fast bacilli. 
What is the most appropriate treatment regime to 
start? 

Isoniazid, pyrazinamide, rifampicin, pyridoxine 

Isoniazid, pyrazinamide, rifampicin, pyridoxine, 
ethambutol, highly active antiretro viral therapy 
(HAART) 

(♦ 

Isoniazid, pyrazinamide, rifampicin, pyridoxine, 

ethambutol, prophylactic co-trimoxazole 
*^» 

Isoniazid, pyrazinamide, rifampicin, pyridoxine, 

ethambutol, prophylactic co-trimoxazole, HAART 

Isoniazid, pyrazinamide, rifampicin, pyridoxine, 
ethambutol 
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Isoniazid, pyrazinamide, rifampicin, 
ethambutol, prophylactic co-trimoxazole 



pyridoxine, 



A is incorrect because the British HIV Association 
guidelines for the treatment of HIV/TB co-infection 
recommend that all patients with HIV start on four 
anti-TB drugs due to the risk of isoniazid resistance. 
All patients should be put on prophylactic pyridoxine 
(vitamin B 6 ), as peripheral neuropathy caused by 
isoniazid is more common in HIV-positive patients. 
B is incorrect because patients initiating highly active 
antiretro viral therapy (HAART) before the TB is 
fully treated can result in an immune reconstitution 
syndrome. These reactions do not have a widely 
accepted definition. They are characterised by 
worsening or appearance of new signs, symptoms, or 
radiographic manifestations of tuberculosis that 
occur after initiation of HAART, and are not the 
direct result of TB treatment failure or another 
disease process. 

For patients with CD4 > 200 , x 10 6 /L it is 
recommended to delay HAART for 6 months after 
starting TB treatment, for CD4 100-200, delay for 2 
months. No current evidence for best management at 
CD4 <100. 

As this man has a CD4 of <200 he needs to be started 
on Pneumocystis jiroveci pneumonia (PCP) 
prophylaxis with co-trimoxazole. There is no reason 
to delay this. 
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A 24-year-old man known to be HI V positive presents 
with a 3 -day history of worsening shortness of breath, 
fevers and a cough productive of green sputum. His last 
CD4 count 2 months ago was 220 x 10 6 /L and he is on 
no treatment. 

On examination, 2 saturations is 91% on breathing 
room air, temperature 38.8°C, pulse 120 beats/min, 
crackles are heard in both midzones. Chest X-ray shows 
diffuse interstitial shadowing bilaterally. Arterial blood 
gas - on air, p(0 2 ) 10.5 kPa, p(C0 2 ) 3.7 kPa, HC0 3 " 22 
mmol/L, 2 saturations 90%. 
What is the most appropriate initial treatment? 

a 



♦ 
♦ 
♦ 
♦ 



Intravenous (iv) co-trimoxazole 
Amoxicillin and clarithromycin 
Clindamycin and primaquine 
Liposomal amphotericin 
Metronidazole 
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Amoxicillin and clarithromycin 

The history is classical of a community -acquired 
pneumonia and does not suggest Pneumocystis 
jiroveci pneumonia (PCP), which generally has a 
more subacute time course with a dry cough- The X- 
ray would support a diagnosis of an atypical 
pneumonia. As well as opportunistic infections, HIV- 
positive patient are also more susceptible to common 
bacterial infections than non-immune-compromised 
patients. The treatment for community -acquired 
pneumonia is amoxicillin plus a macrolide, according 
to the British Thoracic Society guidelines. 



No.: 61 

A 41 -year-old Ugandan woman is seen in the HIV clinic. 

She has a CD4 count of 140 x 10 6 /L and was started on 

prophylactic co-trimoxazole 2 weeks previously. 

Unfortunately this resulted in a severe rash and deranged 

liver function tests and was discontinued. 

She has glue ose-6 -phosphate dehydrogenase (G6PD) 

deficiency and is a type 2 diabetic. Her only current 

medication is metformin 500 mg bd. 

What is the most appropriate Pneumocystis jiroveci 

pneumonia (PCP) prophylaxis? 



No.: 61 

Pentamidine nebuliser 

Pentamidine as prophylaxis can only be given via 
nebuliser, while co-trimoxazole cannot be given by 
this route. Dapsone is a good choice but can cause 
haemolysis in patients with glucose-6-phosphate 
dehydrogenase (G6PD) deficiency. Clindamycin can 
be used in the treatment of Pneumocystis jiroveci 
pneumonia (PCP) but not the prophylaxis. 






♦ 



Co-trimoxazole nebuliser 
Oral dapsone 
Oral pentamidine 
Oral clindamycin 
Pentamidine nebuliser 
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A 32-year-old, HIV-positive, man is brought to the 
emergency department by his partner, who has noticed 
increasing confusion over the past 4 weeks. The patient 
has been non-compliant with his antiretroviral therapy 
and has not attended outpatient clinic for over 6 months. 
The patient denies any headache or neurological 
symptoms but scores 0/10 on the Mental Test Score. 
Neurological examination reveals some past pointing 
and dysdiadochokinesis on the left but nil else. The 
patient is afebrile. 

Other investigations show: 



Computed 
tomography (CT) 
of the head with 
contrast 



Cerebrospinal 
fluid (CSF) 



No focal lesions 



Protein 0.8, glucose 4.8 
(plasma glucose 5.2) 
Cryptococcal antigenCRAG 
negative, 2 white blood 
cell/mm 3 (WBC), 4 red blood 
cells (RBCymrn 3 , no 
organisms seen. 



Which treatment is most likely to improve the 
symptoms? 



♦ 



♦ 



♦ 



Sulphadiazine and pyrimethamine 

Highly active antiretroviral therapy (HA ART) 

Intravenous (iv) ganciclovir 

iv Aciclovir 

High-dose fluconazole 
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Highly active antiretroviral therapy (HAART) 

The most likely diagnosis is progressive multifocal 
leucoencephalopathy (PML). PML is a unique 
demyelinating disease which usually occurs in a 
person with abnormal immune responses resulting 
from serious disease, treatment with cytotoxic drugs 
or irradiation, or long-term immunosuppression. The 
pathology of PML is distinctive and consists of 
multiple foci of demyelination of varying size from 
pinpoint lesions to areas of several centimetres. The 
lesions may occur anywhere but are usually in the 
cerebral hemispheres, less often in the cerebellum 
and brainstem and rarely in the spinal cord. 
Typically, PML evolves gradually, with impairment 
of mental function and disturbance of speech and 
vision. Movement may also be affected. The disease 
then progresses rapidly and the patient is severely 
disabled, eventually becoming demented, blind and 
paralysed, and finally there is coma and death. 
Almost any neurological sign can be part of the 
clinical spectrum, motor sensory or cerebellar signs 
depending on the white matter areas affected. Often 
nothing is seen on computed tomography (CT) and 
magnetic resonance imaging (MRI) is a much more 
useful modality in this condition. It generally occurs 
only at low CD4 counts and there is no specific 
therapy. PCR for JC virus, a polyomavirus and the 
causative organism, should be performed. 
Commencing HAART can improve symptoms in 
some patients, although some can deteriorate. It is 
inevitably progressive. Another possibility is HIV- 
associated encephalopathy, where the HIV virus itself 
is responsible for the pathology. HAART is also the 
treatment of choice for this. The clinical details do 
not suggest neurological toxoplasmosis, 

cytomegalovirus (CMV), herpes simplex virus (HSV) 
or cryptococcal meningitis, so the other answers are 
incorrect. 
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A 3 5 -year-old man from Sierra Leone presents to the 
emergency department with fevers, night sweats and 10 
kg weight loss over the past 2 months. There is no cough 
or shortness of breath. He says that he was diagnosed 
HIV positive 6 months previously in Africa but doesnt 
know any further details. 

On examination he is febrile at 38°C and cachectic. He 
has a 4 cm lymph node in his left axilla, and his chest is 
clear. On examination he has 2 cm hepatomegaly. Chest 
X-ray is unremarkable. 
Bloods tests reveal: 



Haemoglobin (Hb) 


8.6 g/dl 


White cell count (WCC) 


2.9 10 9 /1 


Platelets 


311 1071 


Urea and electrolytes 


Normal range 


Alkaline phosphatase 


330 U/l 


Alklaine transferase 


75U/1 


Bilirubin 


9 umol/1 


Albumin 


25g/l 


Lactate dehydrogenase 


1500 U/l 



An ultrasound of the liver reveals diffuse hepatomegaly 
with no duct dilatation. 

What is the most appropriate next step? 

Sputum culture 

Bone marrow trephine 

Lymph node biopsy 

Computed tomography (CT) of the abdomen 

Liver biopsy 
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Lymph node biopsy 

The most likely diagnoses are TB and lymphoma; 
histoplasmosis and atypical mycobacteria are also a 
possibility. Although TB is likely, the patient is not 
expectorating and is therefore not infectious. A 
computed tomography (CT) of the abdomen will add 
little, a tissue sample is needed to look for lymphoma, 
granulomas or acid fast bacilli. All of the suggested 
biopsies are reasonable but biopsy of a large 
superficial lymph node will be the least invasive. 
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A 3 6 -year-old Ghanean man presents to a sexual health 
clinic for a routine screen. He moved from Ghana 2 
months ago and has no previous medical problems. He is 
found to be HIV positive with a CD4 count of 40 x 10 6 /L 
, viral load 25 000, Toxoplasma immunoglobulin G 
(IgG) positive, IgM negative, cryptococcal antigen 
negative, x 10 6 /L 

He is referred to the HIV clinic where he is commenced 
on low-dose co-trimoxazole and highly active 
antiretroviral therapy (HA ART) (tenofovir, 3TC and 
efavirenz). 

Three weeks later he presents extremely unwell with 5 
kg weight loss, drenching night sweats and malaise. 
What is the most likely diagnosis? 






♦ 



Adverse reaction to co-trimoxazole 
Immune reconstitution syndrome 
Drug side-effect of HAART 
Disseminated cryptococcosis 
Non-Hodgkin's lymphoma 
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Immune reconstitution syndrome 

Some patients after HAART will develop an 
exacerbation of symptoms, signs, or radiological 
manifestations of tuberculosis. This has been well 
described in patients without HIV infection who have 
a period of depressed immunity, but appears to occur 
more commonly in HIV-positive patients. 
The aetiology of these reactions is unknown, but it is 
presumed in HIV disease that they occur at least in 
part as a consequence of highly active antiretroviral 
therapy (HAART)-related reconstitution of immunity 
leading to an abnormal immune response to tubercle 
antigens released by dead or dying bacilli 
These reactions do not have a widely accepted 
definition. They are characterised by worsening or 
appearance of new signs, symptoms, or radiographic 
manifestations of tuberculosis that occur after 
initiation of HAART, and are not the direct result of 
TB treatment failure or another disease process. 
Immune reconstitution syndromes (IRIS) can also 
occur with other infections such as cytomegalovirus 
(CMV) and toxoplasmosis. 
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You are a senior house officer on the ward. An HIV- 
positive man is on treatment for TB with isoniazid, 
rifampicin, pyrazinamide and ethambutol. His treatment 
was commenced 1 week ago. He has a CD4 count of 100 
x 10 6 /L and the plan is to start him on highly active 
antiretroviral therapy (HAART) as an inpatient. 
On the ward he has a grand mal seizure which is self- 
terminating. Neurological examination reveals right- 
sided weakness affecting the arm and leg. 

Further investigations reveal: 



Glucose 


5.1 mmol/1 


Haemoglobin (Hb) 


10.2 g/dl 


Platelets 


320 1071 


White cell count (WCC) 


2.0 10 9 /1 


Urea and electrolytes 


NAD 



An urgent computed tomography (CT) of the head is 
requested, which reveals a solitary focal lesion in the left 
internal capsule with some surrounding oedema and mild 
effacement of the posterior horn of the lateral ventricle. 
What is the most urgent next step? 






Add in a sixth antituberculous drug 

Urgent toxoplasma serology 

Lumbar puncture 

Commence sulphadiazine and pyrimethamine 

Magnetic resonance imaging (MRI) of the brain 



% 
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Commence sulphadiazine and pyrimethamine 

Possible causes for a solitary focal lesion in this 
patient include cerebral toxoplasma, lymphoma and 
a tuberculoma. In an immunocompromised patient, 
always have a low index of suspicion for multiple 
pathologies. Both magnetic resonance imaging (MRI) 
and toxoplasma serology would be very useful but 
they are not as urgent as starting toxoplasma 
treatment. Lumbar puncture is relatively 
contraindicated due to evidence of raised intracranial 
pressure. 
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A 19-year-old Thai woman presents to the emergency 
department complaining of malaise and shortness of 
breath. On examination she has multiple enlarged 
cervical and axillary nodes and mild 
hepatosp 1 enomega ly . 

Preliminary blood tests reveal 



Haemoglobin (Hb) 


6.1 g/dl 


White cell count (WCC) 


1.5 x 1071 


Neutrophils 


0.6 x 1071 


Platelets 


21 x 1071 


Urea and electrolytes 


NAD 


Alkaline phosphatase 


205 U/l 


Aspartate transferase 


80U/1 


Bilirubin 


6 umol/1 


Albumin 


21 g/1 



She is admitted and transfused three units of blood. As 
part of her investigation an HIV test is done which is 
positive. After the transfusion, her breathlessness is 
much improved and she remains stable. A bone marrow 
trephine and lymph node biopsy are requested. 
On the ward round she mentions in passing that the 
vision in her right eye has been steadily deteriorating for 
the past 3 weeks. You perform dilated fundoscopy and 
note widespread haemorrhages and exudates in the right 
fundus. The left fundus reveals more limited exudates. 

What is the best treatment for this patient? 

Intravenous (iv) acyclovir 






iv Ganciclovir 
iv Foscarnet 
iv Cidofovir 
iv Ribavirin 
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iv Foscarnet 

The cause of her impaired vision is cytomegalovirus 
(CMV) retinitis. Either iv ganciclovir or foscarnet 
would be appropriate, but ganciclovir is a marrow 
suppressant and can cause pancytopaenia, so would 
be contraindicated in this patient who already has 
marked bone marrow suppression. The main side- 
effect of foscarnet is nephrotoxicity. Cidofovir can be 
used if both ganciclovir and foscarnet are 
contraindicated. There is no role for aciclovir or 
ribavirin. 
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A 31-year-old intravenous drug user attends the 
genitourinary clinic for an asymptomatic screen. His 
syphilis serology reveals positive TPHA (treponema 
pallidum haemagglutination test), negative RPR (rapid 
plasma reagin). He denies having been previously treated 
for syphilis and is prescribed a course of im procaine 
penicillin which is administered by a nurse in clinic. 
Within 1 min of receiving the injection the patient 
becomes acutely agitated, leaping off the couch and 
throwing the trolley across the room. He is not amenable 
to reasoning and is crying out, apparently experiencing 
visual hallucinations. Eventually he is restrained by the 
security staff. 

What is the explanation for this behaviour? 



♦ 

♦ 



Jarisch-Herxheimer reaction 
Procaine reaction 
Acute opiate withdrawal 
Anaphylaxis 
Paranoid schizophrenia 
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Procaine reaction 

The procaine reaction occurs when procaine 
penicillin is accidentally given intravenous (iv) rather 
than intramuscular (im). It results in an 
instantaneous feeling of impending doom with 
delusions and hallucinations. Patients often need 
restraining. The process is self-limiting within 20 
min. Occasionally the patient may have a seizure, 
which should be terminated with iv or pr diazepam. 



No.: 68 

An 1 8 year old man presents to the genitourinary 
medicine clinic complaining of dysuria for the past 
week. He is systemically well. 
In his sexual history, he has had unprotected sexual 
intercourse with three partners in the past 6 months. 
On examination there is no penile discharge, testicular 
masses or tenderness. The abdomen is soft and non- 
tender. Urethral swab reveals 33 neutrophils per high 
power field, no organisms are seen. 
Which of the following is correct regarding his 
condition? 

a 



♦ 



It is always sexually transmitted 

It is caused by Chlamydia trachomatis in 90% of 



cases 

The causative organism is showing emerging 
penicillin resistance 

(♦ 

He requires treatment with an antibiotic such as 

azithromycin 

'• 

His recent sexual partners do not need treating 
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He requires treatment with an antibiotic such as 
azithromycin 

The patient has non-specific or non-gonococcal 
urethritis (NSU) as there were no gonococci seen on 
microscopy. 

NSU is caused by Chlamydia in 60% of cases. It can 
be caused by other bacteria such as Ureaplasma 
urelyticum and Mycoplasma hominis. These 
organisms are rarely detected but are well covered by 
azithromycin and doxycycline which are both 
commonly used for NSU. NSU can be non-infective in 
origin, for e.g. after a night of heavy alcohol 
consumption, in men who use antiseptics to clean 
their urethra or post-vigorous sex or masturbation. 
Gonorrhoea is showing increasing penicillin 
resistance but it is not the likely causative organism 
here. 
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You are a senior house officer in the genitourinary 
medicine clinic. A 28-year-old Eritrean woman presents 
to the clinic with a letter from the obstetricians. She is 15 
weeks pregnant and as part of her booking appointment 
was found to have syphilis serology. She is 
asymptomatic, serology shows treponema pallidum 
haemagglutination test (TPHA) positive at a titre of 
1/320. 

In her clinic notes you see that she has been treated for 
early latent syphilis with one dose of benzathine 
penicillin 1 8 months previously. At her most recent 
follow-up, 6 months ago, serology shows TPHA 
+ve, rapid plasma reagin (RPR) 1/6; 3 months prior to 
that, RPR was 1/6. 

The patient has no symptoms and her husband was 
treated for syphilis at the same time. She is very 
concerned about the possibility of passing syphilis onto 
her baby. 

You repeat her serology which shows TPHA +ve, 
RPR1/4. 

What is the most appropriate management? 







Further three doses of benzathine penicillin 
Further one dose of benzathine penicillin 
No further treatment required 
3 -monthly monitoring of RPR during pregnancy 
2 weeks of doxycycline 
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No further treatment required 

This patient has been adequately treated for early 
latent syphilis and her RPR is stable, but remaining 
positive. She is serofast and you would only be 
concerned at the possibility of reinfection if the RPR 
increased by two-fold or more. In fact it has 
decreased slightly since her last blood test, so there is 
no cause for concern. The titre of TPHA is 
meaningless and should not be done. TPHA will 
remain positive all her life and simply indicates 
previous syphilis infection, giving no information 
about treatment. 
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A 32-year-old man presents to the emergency 
department. He is known to be HIV positive but has 
been non-compliant with his highly active antiretroviral 
therapy (HAART)and his CD4 count is 80 x 10 6 /L . He 
complains of a 3-week history of a worsening headache, 
and malaise. He reported symptoms of a dry cough and 
breathless ness a month ago but this seemed to improve 
with antibiotics from the general practitioner. 
On examination he is unwell, temperature 38.8°C, pulse 
120 beats/min, blood pressure 100/50 mmHg, 2 
saturations 98% on air. There is no lymphadenopathy but 
evidence oral Candida, the chest is clear, cardiovascular 
examination NAD. On neurological examination there is 
no focal neurology but marked neck stiffness and 
photophobia. Computed tomography (CT) of the head 
reveals no focal lesions. 
Cerebrospinal fluid (CSF): 



Opening 
pressure 


40 cmH 2 


Protein 


3.5 ga 


Glucose 


3.1 mmol/1 (plasma 4.5) 


White cell 
count (WCC) 


45 10 9 /lofwhich43 10 9 /lare 
lymphocytes, 2 10 9 /1 are 
polymorphs 



Which test is most likely to give the diagnosis? 

Serum toxoplasma serology 
CSF Cryptococcal antigen 



Ziehl-Nielson stain 



CSF herpes simplex virus (HSV) polymerase chain 
reaction (PCR) 



♦ 



CSF Gram stain 
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CSF Cryptococcal antigen 

The clinical picture is of lymphocytic meningitis with 
a high opening pressure. Cerebral toxoplasma does 
not classically cause meningitis but cerebral abscesses 
resulting in seizures and focal neurology. Herpes 
simplex causes encephalitis. Bacterial meningitis is 
unlikely with a lymphocytic cerebrospinal fluid 
(CSF) and also would usually have a more acute 
clinical course. The main differential is cryptococcal 
meningitis and TB meningitis. In TB meningitis you 
would expect to see a much lower CSF glucose in 
relation to the plasma glucose. 

Cryptococcus enters the body through the lungs so 
up to a third of patients will report a pneumonitis in 
the weeks preceding systemic cryptococcal infection. 
It can also cause skin lesions which closely resemble 
molluscum contagiosum. 
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A 32-year-old man presents to the emergency 
department. He is known to be HIV positive but has 
been non-compliant with his highly active antiretroviral 
therapy (HAART) and his CD4 count is 80 x 10 6 /L . He 
complains of a 3-week history of a worsening headache, 
and malaise, with 3 kg weight loss. 
On examination he is unwell, temperature 38.8°C, pulse 
120 beats/min, blood pressure 100/50 mmHg, 02 
saturations 98% on air. 

There are some moderately enlarged lymph nodes in his 
neck and axillae and evidence oral Candida, the chest is 
clear, cardiovascular examination NAD. On neurological 
examination there is no focal neurology but marked neck 
stiffness and photophobia. Computed tomography (CT) 
of the head reveals no focal lesions. 



Cerebrospinal fluid (CSF): 


Opening 
pressure 


40 cmH 2 


Protein 


4.5 g/1 


Glucose 


1.8 mmol/1 (plasma 4.5) 


White cell 

count 

(WCC) 


45 x 1071 of which 43 x 10 y /l are 
lymphocytes, 2 x 10 9 /1 are 
polymorphs, acellular preparation 



Which is the best treatment for this condition? 






Intravenous (iv) amphotericin 
Sulphadiazine and pyrimethamine 



Isoniazid, rifampicin, pyrazinamide, ethambutol, 
pyridoxine 



• 



iv Ceftriaxone 

highly active antiretroviral therapy (HAART) 
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Isoniazid, rifampicin, pyrazinamide, ethambutol, 
pyridoxine 

The diagnosis is TB meningitis as evidenced by a 
lymphocytic meningitis with a subacute presentation. 
Cerebrospinal fluid (CSF) shows high protein and 
very low glucose as you would expect. In cryptococcal 
meningitis, CSF glucose is usually in the low normal 
range. Another possibility would be malignant 
meningitis caused by primary CNS lymphoma, and 
in this case the most useful treatment would be highly 
active antiretroviral therapy (HAART), as there is 
little response to chemotherapy; however the 
prognosis would remain extremely poor. 
In this case, no malignant cells were seen in the CSF 
and you would start by 'treating the treatable', in 
this case, TB. 
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You are the senior house officer in the hepatitis clinic. A 
24-year-old Zimbabwean woman is known to have 
hepatitis B (HB). She is 15 weeks pregnant. She was 
diagnosed with Hepatitis B 6 months previously, after it 
was noticed that she had deranged liver function on 
routine blood tests. She has never had any symptoms. 
Her latest serology shows: 



HB S antigen (Ag) 


+ ve 


HB e antibody ( AB) 


+ ve 


HBe Ag 


- ve 



She is very concerned about the possible effects for her 
baby and for her future life. 

Which of the following is INCORRECT? 
«^» 

There is a 10% chance of her baby being vertically 

infected 

If her baby is infected, there is >90% chance that it 
will be a chronic carrier 



Her baby will be vaccinated against hepatitis B at 



birth 



Her baby will be given hepatitis B- specific 
immunoglobulin at birth which reduces vertical 
transmission by 90% 



♦ 



She should not breast-feed 
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She should not breast-feed 

Regarding hepatitis B, there is no evidence that 
infected mothers' breast-feeding will increase risk of 
transmission. All the other statements are true. If the 
mother is hepatitis B antigen (HB e Ag) +ve, there is 
a 90% chance that the baby will be infected, but in 
mothers who are e Ag -ve, s Ag + ve, the risk falls to 
10%. 



-j 



w 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 73 

You are the medical senior house officer (SHO) on call. 
A 40-year-old man has presented to the emergency 
department with jaundice. He gives a week-long history 
of worsening jaundice with associated nausea and 
malaise. There is no change in bowel habit and no 
abdominal pain. He has felt unwell for the past 3 weeks 
but initially his symptoms were more 'flu-like' with 
muscle aches and fever. 

He is a gay man and reports multiple sexual partners in 
the past 3 months. He often has unprotected anal 
intercourse, both passive and active. He uses ecstasy and 
cocaine as recreational drugs. He used to occasionally 
inject drugs but has not done so for over 10 years. He 
regularly attends the genitourinary clinic for sexual 
health screens and his last HIV test was negative 6 
months ago. 

On examination he is afebrile, pulse 95 beats/min. He is 
deeply clinically jaundiced, the abdomen is soft with 
very mild tenderness in the right upper quadrant. There 
is no organomegaly. 

The emergency department SHO has performed 
some blood tests: 



Haemoglobin (Hb) 


13.2 g/dl 


White cell count (WCC) 


8.9 x 1071 


Platelets 


360 x 10 9 /1 


Bilirubin 


154umol/l 


Alanine aminotransferase 


160 U/l 


Alkaline phosphatase (ALP) 


300 U/l 


Albumin 


30 g/dl 


Hepatitis B S antibody (Ab) 


+ve 


Hep B S antigen (Ag) 


-ve 


Renal function 


Normal ranges 



Which test is most likely to give you the diagnosis? 






. 



Liver ultrasound 
Anti-hepatitis A Ab 
Anti-hepatitis C Ab 
Anti-hepatitis D Ab 
HIV antibody test 
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Anti-hepatitis A Ab 

This patient has symptoms suggestive of hepatitis A 
infection, a flu-like prodromal illness followed by an 
icteric illness. He is at risk as he has had unprotected 
anal sex with many partners; male homosexuality is a 
recognised risk factor for hepatitis A infection, and 
anal intercourse is a likely route or enteral 
transmission. Rarely, parenteral transmission can 
also occur. Hepatitis C is almost always 
asymptomatic during the acute infection, 
furthermore he has not been at high risk of 
contracting hepatitis C virus for over 10 years - 
sexual transmission is rare compared to blood 
transmission. Chronic HCV would present as chronic 
liver disease which does not fit with this clinical 
picture. 

Hepatitis D only causes this picture when 
superinfection occurs in patients who are already 
hepatitis B positive. His results show that he has 
already been vaccinated against hepatitis B, or that 
he has had previous (now inactive) infection. 
The patient may well be HIV positive but the HIV 
antibody titre will not give you the diagnosis on this 
occasion. A liver ultrasound may be useful if, for 
example the patient does have chronic hepatitis C 
and has now developed a hepatoma. However, in this 
case, the symptoms are highly suggestive of an acute 
viral infection, which makes hepatitis A the right 
answer. 
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You are the senior house officer in the genitourinary 
medicine clinic. A patient presents requesting post- 
exposure prophylaxis (PEP) following an unprotected 
sexual encounter. 

Under which circumstances would you recommend 
PEP be given? 

A man having insertive anal sex with an HIV- 
positive man 4 weeks ago 

A woman having receptive vaginal sex with a 
heterosexual British man of unknown HIV status 2 days 
ago 

A woman performing fellatio with an HIV-positive 
man without ejaculation 1 day ago 

A man having insertive anal sex with a British 
woman 1 day ago 

A man having receptive anal sex with a British man 
2 days ago 



•A 
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A man having receptive anal sex with a British man 2 
days ago 

As the prevalence of HIV in the male gay population is 
>12% in some areas, any man who has sex with other 
men must be considered to be in a high-risk group. 
The following table is adapted from the draft guidelines 
of the Clinical Effectiveness Group of BASHH 
Association for Genitourinary Medicine and the 
Medical Society for the Study of Venereal Diseases (1 
April 2004). These recommendations apply up to 72 h 
post-exposure. 



Source 


mv+ 


Unknown 
fflV status 
(from a group 
or area of 
high fflV 
prevalence 
>10%) 


Unknown 
fflV status 
(from a 
group or 
area of low 
fflV 

prevalence 
10%) 


Receptive 
anal sex 


Recommended 


Recommended 


Considered 


Insertive 
anal sex 


Recommended 


Considered 


Not 
recommended 


Receptive 
vaginal sex 


Recommended 


Considered 


Not 
recommended 


Insertive 
vaginal sex 


Recommended 


Considered 


Not 
recommended 


Fellatio 

with 

eiaculation 


Considered 


Considered 


Not 
recommended 


Splash of 
semen into 

eye 


Considered 


Not 
recommended 


Not 
recommended 


Fellatio 
without 
eiaculation 


Not 
recommended 


Not 
recommended 


Not 
recommended 


Cunnilingus 


Not 
recommended 


Not 
recommended 


Not 
recommended 
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A 22-year-old man presents complaining of a 4-week 
history of joint pain since returning from his holiday in 
Spain. He has noticed stiffness and pain in his fingers 
and hands and pain in his lower back. A couple of weeks 
previously he had also noticed stinging when passing 
urine, although this has now improved a lot. His mother 
has commented on how red his eyes look. He has no past 
medical history but is concerned as his uncle has 
ankylosing spondylitis. On examination there is no 
swelling of the joints of the hand but there is some clear 
discomfort on movement. Flexion and extension of the 
spine is also limited by pain and there is tenderness over 
the sacroiliac joint. There are no skin rashes but he has 
clear evidence of bilateral conjunctivitis. 

Which test will be most useful in making the 
diagnosis? 



♦ 



♦ 



Urinalysis 

human leucocyte antigen (HLA) typing 

Rheumatoid factor 

Urethral swab for microscopy 



X-ray of the sacroiliac joint 



•A 
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Urethral swab for microscopy 

The symptoms are classical of sexually acquired 
reactive arthritis (SARA) with symptoms developing 
within 30 days of unprotected sexual intercourse and 
a mean lag of 14 days between the symptoms of 
urethritis and the joint symptoms. If the patient is 
found to have >5 polymorphonuclear cells/high- 
powered field then that will give the diagnosis. 
Associated conjunctivitis is a common association, 
more rarely, iritis can occur. Ankylosing spondylitis 
is a possibility but shouldn't cause dysuria. 
Furthermore, even if typing reveals human leucocyte 
antigen (HLA)-B27 that will in no way prove 
ankylosing spondylitis. Rheumatoid arthritis is 
unlikely given his age, sex and dysuria. 
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An HIV+ man has a CD4 count of 220 x 10 6 /L . He is 
generally asymptomatic but has noticed white patches in 
his mouth. They are quite unsightly and he is keen for 
treatment. On examination you observe irregular white 
patches, with a corrugated appearance along the side of 
his tongue. On probing with a swab they cannot be 
dislodged. 

What is the best way to eradicate these patches? 



• 



Oral fluconazole 

Nystatin lozenges 

Highly active antiretroviral therapy (HAART) 

Aciclovir 200 mg 5 >< daily 

Improve oral hygiene 
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Highly active antiretroviral therapy (HAART) 

The diagnosis is oral hairy leukoplakia, which is an 
AIDs-defining illness but can occur in other cases or 
immunosuppression. The clinical picture is described 
above and it is often mistaken for oral Candida, the 
only difference being that plaques of leucoplakia 
cannot be dislodged. The condition is caused by 
Epstein-Barr virus (EBV) and it only needs to be 
treated if it is causing symptoms such as pain or 
dysphagia. The best treatment is to commence 
HAART, as the CD4 count rises, it will resolve. Other 
treatment options are high dose acyclovir (3 g^day) 
and it may respond to other antivirals. Surgery is 
also an option. 
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An HIV+ man with a CD4 count of 70 x 10 6 /L is being 
investigated for persistent anaemia. He feels well in 
himself with no fevers or night sweats. His only 
symptoms are light headedness and shortness of breath 
secondary to anaemia. He denies abdominal pain, 
melaena, or any abnormal bleeding. His only medication 
is prophylactic co-trimoxazole and he does not wish to 
take antiretroviral. 

On examination he is slightly tachycardic at 100 
beats/min, there is no lymphadenopathy and 
cardiovascular, respiratory and abdominal examinations 
NAD. Per rectum examination reveals normal stool, no 
masses, but otherwise there is nothing to find. 

Blood tests show: 



Haemoglobin (Hb) 


7.8 g/dl 


Mean corpuscular volume (MCV) 


88 fl 


White cell count ( WCC) 


2.5 x 10 9 /1 


Platelets 


280 x 
10 9 /1 


Renal and liver function 


NAD 


Ferritin 


llOOug/L 


TIBC 


25umol/L 


Iron 


4umol/L 


Folate and Bi 2 thyroid function tests 
(TFTs) 


NAD 


Haptoglobin 


Normal 


Reticulocytes 


Low 


Chest X-ray 


NAD 



A bone marrow shows only reactive changes consistent 

with HIV infection, no granulomas, no Ziehl-Nielson 

staining. 

On review of his blood tests from 2 years ago, his Hb 

was consistently 13-14 g/1. 

Which investigation should be performed next? 

Upper gastrointestinal endoscopy 



* 






Atypical mycobacterial cultures 
Parvovirus B19 antibodies 
Cytomegalovirus (CMV) serology 
Haemoglobinopathy screen 
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Parvovirus B19 antibodies 

Parvovirus can cause anaemia in HIV-positive 
patients and is treatable with intravenous (iv) 
immunoglobulin. Cytomegalovirus (CMV) does not 
cause anaemia per se, and atypical mycobacteria 
should have been seen on the bone marrow, plus you 
would expect constitutional symptoms. A 
haemogobinopathy is very unlikely as previously his 
haemoglobin levels were completely normal An 
upper GI endoscopy may be indicated but there are 
no symptoms suggestive of gastrointestinal blood loss. 
The blood tests are suggestive of a marrow that is not 
producing enough red cells, with an inappropriately 
low reticulocyte count, and it is not an iron-deficient 
anaemia. It would certainly be sensible to do a non- 
invasive blood test before proceeding to OGD. 
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A 61 -year-old TV executive was evaluated in clinic with 

a history of increasing forgetfulness over the last 3 

months. His family tells you that he has been more 

agitated and that the police brought him home last week 

as he was found wandering in the street. He does not 

drink alcohol or take any illicit drugs. 

On examination, he has a broad-based gait with an 

intention tremor and past-pointing. You note several 

myoclonic jerks, brisk reflexes and bilateral up-going 

plantars. 

Cerebrospinal fluid (CSF) shows: 



1 white cell/ml (<5) 


2 red cells/ml (<$] 


i 


Protein 


0.48g/l (0.15-0.45) 


Glucose 


5.2 mmol/1 (3.3-4.4) 


Electroencephalogram (EEG) shows periodic sharp 
waves. 


T 2 - weighted magnetic resonance imaging (magnetic 
resonance imaging (MRI)) shows high signal in the 
caudate and putamen. 



What is the most likely diagnosis? 

Vascular lymphoma 






♦ 



Sporadic Creutzf eld-Jakob disease (CJD) 
Subacute sclerosing panencephalitis 
Familial Alzheimer's dementia 
Paraneoplastic encephalopathy 
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Sporadic Creutzfeld- Jakob disease (CJD) 

Sporadic CJD is a prion disease. Normal prion 
proteins are found on cell surfaces all over the body 
mainly in an alpha-helix structure. The disease form 
is mainly in a beta-sheet structure. 
Peak incidence is in the seventh decade of life and 
characteristically involves a rapidly progressive 
dementia from a few weeks' duration to less than 2 
years. Commonly accompanying features include 
cerebellar ataxia, pyramidal and extrapyramidal 
signs and myoclonus. A definitive diagnosis can only 
be made on post-mortem 

The other diagnoses are less likely. Alzheimer's 
dementia usually has a longer history. Vascular 
lymphoma and subacute sclerosing panencephalitis 
usually demonstrates multiple white matter changes 
on magnetic resonance imaging (MRI) and 
paraneoplastic encephalitis is usually associated with 
abnormal cerebrospinal fluid (CSF). 
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A 23 -year-old man presents to Accident and Emergency 
Department. He is known to be HIV positive. His last 
outpatient appointment was several months and at that 
time his CD4 cell count was 210. He did not attend his 
most recent scheduled appointment. He is on no regular 
medication and has no other medical problems. He 
presents with a 3-week history of increasing shortness of 
breath and dry cough. On examination: T38.5, RR30, 
Sats 89% on air, PI 10 bpm. His chest is clear to 
auscultation. A chest X-ray (CXR) reveals diffusely 
increased shadowing bilaterally. Arterial blood gas 
(ABG) on air reveals a pa(02) 8.8, pa(C02) 3.5, HC03 
22, Sats 88%. 

Which of the following is the most appropriate initial 
treatment? 



♦ 



Co-trimoxazole iv 
Co-trimoxazole iv and HA ART 
Co-trimoxazole iv and methylprednisolone iv 
Clindamycin and primaquine 
Low molecular weight heparin 
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Co-trimoxazole iv and methylprednisolone iv 

The diagnosis is Pneumocystis carinii pneumonia 
(PCP) pneumonia caused by Pneumocystis jirovecii 
(previously called carinii). BHIVA guidelines 
recommend addition of methyl prednisolone to iv co- 
trimoxazole when pa(02) < 9.3 kPa (or <70 mmHg), 
as this is an indicator of severe disease. Although this 
patient is likely to need HAART, this should not be 
started when he is acutely unwell. PEs occur with a 
much higher incidence within the HIV-positive 
population and should always be considered in the 
differential diagnosis. However, in view of the high 
fever and chest X-ray (CXR) changes, this is less 
likely. Clindamycin and primaquine are second line 
drugs for PCP. 
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A 32-year-old woman attends the Genito-urinary 
Medicine (GUM) Clinic. She is concerned about vaginal 
discharge with an unpleasant smell. She has noticed 
these symptoms for the past 3 weeks and has been 
washing her genitals regularly with soap and shower gel. 
She sometimes puts dettol in her bath. She is married 
and has had no other sexual partners for 5 years. On 
examination, she has a normal vulva, vagina and cervix. 
There is a thin white discharge with a fishy smell. 
Which is the most likely diagnosis? 



♦ 






Candida 
Bacterial vaginosis 

Trichomonas 
Chlamydia 
HIV +ve 



•A 



No.: 80 

Bacterial vaginosis 

Bacterial vaginosis (BV) is caused by replacement of 
the usual vaginal lactobacilli with anaerobic bacteria, 
genital mycoplasmas and others. Douching, washing 
with scented soaps and gels have been implicated and 
the patient should be advised to stop these practices. 
Treatment is with metronidazole. BV is not sexually 
transmitted. Candida gives itch and white lumpy 
discharge; Trichomonas gives itch, offensive green 
discharge and is sexually transmitted. Chlamydia and 
HIV do not present like this. 

BV is the commonest cause of abnormal vaginal 
discharge in women of childbearing age. It is twice as 
common as vaginal candidiasis. The prevalence of BV 
has varied from 5% in asymptomatic college 
students, 12% in pregnant women and 30% in 
women undergoing termination of pregnancy 
Vulvovaginal candidiasis is the second most common 
cause of vaginitis and vaginal discharge after 
bacterial vaginosis: the lifetime incidence of 
vulvovaginal candidiasis is estimated at 50-75%. The 
prevalence of vulvovaginal candidiasis is not known, 
but the disease is diagnosed in 5-15% of women who 
attend sexually transmitted disease and family 
planning clinics 

In 1997, genitourinary medicine clinics in the UK 
reported over 5600 cases of trichomoniasis in women 
and 250 cases in men. 
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A 46-year-old intravenous drug user comes to the A&E 
unit with a purplish rash on his arms and feet. He states 
that the rash has been present for nearly 2 weeks and is 
progressively worsening. It is not pruritic or painful. On 
examination, he is not in any acute distress. There is 
mild jaundice present. Heart and lung examination is 
within normal limits. Abdominal examination shows 
right upper quadrant tenderness with liver edge palpable 
5 cm below the right costal margin. Skin examination 
reveals palpable purpura on both arms and his left foot. 
His right lower limb shows some purpura as well as 
livedo reticularis. CNS examination shows decreased 
strength in plantar flexion as well as decreased sensation 
of the left foot. 

Some laboratory results are shown below: 



HIV test 



Hepatitis B surface antigen 



negative 



positive 



Urine microscopy: 




RBCs 


+++ 


Protein 


++ 


WBC 


-ve 



What is the most likely cause of his rash? 

Idiopathic thrombocytopenic purpura 






Henoch-Schonlein purpura (HSP) 

Polyarteritis nodosa (PAN) 

Kaposi's sarcoma 

Impaired coagulation secondary to liver cirrhosis 
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Polyarteritis nodosa (PAN) 

The findings such as purpura, livedo reticularis, 
mononeuritis multiplex and kidney involvement are 
all suggestive of PAN, which also occurs in patients 
with hepatitis B. 

The purpuric rash of Henoch-Schonlein is usually 
present in lower extremities and buttocks. Renal 
involvement can be seen in HSP, but not the signs of 
mononeuritis multiplex. 

ITP is a diagnosis of exclusion, and the other signs in 
this case are against this diagnosis. 
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A 26 -year-old man presents to the A&E unit with sudden 
onset of groin pain, which is severe in intensity and 
leaves him unable to walk. He denies dysuria, 
haematuria or penile discharge. There is no history of 
trauma. On examination, he has a fever of 38.31° C, with 
severe tenderness on palpation of the left testis, which is 
also warm and swollen. A firm, tender mass is noted at 
the posterior aspect of the testes. The cremasteric reflex 
is present. There is no change in pain noticed with 
elevation of scrotum. Urine dipstick showed leucocytes. 
Radionucleotide scan shows increased blood flow to the 
left testicle. 
What is the most likely diagnosis? 

Mumps orchitis 

Testicular malignancy 

Epididymitis 

Urinary tract infection 

Testicular torsion 
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Epididymitis 

This is a case of acute epididymitis, which is 
commonly caused by Chlamydia trachomatis. The 
increased blood flow is secondary to the 
inflammation process. 

In testicular torsion, the pain is usually worse with 
elevation of scrotum, and the cremasteric reflex is 
usually absent. Colour flow doppler, in the hands of a 
skilled scanning technician, will demonstrate reduced 
blood flow in testicular torsion, and may be more 
available than radionucleotide scanning in the acute 
setting. 
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A 43-year-old practising homosexual was admitted 'off 
legs'. His illness started with a sore throat. On 
examination he had a temp of 38.6 °C. There were 
multiple diffuse areas of exudate on his pharynx with 
cervical lymphadenopathy. The medical officer on -call 
had noticed a swollen neck. He had recently been on 
holiday to Eastern Europe. 
What is the most likely diagnosis? 



♦ 



Glandular fever 
Acute myeloid leukaemia 
Oesophageal Candida 
Streptococcal tonsillitis 
Diphtheria 
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Diphtheria 

The history of travel to Eastern Europe associated 
with an exudative pharyngitis coupled with a swollen 
neck (bull neck) is highly suggestive of Diphtheria. 
Diphtheria is derived from the Greek meaning 
'leather hide' and was first described in the 5th 
Century by Hippocrates. It is caused by 
Corynebacterium diphtheriae, which is an aerobic 
Gram-positive bacillus). 

In this question it is of paramount importance not to 
assume that the patient is HIV positive and has an 
AIDS-defining illness (C) as there is no history of how 
chaotic his lifestyle is. 

Diphtheria is an acute bacterial disease that usually 
affects the tonsils, throat, nose and/or skin. It is 
passed from person to person by droplet 
transmission, usually by breathing in 
Corynebacterium diphtheriae after an infected person 
has coughed, sneezed or even laughed. Symptoms 
usually appear 2 to 4 days after infection, with a 
range of 1-6 days. A recent epidemic of diphtheria in 
Eastern Europe and the new independent states of 
the former Soviet Union resulted in over 5000 deaths 
between 1990 and 1995. 



No.: 84 

A 23 year old woman has attended the GU clinic for 
multiple episodes of painful genital ulceration. One such 
episode a year before caused acute urinary retention, and 
was treated with IV acyclovir. According to the case 
notes from that admission, at that time she was noted to 
have "multiple small ulcers affecting the labial and 
vulval area with erythema of the surrounding skin, and 
marked tender inguinal lymphadenopathy. " However on 
examination today at the out-patient clinic she has no 
ulcers. 
What treatment should you offer her? 

5 days' aciclovir 

3 months' aciclovir 
#-» 

3 months' valaciclovir 
5 days' valaciclovir 
3 months' ganciclovir 
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3 months' aciclovir 

This patient has frequently recurring HSV episodes. 
Usually if a patient has more than six episodes yearly 
they are offered prophylactic treatment, which 
consists of 3 months' oral aciclovir with the aim of 
suppressing the HSV. Valaciclovir is a pro -drug of 
aciclovir and has the advantage of needing to be 
taken only twice daily. This can be useful with 5-day 
treatment courses as the treatment dose of aciclovir 
needs to be taken five times a day. However there is 
no advantage with prophylactic aciclovir as the dose 
is twice daily. Furthermore, even for treatment 
courses, valaciclovir is considerably more expensive 
that aciclovir and most clinics will not offer it for this 
reason. 
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A 32-year-old single man presents to the clinic with his 
male flatmate. He complains of a rash on the left upper 
chest and has trouble with extensive papillary warts. He 
admits to weight loss of 2 stone over the course of the 
past year. On examination he has the typical rash of 
herpes zoster in a dermatomal distribution, a number of 
pink macular lesions and extensive papillary warts. He is 
emaciated and there is evidence of cervical 
lymphadenopathy. 

Which of the following is the most likely underlying 
diagnosis? 



♦ 



♦ 



HIV infection 

Chronic myeloid leukaemia 

Hodgkin's lymphoma 

Acute lymphoblastic leukaemia 

Herpes zoster infection 
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HIV infection 

With this picture of weight loss, extensive papillary 
warts, pink macular lesions which may be Kaposi's 
sarcoma and herpes zoster infection, confirmatory 
HIV antibody testing is recommended, measurement 
of CD4 + lymphocyte levels is useful in assessing risk 
of opportunistic infections. Aciclovir is the treatment 
of choice for herpes zoster infection, a number of 
topical treatments for viral warts are available. 
Retinoid gels may be of value in the management of 
Kaposi's sarcoma. 
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A 67-year-old man presents to the GP. He is from 
Southern India and is visiting the UK to see his son. His 
family have brought him to the doctor as he is unable to 
extend his wrist and has clawing of his fingers. On 
examination there is a dry scaling rash above the elbow 
on the affected side. The skin rash itself is painless and 
non-itchy. 

Which of the following is the most likely diagnosis in 
this case? 

Herpes zoster infection 

Rickettsial infection 

Lepromatous leprosy 

Tuberculoid leprosy 

Syphillis infection 
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Tuberculoid leprosy 

This man comes from a region where leprosy 
infection is endemic and this clinical picture is highly 
suggestive of a tuberculoid leprosy picture. 
Serological testing can be employed to confirm the 
diagnosis and a number of PCR-based techniques are 
growing in popularity. Nerve conduction studies may 
show segmental slowing at the site of nerve 
entrapment. Skin biopsy may also be useful in 
confirming the diagnosis. Combination treatment 
with dapsone and rifampicin is usually employed for 
6 months for paucibacillary leprosy, in the UK a 2 
year course is recommended for multibacillary 
disease. Whilst further nerve damage may be 
arrested by treatment, recovery of nerve function 
already lost is very unlikely. Clinical leprosy lies 
between 2 extremes: tuberculoid (TT) and 
lepromatous (LL). Between the 2 ends of the 
spectrum lies a broad group designated as borderline 
and subclassified as borderline tuberculoid (BT), 
midborderline (BB), and borderline lepromatous 
(BL). The disease does not remain static but evolves 
spontaneously or in response to therapy. Transition 
toward the TT pole is referred to as upgrading (and 
may lead to a reversal or type I reaction) and 
transition toward the LL pole as downgrading 
(leading to type II reaction or erythema nodosum 
leprosum [ENL]). The reactions reflect abrupt 
changes in the host-parasite immunologic balance 
and are associated with acute clinical exacerbations. 
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A 23 -year-old gay man attends because of a painful 
mouth. He has a past history of asthma for which he 
takes a fluticasone/salmeterol combination inhaler. 
On examination he looks well but has evidence of 
extensive oral candidiasis. Which is the most likely 
cause? 



♦ 






Steroid related Candida infection 
HIV infection 
Chronic myeloid leukaemia 
Chronic lymphoblastic leukaemia 
Hodgkin's lymphoma 
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Steroid related Candida infection 

Given the history of use of inhaled corticosteroids for 
asthma, this is the most likely cause of this man's 
Candida infection. Patients should be advised on good 
inhaler technique, with the use of a spacer device 
when they are prescribed a metered dose inhaler for 
steroid delivery, rinsing of the mouth with water 
after use of the inhaler or teeth cleaning, and 
adequate oral hygiene when taking their night-time 
dose. 
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You review a 74-year-old man with hospital-acquired 
pneumonia. Sputum culture suggests infection with 
Pseudomonas aeruginosa. 

Which of the following antibiotics would be most 
appropriate treatment for him? 






Ceftazidime 

Cefuroxime 

Metronidazole 

Benzylpenicillin 

Flucloxacillin 



•A 
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Ceftazidime 

Pseudomonas is a rod-shaped bacterium found in the 
natural environment. It is a frequent cause of 
hospital-acquired infection (around 10% of all 
nosocomial infections per year). There is frequent 
drug resistance, so that combinations of antibiotics 
such as ceftazidime and ciprofloxacin are usually 
recommended. Other options may include gentamicin 
or imipenem Mortality rates in patients with 
Pseudomonas bacteraemia may be high, approaching 
90% in patients with Pseudomonas endocarditis. 
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A schoolgirl returns from trip to France with 4 -day 
history of headache, vomiting, fever. On examination 
she is alert with neck stiffness and no focal neurology 
signs. Magnetic resonance imaging (MRI) brain: no 
obvious lesions shown. 
Investigations: 



cerebrospinal fluid 
(CSF) 


opening pressure 24 cm 
water (5-18) 


protein 


0.8 g/1 


white blood cell 
(WBC) 


1 10/ml (99% lymphocytes) 

(<5) 


glucose 


3.2 mmol/1 (serum glucose 
4.0 mmol/1) 



What is the most likely diagnosis? 

Viral meningitis 
Cryptococcal meningitis 

a 



. 



Pneumococcal meningitis 
Meningococcal meningitis 
TB meningitis 
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Viral meningitis 

A clinical meningitis with an elevated CSF pressure 
slightly elevated protein and lymphocytosis is likely 
to be of viral aetiology, particularly in young 
previously fit individual. Cryptococcal and 
mycoplasma meningitis both give rise to lymphocytic 
CSF but the cell counts are usually lower (<80/ml) 
and the glucose reduced. 
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A 31-year-old woman who is 22 weeks pregnant attends 
the Emergency department. She is very worried as her 3- 
year-old son has been sent home from nursery with 
"Slapped Cheek" disease. 

Which of the following is the most likely complication 
associated with fetal slapped cheek infection? 

Congenital deafness 

Hydrops fetalis 

Fetal clotting disorder 

Fetal polycythaemia 

Congenital blindness 
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Hydrops fetalis 

Slapped cheek disease is caused by parvovirus B19 
infection. It is known to cause fetal anaemia, hydrops 
fetalis in 1-3% (2 nd trimester), and intrauterine fetal 
death Infections peak in spring and autumn. 
Incubation period is usually around 12-14 days, 
meaning that this lady is likely to have been already 
exposed via contact with her son. In total B19 
infection may account for up to 20% of non-immune 
cases of hydrops. Autopsy studies indicate that 
highest viral concentrations are found in bone 
marrow and myocardium Infection can be 
confirmed either with IgM serology or PCR where it 
is available. IV immunoglobulin may be of value in 
some patients. 
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A 26-year-old woman attends the sexually transmitted 
disease clinic. She has noticed post-coital pain on a few 
occasions and some left sided pelvic pain. There is a 
history of unprotected sex with 3 different partners in the 
last 6 months. Pelvic examination reveals adnexal 
tenderness. She takes the combined oral contraceptive 
pill. 

Investigations; 



Hb 


13.4 g/dl 


WCC 


5.4x1071 


PLT 


301 xl07l 


K + 


5.0 mmol/1 


Na + 


139 mmol/1 


Creatinine 


90 lumol/1 


Chlamydia serology 


positive 



Select the most appropriate therapy from those given 
below? 






Ciprofloxacin 
Penicillin V 
Amoxicillin 
Doxycycline 
Clarithromycin 



•A 
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Doxycycline 

Doxycycline given at a dose of lOOmg BD is an 
appropriate therapy for Chlamydia infection. An 
alternative is azithromycin, which is an attractive 
alternative as it can be given as a single dose. Sexual 
contacts should also be traced and treated if possible. 
A significant number of female patients infected with 
Chlamydia may go on to develop pelvic inflammatory 
disease. One case series unfortunately estimated that 
the diagnosis is missed in nearly 50% of emergency 
room attendees. 
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An 1 8-year-old man returns from a trip helping a school 
project in the remote Thai jungle. Soon after returning 
home he began suffering from a severe fever 
accompanied by facial flushing and a severe headache 
with retro-orbital pain. There is also myalgia and joint 
pains; most recently he has noticed bleeding from around 
his gums. On examination he has a pyrexia of 41°C, a 
BP of 1 10/70 mmHg and a pulse of 100/min. There is a 
maculo-papular rash, and you also notice some petechaie 
and bleeding from the site where you took blood. 

Bloods; 



Hb 


10.5 g/dl 


WCC 


9.1 xl0 9 /l (lymphocytosis) 


PLT 


40x1071 


Na + 


133 mmol/1 


K + 


5.5 mmol/1 


Creatinine 


185 umol/1 


ALT 


209 U/l 


PT 


25.2 s 


Thick and thin film 


negative 



Choose the most appropriate diagnosis from those 
given above? 






Typhoid fever 
Dengue fever 
Malaria 
Weil's disease 
Japanese encephalitis 
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Dengue fever 

Dengue fever is endemic in tropical South-East Asia, 
and outbreaks have also occurred in the tropical 
regions of Australia. The illness is a haemorrhagic 
fever, carried by the Aedes mosquito and is caused by 
the Dengue virus. It is characterised by fever, severe 
headache and facial flushing. In the early stages there 
is a lymphocytosis, with later lymphopenia, 
thrombocytopenia and bleeding. Treatment is 
supportive. 
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A 27-year-old man has returned home from a holiday in 
Kenya with flu-like symptoms. Within a few days he 
suffers a marked deterioration and is barely rou sable 
when brought to the Emergency room by ambulance. On 
examination he has pyrexia of 38.8°C, is very drowsy 
and has neck stiffness. 

Blood results; 



Hb 


10.5 g/dl 


WCC 


10.2x1071 


PLT 


122x1071 


Na + 


137mmol/l 


r 


4.8 mmol/1 


Creatinine 


156 umol/1 


Thick and thin film positive for falciparum 
malaria 


Parasitaemia2.5% 



You suspect cerebral malaria and begin treatment with 
quinine. The next morning the parasitaemia has risen to 
3.2% and his platelet count is 77 xl07l. 

Which of the following is the most appropriate next 
step in therapy? 

Continue quinine and reassess response in 12-24 
hours 






♦ 



Add doxycycline 
Add fansidar 
Exchange transfusion 
Change to mefloquine 
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Continue quinine and reassess response in 12-24 hours 

Guidelines suggest allowing a period of 48hrs before 
assessing the response in terms of change in 
parasitaemia. If a substantial fall has not occurred at 
this stage then resistance to quinine may be suspected 
and adding an agent such as doxycycline may be 
appropriate. This patient already fits the criteria for 
management on an intensive care unit; in patients 
with parasitaemia breaching the 10% level, exchange 
transfusion is recommended. 
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A 32-year-old homeless man presents to the Emergency 
department with severe headaches, behavioural changes 
and pyrexia. He has been admitted to the unit on two 
previous occasions with heroin overdoses. On 
examination he is emaciated and has a number of needle 
marks consistent with drug abuse, his temperature is 
38.6°C. You also notice that he has finger clubbing and 
nail bed haemorrhages. There is an ejection systolic 
murmur. Neurological examination reveals evidence of 
mild papilledema. 



Investigations; 




Hb 


10.1 g/dl 


WCC 


11.2x1071 


PLT 


120 xl07l 


ESR 


87mm/hr 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


155 umol/1 


CT head - Frontal lobe abscess 



He is to be urgently reviewed by the neurosurgical team. 
Which of the following would be the most 
appropriate initial antibiotic choice pending culture 
results? 



♦ 



IV penicillin 

IV cefotaxime 

IV co-amoxiclav 

IV gentamicin and flu cl oxacillin 

IV flucl oxacillin 
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IV gentamicin and flucloxacillin 

In intravenous drug abusers (IVDAsO, a methicillin- 
susceptible S. aureus (MSSA) is the causative 
organism in about 60-70% of cases with 
haematogenous spread of the bacteria resulting in the 
frontal lobe abscess seen here. As such a flucloxacillin 
and gentamicin is the combination of choice, given 
intravenously and pending sensitivities. If MRSA is 
suspected then the penicillin can be substituted with 
vancomycin. Trans-oesophageal echocardiography is 
the investigation to confirm the diagnosis of bacterial 
endocarditis. 

See the European Society of Cardiology Guidelines 
Guidelines on Prevention, Diagnosis adn Treatment 
of Infective Endocarditis Executive Summary 
European Heart Journal 2004 25(3):267-276 
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No.: 95 

A 31-year-old man visits the doctor some 4-5 weeks 
after returning from a photography trip to Egypt. He 
admits to having swum in local water on particularly hot 
days. He has a history of fever, lethargy, myalgia, lack of 
appetite with vague abdominal pain. On examination you 
find evidence of an urticarial rash and he has a 
temperature of 38.1 °C. There is generalised 
lymphadenopathy and evidence of hepatosplenomegaly. 

Bloods; 



Hb 


11.8 g/dl 


WCC 


7.2 xlO y /l (marked eosinophilia) 


PLT 


195 xl07l 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 lumol/1 


ALT 


135 U/l 


CXR 


Generalised increase in vascular / 
interstitial markings, 
lymphadenopathy 



Which of the following represents the most likely 
diagnosis? 






♦ 



Weil's disease 
Dengue fever 
Katayama fever 
Typhoid fever 
Visceral leishmaniasis 



•A 



No.: 95 
Katayama fever 

Katayama fever occurs some 4-6 weeks after 
infection and is thought to coincide with initial egg 
release. High worm and egg stimuli are thought to 
lead to immune complex formation and a serum 
sickness type illness. Schistosomiasis may be 
diagnosed via a stool sample although it is not 
particularly sensitive, serology may be more useful 
but does not differentiate between acute and previous 
illness. Standard therapy for shistosomiasis is with 
praziquantel. Adjunctive corticosteroids are 
controversial, with some commentators 

recommending use in severe disease, although 
randomised controlled trial evidence is not easily 
accessible. 
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No.: 96 

A 23 -year-old medical student has returned from a six- 
week holiday travelling in Kenya. Prior to leaving he 
took all the relevant immunisations and was taking 
malaria prophylaxis up until the day he returned. Over 
the last 12 days he has since been experiencing 
intermittent fevers and rigors. For the last two days he 
has also been complaining of drenching night sweats and 
vomiting. 

On examination he appears drowsy but orientated. There 
is no lymphadenopathy or rash. Cardiovascular and 
respiratory examinations are unremarkable. Abdominal 
examination reveals hepatosplenomegaly. Neurological 
examination is unremarkable. 



Thin malaria film 


negative 


Blood cultures 


No growth in 24 h 


Haemoglobin (Hb) 


10.9g/dl 


White cell count 
(WCC) 


9.5 x 10 9 /1 


Platelets 


100 x 1071 


Na + 


129mmol/l 


K + 


3.8 mmol/1 


Glucose 


3 .7 mmol/1 


Urea 


15.6 mmol/1 


Creatinine 


118 umol/1 



What is the most likely diagnosis? 

Plasmodium falciparum 

♦ 



V 



♦ 



Typhoid fever 
Plasmodium malariae 
Paratyphoid fever 
Dengue fever 



No.: 96 

Plasmodium falciparum 

Plasmodium falciparum malaria is the most likely 
diagnosis. Prophylaxis does not give full protection 
and in addition this patient stopped taking his 
prophylactic treatment too early, whatever his 
treatment regime (Atovaquone/proguanil 

combination should be continued 7 days after return, 
other drugs such as mefloquine for 4 weeks after 
return). The incubation period is 1-2 weeks. Patients 
often give a history of prodromal symptoms of 
headache, myalgia and anorexia. Signs include 
anaemia, jaundice and hepatosplenomegaly but 
without lymphadenopathy. Complications include 
cerebral malaria, which has a mortality of 20%. 
Hypoglycaemia occurs in patients who are taking 
quinine but also is a poor prognostic indicator. Acute 
renal failure and pulmonary oedema are other less 
common complications. 

The absence of a rash and lymphopenia excludes 
typhoid/paratyphoid fever. Dengue fever usually 
presents with a morbilliform rash in the trunk area 
and widespread lymphadenopathy. 
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No.: 97 

A 19-year-old woman is brought by her partner to the 
Emergency department. She has been complaining of 
worsening headache and neck stiffness over the past few 
days and is now drowsy and disorientated. On 
examination she has signs of meningism, a pyrexia 
39.0°C, BP 100/60 mmHg and pulse 105/min. There is a 
purpuric rash. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


15.1 xl07l 


Na + 


140mmol/l 


r 


5.0mmol/l 


Creatinine 


140 umol/1 


Lumbar 
puncture 


Decreased CSF glucose, increased 
protein, neutrophils, gram negative 
diplococci 



You commence IV benzylpenicillin and there is initial 
improvement. 72hrs later however she spikes a new 
fever of 39°C, with increased eosinophil count in the 
peripheral blood. 
What is the most important management step? 

Stop penicillin and substitute an alternative 
antibiotic 

Commence prednisolone 

Commence aciclovir 

Commence amphotericin 

Commence chlorpheniramine 



No.: 97 

Stop penicillin and substitute an alternative antibiotic 

Penicillin is one of a number of agents which may 
cause an eosinophilic drug reaction. Other causes 
include meloxicam, 1-tryptophan, dantrolene and 
ethambutol. Clearly this woman does have 
meningococcal meningitis. As such it is important to 
continue antibiotic therapy. Alternatives to penicillin 
include cephalosporins such as ceftriaxone or 
cefotaxime at high dose. Indeed, most centres use a 
cephalosporin as first line therapy because of the 
small risk of meningococcal resistance to penicillin. 
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No.: 98 

An 1 8-year-old man was admitted to the Emergency unit 
with a headache and neck stiffness. On examination he 
was pyrexial 38.8°C, with a BP of 95/60 mmHg and a 
pulse of 105/min and had a purpuric rash. There was 
significant neck stiffness with signs of meningism. 
Apparently 3 other cases of meningococcal group C 
meningitis have been reported in the past 2 weeks at his 
University. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


13.9xlO y /l 


PLT 


140 xl07l 


Na + 


138 mmol/1 


K + 


5.3 mmol/1 


Creatinine 


157umol/l 


Lumbar 
puncture 


Gram negative diplococci 
identified 



Which of the following would be the most effective 
prophylaxis against infection for his girlfriend, (she 
uses the oral contraceptive pill and refuses to use 
other forms of contraception)? 

Rifampicin PO for 2 days 






Meningococcal group C vaccination 
Penicillin V PO for 7 days 
Single dose IM ceftriaxone 
IV Immunoglobulin 



No.: 98 

Single dose IM ceftriaxone 

Both rifampicin PO (4 doses over 2 days), and 
ceftriaxone (single dose IM) have been used as 
prophylaxis for contacts of patients with 
meningococcal infection. One study compared the 
two strategies, and single dose IM ceftriaxone was 
found to be associated with significantly more 
negative follow up cultures for meningococcus versus 
rifampicin. Whilst strategies for mass vaccination of 
populations where cases of meningococcus group C 
have proved effective in reducing new cases, 
antibiotic prophylaxis is the key step for close 
contacts. Rifampicin in this case may also act as an 
enzyme inducer, reducing the effectiveness of the oral 
contraceptive pill and risking potential pregnancy. 
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No.: 99 

A 40 -year-old homosexual man presents to the GP some 
6 weeks after returning from a holiday to Thailand with a 
maculopapular rash. He denies sexual intercourse during 
the course of his holiday. During his holiday he went 
trekking through the jungle. The only thing he 
remembers is a very odd single lesion that looked like a 
large warty lump on his arm which formed during his 
holiday and then healed up. 

Investigations 



Hb 


12.0 g/dl 


WCC 


5.9x1071 


PLT 


234x1071 


Na + 


140mmol/l 


K + 


5.0mmol/l 


Creatinine 


100 umol/1 


P24 


negative 


TPHA 


positive 



Which of the following is the most likely diagnosis? 

HIV infection 
Syphillis infection 






Yaws infection 

Tungiasis 

Leishmaniasis 



•A 



No.: 99 
Yaws infection 

Yaws is endemic in tropical areas of America, Asia, 
Africa and Oceania and is caused by Treponema 
pertenue. Early lesions may almost look 
papillomatous, and as well as direct skin to skin 
contact, the organism may be carried by biting 
insects. The P24 test is negative which rules out early 
HIV infection. TPHA is positive for both yaws and 
syphilis. Penicillin is the drug of choice for treatment. 
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No.: 100 

A 50 -year-old Jamaican lady who migrated to UK 
around 20 years of age, presented with lethargy and 
breathlessness. She has never been out of UK, has no 
history of recent travel, no previous medical history. 
Occasionally she suffers abdominal pain, diarrhoea and 
intermittent abdominal bloating. 
Investigations 



Hb 


10.5 g/dl 


WCC 


8.1x1071, (Eosinophil 1.5) 


PLT 


210 xl07l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


130 umol/1 


CXR 


No cysts seen 



Which of the following is the most likely underlying 
cause for her presentation? 



♦ 



Ascaris 

Enterobius 

Strongyloides 

Echinococcus 

Schistosomiasis 



•A 



No.: 100 
Strongyloides 

This woman has evidence of a parasitic infection, 
consistent with the likely anaemia of chronic disease 
seen here and hypereosinophilia. It is likely that if the 
underlying cause had been echinococcus then we 
would have seen cysts on the CXR. In contrast, 
strongyloides is characterised by pulmonary 
infiltration, perhaps accounting for the shortness of 
breath seen here. Ivermectin and thiobendazole are 
the treatments of choice for strongyloides. Although 
she has not travelled abroad for many years it is 
highly likely she may have undergone a repeat cycle 
of subclinical infection. 



,,j 



ib 



No.: 101 

You get a referral from the obstetricians about a 23 -year- 
old who is 16 wks pregnant and has 2 genital ulcers. On 
PCR testing these are found to be positive for HSV-II. 

What is the most appropriate treatment to prevent 
vertical transmission to the foetus? 



Start acyclovir at 3rd trimester 
Recommend a caesarean section 



Treat now and plan for normal delivery even if 

ulcers still present 
#•■» 

If there is active infection after week 36 then anti- 
viral therapy and a caesarean section may be 
recommended 

Start acyclovir in 2nd trimester 



No.: 101 

If there is active infection after week 36 then anti -viral 
therapy and a caesarean section may be recommended 

There is a relative paucity of evidence as to how to 
manage HSV infection in pregnancy due to a lack of 
appropriately conducted randomized controlled 
trials. Guidance from the American College of 
Obstetricians however recommends if there is active 
primary infection after week 36 then anti-viral 
therapy should be considered, and a caesarean 
section considered. Acyclovir or valcyclovir would be 
suitable agents. Historically weekly vaginal swabs 
were recommended, but this practice has been 
discontinued now. 
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No.: 102 

A 25 -year-old man who has recently returned from a trip 
to Africa attends the clinic because he is feeling unwell. 
You understand that he had been swimming in a local 
river each day, while helping out on a school building 
project. After swimming he noticed an itchy rash on his 
skin. Around a week later he returned to the UK. 
Another 4 weeks passed, and symptoms of a viral illness 
have now developed including fever, myalgia, headache 
and lethargy. He is pyrexial 38.5oC. 

Investigations 



Hb 


11.9 g/dl 


WCC 


8.0 xl0 9 /l (Increased eosinophil 
count) 


PLT 


290 xlO y /l 


Na + 


139mmol/l 


K + 


4.8 mmol/1 


Creatinine 


120 umol/1 


ALT 


62U/1 


CXR 


General increase in vascular and 
interstitial marking 


ESR 


46 mm/hr 



Which of the following is the most appropriate 
treatment for this condition? 






Quinine sulphate 

Paracetamol 

Praziquantel 

Primaquine 

Ciprofloxacin 



No.: 102 
Praziquantel 

This man has Katayama fever, which has developed 
some 4-6 weeks after infection with Shistosomes. It is 
usually caused by either shistosoma japonicum or 
mansonii infection. The high egg and worm antigen 
load is thought to lead to a serum sickness type 
syndrome. Management involves treatment with 
praziqunatel, an anti-heminthic agent which leads to 
a cure in around 85% of patients. In those who are 
not cured, the egg load is normally markedly 
reduced. 
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No.: 103 

A 24-year-old man with Type 1 diabetes comes to the 
Emergency room with severe ear ache and discharge. He 
has recently returned from a holiday in the Dominican 
Republic where he regularly swam in the hotel pool. He 
saw his GP 1 week early and was prescribed co- 
amoxiclav, but his girlfriend thinks that the problem is 
getting worse and she can now see the infection around 
his ear. On examination he appears to have a severe 
otitis externa with a discharge, and evidence of 
spreading superficial skin infection. 

Which of the following represents the most likely 
infectious agent? 

Staphlococcus aureus 

Staphlococcus epidermidis 

i 

Pseudomonas aeruginosa 






Streptococcus pneumoniae 
Streptococcus pyogenes 



No.: 103 

Pseudomonas aeruginosa 

This man has presented with so called "Swimmer's 
Ear" due to pseudomonas infection which may have 
occurred via the swimming pool at the hotel where he 
was staying. Pseudomonas is the cause of swimmer's 
ear and is not responsive to co-amoxiclav therapy. 
Severe spreading infections occur more commonly in 
patients who also suffer from diabetes mellitus, as in 
this case. Therapy may involve a combination of 
systemic and locally delivered antibiotic therapy, and 
in this case an ENT surgical opinion should sought. 
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No.: 104 

A 42 year old man attends the clinic complaining of 
diarrhoea, fatigue, fevers and right upper quadrant pain. 
On examination he looks very thin and has tender 
hepatosplenomegaly and lymphadenopathy. He attends 
with his male partner who is very concerned about him. 

Investigations 



Hb 


10.9 g/dl 


WCC 


3.9x1071 


PLT 


90x1071 


Na + 


139mmol/l 


K + 


4.6 mmol/1 


Cr 


100 lumol/1 


ALT 


184U/1 


AlkP 


282 U/l 


CT 
abdomen 


retroperitoneal, para-aortic 
lymphadenopathy and 
hepatosplenomag ly 


Small 
bowel 
biopsy 


Atypical acid-fast bacteria 
(AAFB) seen 



Which of the following is the most likely diagnosis? 

CMV infection 



(? 



♦ 



• 



♦ 



Cryptosporidium 
Mycobacterium avium 
Myocbacterium tuberculosis 
Tropical sprue 



No.: 104 
Mycobacterium avium 

This patient is anaemic, with low platelets and a low 
white count giving evidence of infection, evidence of 
lymphadenopathy on CT scan, and AAFBs identified 
on biopsy. The additional abnormalities seen in LFTs 
point towards the possibility of mycobacterium 
avium as being the most likely cause of this 
presentation. We note that he has a male partner, 
and this raises the possibility of HIV infection and 
immunocompromise. Triple antibiotic therapy is 
usually required in HIV infected patients; one 
possible combination suggested is clarithromycin, 
ethambutol and rifabutin. 
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No.: 105 

You are asked to review a 3 5 -year-old African man with 
a history of HIV who has been admitted to the 
cardiology ward after a myocardial infarction. He has 
not brought his anti -viral medications into the hospital 
with him as he collapsed at a restaurant. On examination 
he has peripheral fat loss and increased abdominal 
obesity. 

Investigations 



Hb 


11.4 g/dl 


WCC 


5.6x1071 


PLT 


204 xl0 9 /l 


Na + 


139mmol/l 


K + 


5.3 mmol/1 


Creatinine 


130 umol/1 


TGs 


3.1 mmol/1 


HDL 


0.7 mmol/1 


LDL 


3.4 mmol/1 


Glucose 


8.7 mmol/1 



Which of the following HIV medications is most 
likely to be associated with the above blood picture? 

Fosamprenavir 

Zidovudine 

Indinavir 

Maraviroc 

Abacavir 




No.: 105 
Zidovudine 

It is possible that this man has been provided with 
access to zidovudine as part of an expanded access 
programme to HIV medication. Zidovudine is 
associated with fat redistribution and biochemical 
changes consistent with the insulin resistant 
phenotype seen here, this HIV lipodystrophy picture 
tends to be worse with zidovudine versus newer 
agents. Fosamprenavir, indinavir and abacavir are 
also associated with insulin resistance but to a lesser 
extent. Trials of glitazone therapy in HIV infected 
patients have shown improvements in the phenotype. 
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No.: 106 

A 19-year-old student who has been travelling in 
Thailand presents for review with symptoms of severe 
influenza. He has made a point of visiting street markets 
and staying in small local Thai hostels during his visit. 
You understand that a father and son who work in the 
poultry market near to where he has been staying 
recently died of H5N1 influenza. Both were treated with 
oseltamivir. On examination his BP is 105/70 mmHg, 
pulse is 100/min. He is pyrexial 3 8.5 °C. On examination 
he has severe shortness of breath and there are scattered 
crackles throughout both lung fields. 



Investigations 


Hb 


14.0 g/dl 


WCC 


10.1xl0 9 /l 


PLT 


295 xl07l 


Na + 


140 mmol/1 


r 


5.0 mmol/1 


Cr 


130 umol/1 


CXR 


Patchy consolidation through both lung 
fields 



Which of the following represents the most 
appropriate treatment? 



♦ 



IV Cefotaxime 
Inhaled zanamivir 
Oral amantadine 
Oral co-amoxiclav 
Oral Oseltamivir 



•A 



No.: 106 
Inhaled zanamivir 

The index of suspicion that this man is suffering from 
Avian influenza is high. Also of note is the fact that 
mutant H5N1 with a histidine substitution at amino 
acid position 274 appears to confer resistance of the 
virus to oseltamivir treatment. As the father and son 
died of avian influenza despite oseltamivir treatment 
it would seem prudent to use inhaled zanamivir here. 
Experience so far suggests that strains which are 
resistant to oseltamivir appear to still be sensitive to 
zanamivir. 
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No.: 107 

A 79-year-old woman has become drowsy and confused 
and is exhibiting signs of a left sided weakness. She has 
been brought to the hospital by her home help. 
Apparently she has been unwell for a few days with 
diarrhoea after eating some French soft cheese. On 
examination she is drowsy with a BP of 124/77 mmHg, 
pulse of 95/min and a temperature of 38.5 °C. She is 
neglecting her left side with a 3/5 power weakness on 
examination. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


15.2xl0 9 /l 


PLT 


120x1071 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


120 umol/1 


CT head 


No focal lesion identified 


Lumbar 
puncture 


Gram positive rods, low CSF 
glucose 



Which of the following is the most likely causative 
organism? 

Meningococcus 

Listeria 

Klebsiella 

Pseudomonas 

Mycoplasma 



♦ 



No.: 107 
Listeria 

The clear clue here is the consumption of soft cheese, 
which may be unpasturised and is not recommended 
for the elderly or for people who are pregnant. 
Listeria is a motile non-spore forming gram positive 
bacillus. CNS infection can manifest as meningitis, 
meningoencephalitis or even with symptoms of 
hemiparesis, mimicking a stroke. Commonly 
employed treatment regimens for listeria meningitis 
include ampicillin +/- the addition of gentamycin. Co- 
trimoxazole and chloramphenicol are rarely used 
alternatives. 
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No.: 108 

A woman who is 35 weeks pregnant presents feeling 
unwell with frequency and pain on urination. On 
examination she is pyrexial 37.9>°C and has suprapubic 
tenderness. 

Investigations; 



Hb 


11.1 g/dl 


WCC 


13.1xl0 9 /l 


PLT 


145 xl07l 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


90 Vmol/1 


Urine 


blood and protein ++ 



Which of the following is the most likely infective 
organism? 



• 



E. Coli 
Klebsiella 
Proteus 
Enter obacter 
S. agalactiae 



No.: 108 
E. Coli 

Whist S agalactiae is increasingly recognised as a 
cause of UTI in pregnancy, E. Coli is still thought to 
make up over 80% of cases. Fluoroquinolones are 
first choice in uncomplicated UTI where a patient is 
not pregnant. Where they are, trimethoprim is likely 
to be the first choice, as by 35 weeks the risk of it 
precipitating folate deficiency is low. Even if this 
patient had no symptoms it would be important to 
treat her as even asymptomatic bateriuria can 
precipitate pre-term labour. As well as antibiotic 
therapy, patients should also be recommended to 
maintain an adequate fluid intake. 






K\Sl 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 109 

A 23 -year-old immigrant from Zimbabwe presents to the 
clinic with headache, neck stiffness, malaise and 
photophobia which has been worsening over the past few 
days. He came to the UK 2 years ago and since then has 
been at University. Over the past few months his partner 
tells you that he has lost weight and seems to suffer from 
night sweats. On examination he is pyrexial 37.8°C, has 
neck stiffness and photophobia. There is axillary and 
inguinal lymphadenopathy. He appears to have isolated 
6th nerve palsy. 



Investigations; 




Hb 


ll.Og/dl 


WCC 


10.9x1071 


PLT 


120x1071 


Na + 


140mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/1 



LP - Turbid appearance, 22cm H20 opening pressure, 
elevated CSF protein, lymphocytes ++, neutrophils + 
India ink test positive 

Which of the following is the most likely diagnosis? 






Herpes simplex encephalitis 
CMV meningoencephalitis 
Cryptococcal meningitis 
Meningococcal meningitis 
Tuberculous meningitis 



No.: 109 
Cryptococcal meningitis 

The India ink test is used to diagnose cryptococcal 
meningitis, and the raised opening pressure, turbid 
appearance to the CSF, raised protein and mixed 
lymphocytic /neutrophil picture are relatively typical 
of the diagnosis. From his history there is a strong 
suspicion that he may be HIV positive, accounting for 
the underlying cryptococcal infection. Management 
of the condition involves the use of amphotericin B, 
which is typically given as IV combination therapy 
with flucytosine for a period of 2 weeks. Raised CSF 
opening pressure is associated with a poor prognosis 
in this condition. 
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No.: 110 

A 28-year-old man is diagnosed with HIV. He is treated 
with an abacavir containing HAART regimen. He 
attends his regular clinic appointment some 6 months 
later and complains of increased shortness of breath, 
with difficulty walking up stairs, and the fact that he 
wakes short of breath at night. On examination his BP is 
110/70 mmHg, pulse is 85/min. He has bilateral crackles 
on auscultation of the lungs. 

Investigations; 



Hb 


10.2 g/dl 


WCC 


4.9 xl07l 


PLT 


102x1071 j 


Na + 


139 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


102 umol/1 


Echo 


Cardiomyopathy 



Which of the following is the most likely diagnosis? 

Abacavir hypersensitivity 
Autoimmune cardiomyopathy 






Viral myocarditis 



Nucleoside reverse transcriptase inhibitor-related 
cardiomyopathy 



♦ 



Ischaemic cardiomyopathy 



No.: 110 

Nucleoside reverse transcriptase inhibitor-related 
cardiomyopathy 

Nucleoside reverse transcriptase inhibitor (NRTI) 
therapy is thought to reduce vascular responsiveness 
to acetyl choline, and hence lead to endothelial 
dysfunction. Mitochondrial dysfunction induced by 
HAART may also lead to decreased myocardial 
contractility. The combination of these factors is 
thought to result in NRTI related cardiomyopathy. 
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No.: Ill 

A 38-year-old HIV positive patient presents to the clinic 
complaining of increasing shortness of breath, dry cough 
and wheezing. On examination you can hear a left sided 
monophonic wheeze. He has cutaneous Kaposi's. 

Investigations; 



Hb 


10.3 g/dl 


WCC 


5.6xl0 9 /l 


PLT 


130x1071 


CD4 


92 cells/mm 3 


Na + 


140mmol/l 


K + 


5.0mmol/l 


Creatinine 


120 umol/1 


CXR 


Limited left lower zone collapse 



Which of the following is the most likely diagnosis? 






♦ 



Bronchial carcinoma 
Bronchial carcinoid 
Endobronchial Kaposi's sarcoma 
Bacterial pneumonia 
Tuberculosis 



No.: Ill 

Endobronchial Kaposi's sarcoma 

Pulmonary Kaposi's sarcoma is found in between 6 
and 30% of patients with HIV, and is the most 
common tumour seen. In patients who have 
cutaneous Kaposi's, up to 75% have demonstrable 
pulmonary tumours on endobronchial biopsy. 
Unfortunately use of HAART does not significantly 
appear to affect the prognosis in patients with 
pulmonary Kaposi's, with a mean prognosis of only 
1.6 years from the point of diagnosis. 
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No.: 112 

An 85-year-old Jamaican man who is visiting his son is 
admitted to the Emergency room with a left pneumonia. 
He has a number of large, painless subcutaneous nodules 
which he says have been developing over a number of 
years; these are particularly marked over his shins. Some 
of these have ulcerated but have a well defined edge with 
granulation tissue and yellowish slough. There is 
hyperkeratosis of the soles of the feet and the palms of 
the hands. 

Investigations; 



Hb 


10.5 g/dl 


WCC 


9.2 xl0 9 /l 


PLT 


150x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


141 umol/1 


VDRL 


+ 


TPHA 


+ 


FTA-ABS 


+ 



He tells you he has been with the same partner for the 
past 65 years. 

Which of the following represents the most likely 
diagnosis of his skin lesions? 






♦ 



HIV 

Pinta 

Sarcoidosis 

Tertiary syphilis 

Yaws 



No.: 112 
Yaws 

Yaws is caused by Treponema pertenue, a non- 
venereal treponemal disease which similar to syphilis 
may persist for many years. Neurological 
involvement in yaws is currently debated, and despite 
many case reports the jury is still out as to the 
definitive answer. Serological testing is 
indistinguishable from that seen for syphilis, and 
differentiation is made on history and clinical 
features. Like syphilis, penicillin remains the drug of 
choice for treatment of yaws, with erythromycin, 
tetracycline or doxycycline being possible 
alternatives. Patients with yaws, particularly where 
the infection is chronic, may require re -treatment 
every few years. Pinta is caused by treponema 
carateum and is characterized mainly by chronic 
pigmentary skin lesions which occur predominantly 
in a young adult population. 
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PasTest 2012... MRCP 2... Infectious diseases 



No.: 113 

A 32-year-old man who suffered a motorbike accident 4 
years ago is admitted from the airport after a trip to Asia. 
He is in shock on admission to the Emergency room, you 
understand from the paramedics that he appears to have 
been traveling alone. On examination he is hypotensive 
at 85/50 mmHg, pulse 1 10/min, with areas of bruising 
and petechial haemorrhage. He is pyrexial at 38.8°C. 

Investigations; 



Hb 


9.5 g/dl, Howell Jolly bodies 
seen on smear 


WCC 


12.5 xl07l 


PLT 


40 xl07l 


Haptoglobins 


decreased 


Na + 


136 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


180 Mmol/1 


G ucose 


4.8 mmol/1 


Urine 
specimen 


haematuria +++ 



Which of the following is the most likely diagnosis? 

Falciparum malaria 
Meningococcus 






Pneumococcus 
H influenzae 
Dengue Fever 



No.: 113 
Falciparum malaria 

The history of the RT A and presence of Howell Jolly 
bodies on the blood smear implies that this patient 
has undergone a splenectomy. Pyrexia, haemolysis, 
raised white count and low platelets are suggestive of 
the possibility of malaria. It is as yet unclear exactly 
the role that the spleen plays in malaria parasite 
clearance, but case series suggest that splenectomy 
may be associated with reduced parasite clearance 
despite optimal anti-malarial therapy. 
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PasTest 2012... MRCP 2... Infectious diseases 



No.: 114 

A 3 6 -year-old man with known HIV, is admitted with 
increasing shortness of breath. He is on antiretroviral 
medications. On examination he has raised JVP, bilateral 
lower limb oedema and crackles on both bases. BP 
105/60 mmHg, pulse 95/min. 

Investigations; 



Hb 


11.4 g/dl | 


WCC 


5.4x1071 


PLT 


156x1071 


Na + 


138mmol/l 


K + 


4.3 mmol/1 


Creatinine 


140 umol/1 


CD4 count 


235 cells/mm 3 


CXR 


Evidence of left ventricular 
failure 


Echocardiography 


severe dilated 
cardiomyopathy 


Ejection fraction 


24% 



What is the most likely cause of his problem? 



♦ 



• 



♦ 



Cytomegalovirus 

Toxoplasmosis 

HIV 

Zidovudine 

Ritonavir 



•A 



No.: 114 
Zidovudine 

Zidovudine has significant mitochondrial toxicity and 
is known to be associated with dilated 
cardiomyopathy. In patients like this myocardial 
biopsy usually reveals mitochondria stuffed with 
myelin, a sign of mitochondrial dysfunction. 
Withdrawal of zidovudine and substitution with an 
agent associated with less mitochondrial toxicity 
coupled with appropriate treatment for heart failure 
with diuretics and ACE inhibition usually resolves 
the problem. 



"'J, 



ib 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 115 

A 32-year-old man who spent 3 months on a school 
building project in Nepal visits the clinic for review. He 
suffered intermittent bouts of diarrhoea while in the 
country, and now complains of intermittent sweats and 
pain in his right lower chest. On examination his 
temperature is 37.7°C, and he has hepatic tenderness. 

Investigations; 



Hb 


10.2 g/dl 


WCC 


n.ixio7l 


PLT 


145 xl07l 


Na + 


142mmol/l 


r 


4.9 mmol/1 


Creatinine 


130 umol/1 


Bilirubin 


45 umol/1 


ALT 


72U/1 


Alk phos 


342 U/l 



CT thorax and upper abdomen - possible right 
subphrenic abscess 

You ask for an opinion from an interventional 
radiologist. Which of the following is the most 
appropriate initial medical treatment for him? 



♦ 



Metronidazole 

Oxytetracycline 

Chloroquine 

Cefotaxime 

Quinine 



No.: 115 
Metronidazole 

The symptoms of initial diarrhoeal infection, followed 
by intermittent fevers and symptoms and signs of 
abscess formation fit with amoebic liver infection. 
Management is usually a combination of CT guided 
drainage of abscess fluid by an interventional 
radiologist, coupled with a course of metronidazole 
or imidazole. Chloroquine can be considered for 
patients in whom metronidazole is unsuitable. 
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PasTest 2012... MRCP 2... Infectious diseases 



No.: 116 

A 19-year-old girl returns home from working on a gap 
year project in Africa with diarrhoea. She also complains 
of abdominal bloating, that her stools are difficult to 
flush away, and of excessive flatulence. She has lost her 
appetite over the past couple of weeks and has lost 3kg 
in weight. On examination she has a mild pyrexia 
37.6°C, and looks bloated. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


9.2 xl07l 


PLT 


260 xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.8 mmol/1 


Creatinine 


100 umol/1 


Stool sample 


Cysts and ovae seen 



Which of the following is the most appropriate 
therapy for her? 

Ciprofloxacin 

Oxytetracycline 

Albendazole 

Metronidazole 



• 



Artemesin 



No.: 116 
Metronidazole 

The history and findings on examination are highly 
suggestive of a diagnosis of giardiasis, a common 
protozoal infection transmitted via the faecal-oral 
route. Metronidazole is first line therapy for the 
condition although albendazole is a viable alternative. 
In the majority of patients a short course of 
antibiotics leads to complete resolution of symptoms, 
although some may suffer a short period of lactose 
intolerance post infection. 
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No.: 117 

A 29-year-old woman who received a cadaveric renal 
transplant 2 years ago comes to the Emergency room 
complaining of watery diarrhea that began 3 days ago. 
She has just returned from a holiday to Tunisia. 
Medication includes immunosupression and ramipril for 
control of blood pressure. On examination her 
temperature is 38.4°C, her BP is 120/68 mmHg with a 20 
mmHg postural drop, her pulse is 92/min and regular. 
She looks dehydrated and has a soft, diffusely tender 
abdomen. 



Investigations; 




Hb 


13.1 g/dl 


WCC 


10.2xl0 9 /l 


PLT 


200 xl07l 


Na + 


140 mmol/1 


K + 


3.5 mmol/1 


Creatinine 


185 umol/1 (142 at last clinic 
visit) 


Stool 
sample 


oocysts identified 



Which of the following is the most appropriate 
management? 



♦ 



♦ 



Supportive therapy with oral rehydration salts 

Oral ciprofloxacin 

Loperamide 

Nitazoxanide 

Metronidazole 



No.: 117 
Nitazoxanide 

This woman almost certainly has Cryptosporidium 
acquired through the water supply at her Tunisian 
hotel. Given that she is significantly dehydrated as 
evidenced by her postural drop and elevated 
creatinine it is appropriate to treat her with anti- 
microbial therapy. Nitzoxanide interferes with the 
ability of the parasites to generate energy by blocking 
the pyruvate ferredoxin oxidoreductase reaction. 
Supportive therapy with oral rehydration salts is of 
course also an essential part of therapy. 
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No.: 118 

A 26 -year-old who is taking oral prednisolone therapy 
comes to the Emergency room because he is worried as 
his brother has been admitted to the hospital with acute 
chicken pox infection. He is certain that he has never 
suffered from chicken pox. 
What is the most appropriate course of action? 

Check varicella antibody status 

Start prophylactic acyclovir 

Start prophylactic valciclovir 

Observe for signs of infection 

Give VZV immunoglobulin 



No.: 118 

Give VZV immunoglobulin 

Steroid use within 3 months of chicken pox exposure 
increases the risk of severe infection in patients who 
are non-immune. Guidance supports the use of VZV 
immunoglobulin within 3 days of exposure if possible 
and not later than 10 days after exposure. Confirmed 
chicken pox infection should be managed 
aggressively with anti-viral therapy and specialist 
opinion from an infectious disease consultant is 
advised. Complications of infection in this population 
include pneumonitis, hepatitis, encephalitis and DIC. 
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No.: 119 

A 42-year-old farmer is brought to the Emergency room 
by his wife. She is very worried about him, as he has 
been unable to leave the house and get to work because 
of a fever and feeling completely washed out. He has 
been working particularly hard as they have some 
concerns about finance. They tell you that he was 
clearing some drainage ditches on the edge of one of his 
fields a few days ago. On examination he is pyrexial 
38.2°C and looks jaundiced. There is a bandage on his 
right leg from where he cut himself on some brambles. 
He has abdominal tenderness, particularly over his liver. 



Investigations; 




Hb 


11.4g/dl 


WCC 


13.3xl0 9 /l 


PLT 


56 xl07l 


Na + 


139mmol/l 


r 


6.1 mmol/1 


Creatinine 


235 umol/1 


ALT 


320 U/l 


Bilirubin 


290 umol/1 


CK 


780 U/l 



Which of the following is the most appropriate 
therapy for him? 

N-acetylcysteine 

Erythromycin 

Benzylpenicillin 



• 



FFP 
Ciprofloxacin 



No.: 119 
Benzylpenicillin 

This unfortunate man has the severe form of 
leptospirosis known as Weil's disease, spread via 
rats' urine. It is likely that the cut on his leg, and 
wading through his drainage ditches, provided the 
route for infection. Infection leads to 
thrombocytopenia, jaundice with only a modest rise 
in transaminases, renal failure and increased CK. 
Benzylpenicillin is the drug of choice, with 
erythromycin or doxycycline possible alternatives in 
patients who are penicillin allergic. Thankfully most 
patients with leptospirosis suffer from a relatively 
mild infection and recover. Mortality from Weil's 
disease is particularly high however in patients who 
are elderly or in those with pre-existing pathology. 
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No.: 120 

A 42-year-old man comes to the Emergency room with 
his male partner. He has had a headache for the past few 
days and now complains of worsening left arm 
weakness. His partner is also concerned that he is 
becoming increasingly confused. On examination he is 
pyrexial 37.8°C, his BP is 138/72 mmHg. There is 4/5 
weakness of his left arm. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


10.4x1071 


PLT 


201 xl07l 


Na + 


138 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


130 umol/1 


CSF 


elevated protein, mononuclear 
leukocytosis 


MRI head 


evidence of ventricular 
enlargement, possible developing 
right sided infarct 



Which of the following is the most likely diagnosis? 

Toxoplasmosis 
CMV encephalitis 

<? , . \ ;\^ » 



• 



a* 



Acute cerebral infarct 
Cerebral vasculitis 
Cryptococcal meningitis 



No.: 120 

CMV encephalitis 

This man almost certainly has HIV and has 
developed a clinical picture consistent with CMV 
encephalitis. A mononuclear leukocytosis and raised 
CSF protein are typical MRI findings are often non- 
specific, with evidence of ventricular enlargement, 
cerebral atrophy and as in this case a developing 
cerebral infarct. IV ganciclovir is the mainstay of 
therapy for CMV encephalitis, with long term 
prophylaxis post infection likely to be required. The 
diagnosis of HIV should also be confirmed, and he 
should start appropriate anti-retroviral therapy. 
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PasTest 2012... MRCP 2... Infectious diseases 



No.: 121 

A 38-year-old homosexual man presents with diarrhoea 
which also contains blood and pus. He admits to 
unprotected anal sex some 2-3 weeks earlier. On 
examination he is apyrexial, there are no abnormal 
findings apart from tenderness on PR. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


8.9x1071 


PLT 


210 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 lumol/ 



Which of the following is the most important next 
step? 



• 



♦ 



Rectal biopsy 
Flexible colonoscopy 
NAAT swab 
Stool microscopy 
Trial of antibiotics 



No.: 121 

NAAT swab 

The suspicion here is that this patient has developed 
rectal gonococcus infection due to his unprotected 
anal sex. Investigation of choice when collecting 
rectal specimens is sa NAAT swab, (nucleic acid 
amplification testing), which is useful if gonococcus 
or chlamydia is suspected. Prior to treatment he 
should be screened for other sexually transmitted 
infections including HIV, and if he knows the partner 
with whom he had anal intercourse, that individual 
should also be screened. 






*\S 



No.: 122 

A 28-year-old neutropenic patient with a tunneled 
intravenous line has been admitted for treatment of a 
fever of unknown origin. He is still febrile after 4 days 
therapy initially with tazocin and gentamicin, which 
subsequently switched to meropenem and teicoplanin. 
Which of the following would be the most 
appropriate next anti-infective agent? 

a 



of 



• 



Fimoxyclav 
Ciprofloxacin 
Amphotericin B 
Azithromycin 
Gentamicin 



No.: 122 

Amphotericin B 

Persistent pyrexia 3 days after commencing powerful 
broad spectrum antibiotics raises the possibility of 
fungal infection. Systemic candidiasis and 
aspergillosis may occur in this population. 
Amphotericin B carries risk of significant 
nephrotoxicity, therefore a liposomal form has been 
developed, which is associated with less renal 
dysfunction. 
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No.: 123 

A 32-year-old man whose main hobby is fishing comes 
to the Emergency room feeling extremely unwell. Over 
the past few days he has suffered from a flu -like illness 
but during the past 24hrs has deteriorated further with a 
cough productive of blood stained sputum, a severe 
headache, fevers and jaundice. On examination he is 
pyrexial 37.9°C. His BP is 100/60 mmHg, his pulse is 
95/min regular. He has a non-specific skin rash and 
tenderness in the right upper quadrant on abdominal 
examination. 



Investigations; 




Hb 


11.1 g/dl 


WCC 


13.2x1071 


PLT 


95 xl07l 


Na + 


138mmol/l 


K + 


4.9 mmol/1 


Creatinine 


201 umol/1 


CK 


980 U/l 


ALT 


152 U/l 


Bili 


280 umol/1 



Given the likeliest diagnosis, which of the following is 
the most appropriate antimicrobial therapy for him? 



♦ 



Ciprofloxacin 
Doxycycline 
Erythromycin 
Chi oramphenicol 
Benzylpenicillin 



No.: 123 

Benzylpenicillin 

This man has symptoms consistent with severe 
leptospirosis, or Weil's disease. It is likely he 
acquired it through exposure to rat's urine associated 
with his fishing trips. Erythromycin and doxycyline 
may be considered in patients who are unsuitable for 
pencillin therapy, but IV penicillin is the primary 
treatment. The peak in incidence of cases of 
leptospirosis appears to be in the late summer/ early 
autumn in temperate climates, where it may be that 
moist, humid conditions allow the bacteria to persist 
for longer. 
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No.: 124 

A 28-year-old man who is Hepatitis C positive is taking 
ribavirin and pegylated alpha interferon. Unfortunately 
the clinic nurse who was taking his blood for monitoring 
received a needlestick injury. She washed the wound 
with copious amounts of running water, and then as per 
the hospital protocol presented to the A&E department. 
Investigations from the patient; 



Hb 


11.9g/dl 


WCC 


7.1x1071 


PLT 


156x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


120 umol/1 


Hep C RNA 


low levels detected 



Which of the following is the most appropriate next 
step in management? 

Reassure and discharge home 



♦ 



Start post-exposure prophylaxis immediately 
Take blood from the healthcare worker for virology 
Arrange Hep B vaccination 
Give immunoglobulin 



No.: 124 

Take blood from the healthcare worker for virology 

The most important step before considering post- 
exposure prophylaxis is to make sure that a sample of 
blood is taken for virology testing on the healthcare 
worker. Oearly if correct procedures have been 
followed and de-novo infection has occurred, then 
this patient may be eligible for 

compensation/recompense as part of employer's 
responsibilities. Equally, if the healthcare worker has 
evidence of pre-existing viral hepatitis, then any 
plans with respect to post-exposure prophylaxis 
would be different. 
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No.: 125 

A 62-year-old man returns from the Southern USA with 
a fever, a cough associated with haemoptysis, shortness 
of breath and fever. He has been there bat watching as he 
is a keen naturalist. He is otherwise healthy, living with 
his female partner, with no significant past medical 
history of note. On examination he is pyrexial 37.8°C. 
There is wheeze on auscultation of the chest. 
Investigations; 



Hb 


n.2 mi 


WCC 


9.1 xlO y /l 


PLT 


120 xl0 9 /l 


Na 


140 mmol/1 


K 


4.9 mmol/1 


Creatinine 


130 umol/1 


CXR 


Hilar lymphadenopathy 


ESR 


45 mm/hr 


Yeast forms seen on sputum culture 



Which of the following is the most appropriate 
therapy? 






Itraconazole 
Amphotericin B 
Prednisolone 
Miconazole 
Gancyclovir 



•A 



No.: 125 

Itraconazole 

The most likely diagnosis here is histoplasmosis, a 
yeast type fungus which is endemic in Mississippi, 
Ohio and Missouri. It occurs particularly in areas 
which house large bat and bird populations. Out of 
the options given, itraconazole is the treatment of 
choice, as miconazole is a topical agent, and 
amphotericin B is associated with significant toxicity. 
The course of itraconazole is continued for 3-6 
months in total Acute pulmonary histoplasmosis is 
usually associated with a positive outcome; rarely 
overwhelming infection may occur with significant 
pulmonary necrosis. 



"'J, 



ib 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 126 

A 70 -year-old man presents with a nearly 2 week history 
of severe watery diarrhoea. He is originally from Africa 
but has not left the UK since migrating here 45 years 
earlier. There is no past medical history of note, but he 
remembers a similar episode of diarrhoea some 12-15 
years ago. On examination he looks thin, his BMI is 1 8 
and his BP is 125/72 mmHg. There is non-specific 
abdominal tenderness, otherwise physical examination is 
unremarkable. 

Investigations; 



Hb 


13.2 g/dl 


WCC 


8.9 xl0 9 /l (Slightly raised 
eosinophils) 


PLT 


192xlO y /l 


Na + 


139mmol/l 


K + 


3.8 mmol/1 


Creatinine 


159lumol/l 



Which of the following is the most likely diagnosis? 



♦ 
♦ 



Bacillus cereus 
Staphylococcus aureus 
Vibrio parahaemolyticus 
Strongyloides stercoralis 
E. Coli 



No.: 126 
Strongyloides stercoralis 

Strongyloides infection may be chronic and 
associated with episodes of severe watery diarrhoea 
occurring many years after the original infection. 
Most cases are asymptomatic and can survive 
decades undiagnosed. The slight rise in eosinophil 
count is a clue towards the possibility of parasitic 
infection. Diagnosis relies on the demonstration of 
larvae in the stool, CXR may reveal pulmonary 
infiltrates. Albendazole is the treatment of choice for 
strongyloides, although ivermectin may be more 
effective in chronic infection. 
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No.: 127 

A 50 -year-old woman presents with severe vomiting, 
non-bloody diarrhoea and abdominal cramps 6 hours 
after eating a meat pie which she had bought the day 
before and left out on the counter in her kitchen. On 
examination her BP is 1 10/70 mmHg, her pulse is 
92/min and she looks dehydrated. 

Investigations; 



Hb 


13.3 g/dl 


WCC 


11.1 xl0 9 /l 


PLT 


299xl0 9 /l 


Na + 


141 mmol/1 


K + 


3.7mmol/l 


Creatinine 


172 lumol/1 



♦ 



Which is the most likely causative organism? 

Bacteroides fragilis 
E. coli 

Staphylococcus aureus 
Bacillus cereus 
Campylobacter jejuni 



♦ 



No.: 127 

Staphylococcus aureus 

This woman has acute onset severe vomiting and 
watery diarrhoea which is consistent with production 
of an enterotoxin. Bacillus cereus food poisoning is 
associated with ingestion of rice, so staphylococcus 
aureus is more likely as it is known to occur in foods 
with a high salt content which have been improperly 
stored. The condition is self limiting and resolves over 
a period of 24-48hrs; oral rehydration salts are the 
treatment of choice. 
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No.: 128 

A 25 -year-old woman presents with fevers one week 
after returning from India. She also has diffuse 
abdominal tenderness. She says the fevers rise over the 
course of the day and then drop by the next morning. 
Other symptoms include malaise and lethargy, and she 
has almost completely lost her appetite; she has an 
irritating dry cough and a few salmon coloured spots on 
her skin. Her temperature is 38. 1°C and she looks tired 
and a little dehydrated. She doesnt want to be admitted 
to the hospital if possible. 



Investigations; 




Hb 


11.9g/dl 


WCC 


11.1 xl07l 


PLT 


201x1071 


Na + 


136 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


130iumol/l 


Stool 
culture 


isolates Salmonella 
paratyphi 



Which of the following is the most appropriate 
treatment? 






Doxycycline 

Erythromycin 

Penicillin 

Ciprofloxacin 

Ceftriaxone 



•A 



No.: 128 

Ciprofloxacin 

Quinolones are effective therapy for enteric fever, 
which may be caused by both Salmonella typhi and 
Salmonella paratyphi. Alternatives include 
amoxicillin, and ceftriaxone for severe cases. In this 
case, there is no lymphompaenia, creatinine is only 
mildly elevated and she is not confused. As such oral 
ciprofloxacin would seem appropriate. Courses of 7- 
14 days therapy are recommended; if she works in 
the hospitality industry then she should provide a 
negative specimen prior to returning to work. 
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No.: 129 

A 28-year-old aid worker returns from Sri Lanka 
because he is feeling increasingly unwell with swelling 
and pain affecting his lower limbs, worse on the right 
than the left. He complains of fevers over the past 2-3 
months and on examination there is painful bilateral 
inguinal lymphadenopathy. 
Investigations 



Hb 


12.1 g/dl 


WCC 


8.9 xl0 9 /l (marked eosinophilia) 


PLT 


194xl0 9 /l 


Na + 


139mmol/l 


K + 


4.7 mmol/1 


Creatinine 


130 umol/1 


Raised IgE immunoglobulin fraction 


CXR - Bilateral pulmonary infiltrates 


Ultrasound - inguinal lymphadenopathy with 
lymphatic obstruction 



Give the likely diagnosis, which of the following is the 
most appropriate treatment? 

Di ethyl carb amazine 

Itraconazole 






Metronidazole 

Ciprofloxacin 

Suramin 



•A 



No.: 129 

Diethylcarb amazine 

The diagnosis here is filariasis. Large scale 
eradication programs have evaluated the use of single 
agent regimes incorporating albendazole, ivermectin 
or diethylcarbamazine (DEC). Whilst suramin is an 
effective alternative, toxicity issues and the fact it is 
the only drug in clinical use for onchocerciasis have 
restricted its use. DEC is given as a 12 day to 3 week 
course, although albendazole is given as a single 
treatment. Unfortunately in patients with a 
significant filarial burden, scarring and granuloma 
formation may lead to permanent lower limb 
oedema. 
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No.: 130 

A 72-year-old woman presents with profuse diarrhoea. 
She opens her bowels ten times per day and describes the 
motion as like water, but also flecked with blood. She 
has cramping abdominal pain, a low grade fever and 
increased lethargy. On further questioning she reveals 
that she has recently completed a course of clindamycin 
for a dental abscess. On examination she is pyrexial 
37.8°C, her abdomen is soft but the lower portion is 
generally tender. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


12.3 xl07l 


PLT 


230 xl07l 


Na + 


142 mmol/1 


K + 


4.9 mmol/1 


Urea 


13.4 mmol/1 


Creatinine 


165 umol/l | 


Stool 


blood + 


Rigid sigmoidoscopy - raised, yellowish white 
plaques 



Given the likely diagnosis, which of the following is 
the most appropriate treatment? 






IV ciprofloxacin 
IV vancomycin 
Oral ciprofloxacin 
Oral metronidazole 
Rectal budesonide 



•A 



No.: 130 

Oral metronidazole 

The history of exposure to clindamycin and profuse 
diarrhoea, coupled with pseudomembranes on rigid 
sigmoidoscopy is highly suggestive of 
pseudomembranous colitis due to C difficile infection. 
Oral metronidazole and oral vancomycin are 
potential options for treatment, with metronidazole 
being cheaper and as effective in the majority of 
cases. Cholestyramine may be useful in patients who 
relapse after repeated courses of antibiotics. 
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No.: 131 

A 3 3 -year-old single dancer comes to the clinic with 
some unusual skin lesions. He says they have increased 
in number and size over the past few months. He has a 
number of purple red scaly patches, predominantly on 
both lower limbs. Other examination findings of note 
include oral Candida. 
Investigations; 



Hb 


11.9 g/dl 


WCC 


5.1x1071 


PLT 


192x1071 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 



Which of the following is the most appropriate next 
step? 

Skin biopsy 






HIV testing 

HHV-6 testing 

HPV testing 

Treat with topical steroids 



No.: 131 

HIV testing 

The clue here is that he is a single man, who appears 
to have lesions consistent with Kaposi's sarcoma, and 
oral Candida which is unusual without a degree of 
immunodeficiency or use of inhaled corticosteroids. 
The underlying cause is human herpes virus 8, the 
activity of which is unchecked in association with 
HIV related immunodeficiency. He should be 
managed with aggressive anti-retroviral therapy. 
Individual lesions may be managed with surgical 
excision, radiotherapy, or locally delivered 
chemotherapy such as vincristine. 






K\& 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 132 

A 21 -year-old student who is travelling is admitted off a 
flight from Northern Queensland with a severe headache, 
generalised macular rash, generalised bony aches, nausea 
and vomiting. On examination her temperature is 39.5 °C 
and she is clutching the front of her head because of 
frontal headache. She looks dehydrated, her BP is 125/70 
mmHg lying and 105/65 mmHg standing, her pulse is 
95/min and regular. 
Investigations; 



Hb 


14.9 g/dl 


WCC 


12.1x1071 


PLT 


95 xl07l 


Na + 


141 rnmol/1 


K + 


4.9 mmol/1 


Urea 


15.0mmol/l 


Creatinine 


187umol/l 


ALT 


280 U/l 


Thick and thin film negative for malarial parasites 



Given the likely diagnosis, which of the following is 
the most appropriate management? 






IV third generation cephalosporin 

Penicillin G 

Paracetamol and rehydration 

Ibuprofen 

IV acyclovir 



No.: 132 

Paracetamol and rehydration 

The symptoms seen here are very typical of the acute 
onset headache, fever and rash which is 
characteristic of Dengue fever infection, caused by 
Dengue virus serotypes 1-4, carried by the Aedes 
aegypti mosquito vector. Management is supportive, 
with appropriate rehydration and pain relief. Rarely, 
more severe Dengue haemorrhagic fever may occur 
which is associated with clotting abnormalities and a 
bleeding diathesis. This requires intervention with 
clotting factor replacement. 
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No.: 133 

A 28-year-old VSO worker has returned from Chile. He 
has been feeling increasingly unwell over the past few 
months and is now suffering from increasing fatigue and 
lethargy, muscle pains and headache, accompanied by 
symptoms of indigestion. He has lost 4kg in weight over 
the past 4 months. Past history of note includes a 
pulmonary embolus for which he begun warfarin therapy 
3 months ago whilst still in Chile. 
Investigations; 



Hb 


11.1 g/dl 


WCC 


9.8 xl07l 


PLT 


190xl0 9 /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


Barium swallow 


dilated oesophagus 


Oesophageal 
manometry 


increased pressure 


ECG 


Right bundle branch 
block 



Which of the following is the most appropriate 
treatment? 






Nifurtimox 
Itraconazole 
Benznidazole 
Fluconazole 
Symptomatic therapy only 



•A 



No.: 133 

Nifurtimox 

This man has chronic Chagas' disease (American 
Trypanosomiasis). Caused by T cruzi, chronic 
manifestations include heart block, mega oesophagus 
with symptoms of indigestion, and increased risk of 
thromboembolism. Previously pharmacological 
intervention had not been recommended, but it is 
increasingly recognised that chronic therapy with 
nifurtimox may lead to clearance of parasites in 50- 
60% of patients. Long term sequalae include severe 
heart failure, atrial thrombus and left ventricular 
aneurysm. Sudden death may occur due to cardiac 
arrhythmias after exercise. 
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No.: 134 

A 49-year-old Turkish resident is brought to the 
Emergency room by his son, who he has come to the UK 
to visit. He is suffering from bouts of fever, and tells his 
son that his body is weak and he feels totally exhausted. 
On examination he looks thin. His family tell him he has 
a rash which is making his skin appear darker. His 
temperature is 37.8 °C, and he has generalised 
lymphadenopathy. There is hepatosplenomegaly. 
Which of the following is the most likely diagnosis? 



♦ 
• 



Trypanosoma cruzi 
Leishmania donovani 
Leishmania infantum 
Leishmania aethiopica 
Leishmania brazileinsis 



No.: 134 

Leishmania infantum 

The evidence is that this man has chronic visceral 
leishmaniasis, the most likely cause of which in 
Southern Europe is L infantum. Hepatosplenomegaly 
occurs due to extra-medullary production of 
phagocytic white blood cells, lymphadenopathy, and 
darkening of the skin, which gives rise to the Indian 
name of kala-azar occurs. Other symptoms include 
diarrhoea and intermittent bouts of fever. ELISA 
testing for leishmaniasis is available and is the easiest 
way to make the diagnosis, although Leishmaniasis 
can be cultured from splenic, bone-marrow or 
hepatic samples. Sodium stiboglutamate is the 
mainstay of therapy, with amphotericin B a possible 
alternative 



No.: 135 

A 40 -year-old Indian man presents to the Emergency 
room with a 4 month history of low grade fever, malaise, 
and intermittent confusion. He also has a history of 
asthma. Of recent note he has suffered a number of 
grand mal seizures which have increased in frequency 
over the past 2 months. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


8.9xl07l(Eosinophilia) 


PLT 


190 xl07l 


Na + 


139mmol/l 


K + 


4.2 mmol/1 


Creatinine 


110 umol/1 


CT brain - discrete wavy linear lesions seen 
bilaterally 



No.: 135 

Churg Strauss syndrome 

Churg Strauss syndrome is associated with 
peripheral blood eosinophilia and symptoms of 
asthma. It is a small to medium vessel vasculitis 
associated with granuloma formation. Rarely, CNS 
involvement may occur, and the discrete lesions seen 
on CT scan are likely to represent cerebral vasculitis. 
Over the longer term risks of cerebral 
thromboembolism may be increased, as well as small/ 
medial arterial aneurysm formation and subsequent 
rupture. Corticosteroids are the mainstay of 
management of Churg Strauss. 



Which of the following is the most likely diagnosis? 



. 



♦ 



Tuberculous meningitis 

Cysticercosis 

Hydatid disease 

SLE 

Churg Strauss syndrome 
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No.: 136 

A 19-year-old man, who has recently been on a trip to 
the Thai jungle, presents to the Emergency room with a 
severe fever of 40°C. He also has facial flushing and an 
erythematous rash on his skin. He has a generalised 
headache with severe retro- orbital pain, abdominal pain 
and tells you that he feels a€cebone wearya€ . On 
examination he has a generalised maculopapular rash, 
with petechiae, and generalised lymphadenopathy. The 
site used for taking his blood sample is oozing blood. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


11.1x1071 


PLT 


95 xl07l 


Na + 


134 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


145 Vmol/1 


ALT 


165 U/l 


Albumin 


34g/l 


Thick and thin 
films 


negative for 
malaria 



Which of the following is the most likely diagnosis? 

Falciparum malaria 
Leptospirosis 
Ebola virus 
Dengue fever 
Tick typhus 



♦ 



No.: 136 

Dengue fever 

The typical picture of dengue fever is one of severe 
headache, myalgia and a generalised maculopapular 
rash. Hyponatraemia and mild elevations in 
transaminases are often seen, with low platelets as 
seen here present in around 50% of patients. Dengue 
is a self limiting illness in the majority of cases, but 
low platelet counts are of concern. Management in 
most patients just involves fluid replacement and 
paracetamol, but others who develop 
thrombocytopaenia and bleeding dyathesis may 
require blood product replacement. 
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No.: 137 

A 44-year-old single businessman/long distance traveller 
who works for a multi-national company and travels 
extensively in East Asia presents to the GP with shaggy 
white patches on lateral parts of the tongue, these are 
painless and he says he has had them for a few months. 
On examination he has painless lymphadenopathy and is 
thin, with a BMI of 19. He has shaggy white patches on 
the lateral borders of his tongue. He says these are 
painless, and the appearance of them changes over the 
course of a few days. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


4.9 xl0 9 /l 


PLT 


167x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


110umol/l 



Which of the following is the most likely diagnosis? 

Lichen planus 






♦ 



♦ 



Oral candidiasis 
Herpes simplex 
Oral hairy leukoplakia 
Geographical tongue 



•A 



No.: 137 

Oral hairy leukoplakia 

Oral hairy leukoplakia is characterised by mostly 
painless white patches affecting the lateral borders of 
the tongue. The disease is caused by reactivation of 
Epstein Barr virus which occurs in patients who are 
immunosupressed. The hint here is that as a single 
man travelling in East Asia, he may have paid for sex 
and been exposed to HIV. In most cases the diagnosis 
is clinical, but EBV can be demonstrated in epithelial 
cells with immunohistochemical staining. Specific 
treatment for oral hairy leukoplakia is not usually 
required, but he should be encouraged to have HIV 
testing and be managed with appropriate anti- 
retroviral therapy. 
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No.: 138 

A 21 -year-old student who has been travelling in 
Thailand and Laos and admits to IV heroin use comes to 
the clinic. He has suffered from some white patches on 
his tongue over the past few weeks. He says the area 
affected seems to change every few days, but it always 
tends to be the lateral borders of the tongue, and the 
lesions aren't actually painful. On examination he is thin, 
and has axillary and cervical lymphadenopathy. He has 
white plaques on the lateral edges of his tongue, the 
white material appears adherent and can't be removed by 
scraping. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


6.7xl0 9 /l 


PLT 


182x1071 


Na + 


140mmol/l 


K + 


4.5 mmol/1 


Creatinine 


100 umol/1 



Which of the following is the most appropriate 
treatment? 






Oral acyclovir 
Nystatin mouth wash 
Oral fluconazole 
Anti-retroviral therapy 
IV gancyclovir 



•A 



No.: 138 

Anti-retroviral therapy 

The white plaques associated with oral candidiasis 
can be scraped off to reveal an erythematous layer 
underneath, but in hairy leukoplakia, the plaques are 
adherent. Oral hairy leukoplakia is caused by 
reactivated Epstein Barr virus in the presence of 
immunosupression, and this man's history raises the 
possibility of HIV infection. No specific therapy is 
required for oral hairy leukoplakia, and patients are 
usually managed with systemic anti-retroviral 
therapy alone. 
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No.: 139 

A 27-year-old relief worker who helps set up Christian 
Aid projects in Bolivia returns from the country and 
presents to the Emergency department with general 
malaise, lethargy, and difficulty swallowing. On 
examination his BP is 1 10/70 mmHg, his pulse is 
95/min, and his jugular venous pulse is elevated. He has 
bilateral pitting oedema of both legs, and bilateral basal 
inspiratory crackles on auscultation of his chest. 
Investigations; 



Hb 


11.1 g/dl 


WCC 


4.9x1071 


PLT 


180xl0 9 /l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Urea 


9.1 mmol/1 


Creatinine 


140 umol/1 


Barium swallow 


dilated oesophagus 



< /P> Which of the following is the most likely 
diagnosis? 



• 



Leishmania braziliensis 
Trypanosoma cruzi 
Leishmania donovani 
Leishmania aethiopica 
Trypanosoma brucei 



•A 



No.: 139 

Trypanosoma cruzi 

This man has Chagas disease as evidenced by 
oesophageal dilatation and dysmotility and congestive 
cardiac failure. The cause is trypanosome cruzi. 
Leishmania braziliensis is a cause of cutaneous 
leishmaniasis, donovani is a cause of visceral 
leishmaniasis in India and Africa, and T brucei is 
responsible for African trypanosomiasis. Diagnosis is 
generally based on serologic testing, previously 
chronic symptoms of Chagas disease were thought 
not to respond to anti trypanosomal therapy, 
although some evidence exists that nifiirtimox may be 
of benefit for some patients. 
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No.: 140 

A 32-year-old Fireman is admitted with extensive burns. 
3 days later you notice that the burns on his forearms 
which have been kept very moist are beginning to 
deteriorate, with an extensive violet/ black 
discolouration, formation of bullae and sweet smelling 
green pus. He is pyrexial 38.1°C. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


13.2x1071 


PLT 


180x1071 


Na + 


139mmol/l 


K + 


4.2 mmol/1 


Creatinine 


175 umol/l 


CK 


412 U/l (24-195 U/l) 


Wound culture - gram positive rods 



Which of the following is the most likely diagnosis? 

Proteus spp 
Staphlyococcus aureus 
Clostridium perfringens 






Pseudomonas 
Streptococcus viridans 



•A 



No.: 140 

Clostridium perfringens 

The sweet smelling smell is a sign of Clostridium 
perfringens infection, as are the multiple bullae. 
Colostridium infection is characterised by the 
presence of gram positive rods, whereas 
pseudomonas is characterised by gram negative rods. 
The raised CK may be due to underlying muscle 
necrosis. 
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No.: 141 

A 32-year-old Fireman is admitted with extensive burns. 
3 days later you notice that the burns on his forearms 
which have been kept very moist are beginning to 
deteriorate, with an extensive violet/ black 
discolouration, formation of bullae and sweet smelling 
green pus. He is pyrexial 38.1°C. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


13.2x1071 


PLT 


180x1071 


Na + 


139mmol/l 


K + 


4.2 mmol/1 


Creatinine 


175 umol/l 


CK 


412 U/l (24-195 U/l) 


Wound culture 


Gram positive rods 



Which of the following represents the most 
appropriate therapy? 

Aspiration of bullae and oral ciprofloxacin 

Penicillin V 



IV benzylpenicillin and surgical debridement 






Oral chloramphenicol 
Oral clindamycin 



•A 



No.: 141 

IV benzylpenicillin and surgical debridement 

Debridement of dead tissue is crucial in the 
management of Clostridium perfringens infection. IV 
benzylpenicillin is the antibiotic of choice, with 
chloramphenicol and clindamycin alternatives in 
patients who are penicillin allergic. Prognosis is 
dependent on recognition of infection and 
appropriate early intervention. Severe shock and 
myonecrosis are associated with the poorest outcome. 



,,j 
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No.: 142 

A 28-year-old woman is moving to South America with 
her husband. She is 12 weeks pregnant and wants to 
review her vaccination status prior to travelling. 
Which of the following vaccines is not 
contraindicated in pregnancy? 



♦ 



Yellow fever vaccine 

Polio 

BCG 

Tetanus 

Varicella zoster 



No.: 142 

Tetanus 

Tetanus vaccine is based on the toxoid, whereas the 
others are all live attenuated vaccines. Hence their 
use in pregnancy is not recommended. Indeed there is 
virtually no data on use of any vaccine in pregnancy, 
and as such even antigen based or killed vaccines 
usually carry a statement of a€oenot recommendeda€ 
unless benefit outweighs potential risks. Influenza 
vaccine is generally accepted as usable - after a paper 
in 2009 suggested the balance of risk is in favour of 
giving it. Diptheria and hepatitis B vaccines are other 
commonly used examples which are permitted in 
pregnancy. 
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No.: 143 

A 32-year-old man who was involved in a motorcycle 
accident is reviewed on the ward. He suffered a 
compound fracture of his femur, a pelvic fracture and 
extensive soft tissue injury to his right lower leg. You 
are asked to see him because he is complaining of 
thoracic back pain. On examination he is tender over the 
T8 vertebra. He is pyrexial 37.8° C. 
Investigations; 



Hb 


13.4 BAD 


WCC 


12.1x1071 


PLT 


204 xl07l 


ESR 


90mm/hr 


Na + 


141 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


120lumol/l 


Plain spinal 
x-ray 


disc space narrowing at 
the level of T8 



Which of the following organisms is most likely to be 
responsible for his back pain? 

Staphylococcus epidermidis 

Clostridium perfringens 

Staphylococcus aureus 

Bacteroides spp 

Streptococcus pyogenes 






•A 



No.: 143 

Staphylococcus aureus 

Bearing in mind the extensive soft tissue injury to his 
right lower leg, Staphylococcus aureus is the most 
likely cause of his back pain, (probably due to 
discitis) seen here. MRI scanning is the most useful 
radiological investigation to confirm the diagnosis, 
with blood culture or needle biopsy of the disc space 
helping to provide a bacteriological diagnosis. 
Parenteral antibiotic therapy is usually administered 
for 6-8 weeks in total. 
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No.: 144 

A 23 -year-old woman presents with lower abdominal 
pain on intercourse. She admits to unprotected sexual 
intercourse with 3 male partners over the last 4 months. 
There has also been a history of bleeding after 
intercourse on 2-3 occasions, and bilateral pelvic pain 
and fever on one occasion which was diagnosed by her 
GP as a urinary tract infection. On examination she is 
pyrexial 37.6°C, and there is bilateral pain on bimanual 
palpation. 
Investigations; 



Hb 


12.6 g/dl 


WCC 


9.5 xlO y /l 


PLT 


194x1071 


Na + 


138 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


87 Vmol/1 


Cervical smear 


neutrophils 



| Cervical smear | neutrophils 

Which of the following is the most likely diagnosis? 

Chlamydia 

Gonorrhoea 

Candidiasis 

Vaginosis 

Trichomonas 




No.: 144 

Chlamydia 

This woman has a history of unprotected sexual 
intercourse and her symptoms fit with chlamydial 
infection. The presence of neutrophils on cervical 
smear in the abscence of organisms seen on light 
microscopy also fits with the diagnosis. Chlamydia is 
the commonest sexually transmitted infection in the 
UK and has a prevalence of around 8% in the under 
20 years age group and 5% in the 20-24 years age 
band. Antigen testing is now widely available, but in 
this situation endocervical swab and culture on 
special media is the preferred method for detection. 



"'J, 



ib 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 145 

A 29-year-old man who has been travelling extensively 
in the Far East comes to the clinic with increasing 
shortness of breath. He has a history of asthma, but has 
noticed his cough and wheeze have got much worse over 
the past few days since he returned home. Additionally 
he has had a rash which has worsened over the past few 
days. On examination he is pyrexial 37.8°C and has a 
linear erythematous rash over his groin and buttocks. He 
has audible wheeze on auscultation of his chest. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


10.0x1071 (raised 
eosinophils) 


PLT 


201x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


115umol/l 


CXR 


diffuse pulmonary infiltrates 


Ig 
electrophoresis 


marked elevation in IgE 



Which of the following is the most appropriate 
treatment? 






Prednisolone 
Metronidazole 
IV hydrocortisone 
Albendazole 
Ivermectin 



•A 



No.: 145 

Ivermectin 

The development of a linear erythematous rash and 
symptoms of respiratory involvement, coupled with 
raised eosinophils and travel to the Far East raises 
the possibility of Strongyloides infection. Therapy of 
choice is ivermectin, with the addition of albendazole 
in chronic or severe infection. Strongyloides infection 
does not necessarily produce acute symptoms; 
chronically infected patients may be asymptomatic 
for years and then develop paroxysms of acute active 
infection. The rash is due to larval migration, as are 
the pulmonary symptoms. 
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No.: 146 

A 5 3 -year-old woman has SLE and is currently treated 
with high dose steroids and hydroxychloroquine. She 
helps look after her grandchildren during the week, and 
comes to see you because she has been exposed to her 
two-year-old granddaughter who has chicken pox. She is 
certain that she has never had chicken pox. 
Investigations; 



Hb 


1 1 .9 g/dl 


WCC 


7.9x1071 


PLT 


203 xl07l 


Na + 


140mmol/l 


K + 


4.4 mmol/1 


Creatinine 


129 lumol/1 


Varicella antibody 


positive 



Which of the following is the most appropriate way to 

manage her? 

(• 



(? 






Varicella zoster immunoglobulin 

Gancyclovir 

Acyclovir 

Chicken pox immunisation 

Observation 



•A 



No.: 146 

Observation 

The fact that this woman is varicella antibody 
positive implies that she has a history of previous 
chicken pox infection. Patients may have been 
infected as very small children or even have had only 
one or two lesions in relation to the primary 
infection. Where the patient is antibody negative then 
VZIG should be given where possible within 4 days of 
the contact. In total it is thought to confer protection 
for up to 3 weeks. Chicken pox immunisation is a live 
vaccination, and as such should not be given here. 



,,j 
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No.: 147 

A 32-year-old patient who is known to have tuberculosis 
and HIV comes to the clinic complaining of a 
progressive deterioration in his visual acuity and loss of 
colour vision. He does not have significant ocular pain at 
present. His HIV was diagnosed at the same time as his 
TB about 6 weeks ago, and blood work indicates a 
significant improvement in his CD4 count over the past 
few weeks in response to HA ART. His TB regime 
includes ethambutol. Bilateral fundoscopy is 
unremarkable. 
Which of the following is the most likely diagnosis? 



• 



♦ 



• 



Toxoplasmosis 
CMV retinitis 
Rifampicin toxicity 
Ethambutol toxicity 
Retinal vein thrombosis 



No.: 147 

Ethambutol toxicity 

Ethambutol is known to lead to optic neuritis, which 
is thought to be related both to duration of exposure 
and dose administered. During the early stages of 
optic neuritis, fundoscopy may well be normal, and 
patients complain of slowly deteriorating visual 
acuity and loss of colour differentiation. Management 
involves discontinuation of the ethambutol as soon as 
the diagnosis becomes apparent, recoverability of 
vision is the subject of some debate, with a number of 
patients reporting significant visual deficit up to 3 
years later. 
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No.: 148 

A 66-year-old man attends A&E complaining of 

shortness of breath and a cough productive of green 

sputum for the past 5 days. 

On examination he has coarse crepitations at his L lun§ 

base and is tachypnoiec and tachycardic. 

A chest X-ray reveals left lower lobe consolidation. A 

diagnosis of community-acquired pneumonia is made. 

Routine blood tests reveal: 



Hb 


9.2 g/1 


MCV 


69 fl 


WCC 


14.5 10 6 /1 


neutrophils 


10 10 6 /1 


PLTs 


160 10 6 /1 


Urea 


6.5 mmol/1 


Creatinine 


130 umol/1 


Na + 


130 mmol/1 


K + 


4.9 mmol/1 


LFTs 


normal 



Which of the following factors would be most 
indicative of severity in this patient? 

Neutrophilia 

Respiratory rate of 32/min 

BP of 1 10/65 mmHg 



* 



♦ 



Evidence of focal consolidation 
Pulse rate of 120/min 



No.: 148 

Respiratory rate of 32/min 

This is the only one of the CURB-65 criteria. A 6-point 
score, 1 point for each of Confusion, Urea >7 mmol/1, 
Respiratory rate >= 30/min, low systolic (<90 mmHg) or 
diastolic (<= 60 mmHg) Blood pressure, age >= 65 years 
(CURB-65 score) based on information available at 
initial hospital assessment, enabled patients to be 
stratified according to increasing risk of mortality or 
need for intensive care admission (score 0, 0.7%; score 
1, 3.2%; score 2, 13%; score 3, 17%; score 4, 41.5% and 
score 5, 57%). 
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No.: 149 

A 3 8 -year-old man returns after a 3 month between jobs 

tour to South East Asia. He has visited Thailand, China, 

Hong-Kong and Australia. He is worried about a firm, 

painless ulcer that has developed near the tip of his 

penis. 

Which of the following fits best with his underlying 

diagnosis? 






Herpes infection 

Non-specific urethritis 

Gonorrhoea 

Syphilis 

Yaws 



No.: 149 
Syphilis 

This presentation in a single man who has returned 
from a visit to the Far East is highly suggestive of 
syphilis infection: 10-90 days after exposure a papule 
develops at the site of inoculation. This ulcerates to 
form a firm, painless chancre which then takes 2-3 
weeks to heal Treatment of choice is long-acting 
penicillin given IM for a period of 10 days. In 
patients presenting with late stage disease, treatment 
should be extended for a further week. Doxycycline, 
azithromycin or erythromycin are alternative 
treatments in patients who are sensitive to penicillin. 
The Jarisch-Herxheimer reaction occurs in up to 
50% of patients with primary syphilis and up to 90% 
of patients with secondary syphilis. 
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No.: 150 

A 27-year-old homosexual man presents to his general 
practitioner (GP) for review with a 3 -day history of 
glandular fever type symptoms. He admits to 
unprotected sex after a night out some six weeks ago. 
There is a past medical history of syphilis. 
Blood investigations show: 



Platelets 


40 1071 


WCC 


Relative lymphopaenia with 
increase in reactive 
lymphocytes 


Hepatitis B 
surface antigen 
(Hep BsAg) 


Negative 


Hepatitis B Core 
(HepBc) antibody 


Positive 


HIV antibody 


Negative 


CMV 


Negative 


EBV antibody 


Negative 



Which of the following diagnoses fits best with this 
clinical picture? 






HIV infection 

Influenza 

Herpes infection 

Early Epstein- Barr virus infection 

Streptococcal sore throat 



No.: 150 
HIV infection 

HIV seroconversion illness usually occurs some 6-8 
weeks after primary infection. Symptoms are similar 
to those of glandular fever, with occasionally a 
maculopapular rash. Neurological symptoms are 
common. There may be a marked early fall in CD4- 
positive lymphocytes. Although antibodies may be 
absent during the early stages of HIV infection, the 
levels of circulating viral RNA will be raised, and 
viral p24 core proteins may be detectable. HIV virus 
culture, although possible is only carried out by a few 
specialist centres. 
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No.: 151 

A 21 -year-old medical student is brought to the 

emergency department by ambulance. She was confused 

when speaking to her sister the previous evening and had 

been complaining of a sore throat and a head cold. 

Flatmates had found her collapsed at home. 

On examination there was purpuric skin rash and 

evidence of subconjunctival haemorrhage; blood 

pressure was 90/60 mmHg, pulse 110/min, lung fields 

were clear to auscultation and both heart sounds were 

present with no added sounds. Pupils were not reactive 

to light; it was difficult to elicit tendon reflexes. 

Blood testing revealed: 

Neutrophilia 

Raised activated partial thromboplastin time (APTT) 

Raised urea and creatinine 

Glucose 4. 1 mmol/1 

Which of the following represents your initial 

treatment in this case? 



• 



IV cefotaxime 
IV Benzylpenicillin 
IV hydrocortisone 
IV Glucose 
IV Naloxone 



•A 



No.: 151 

IV cefotaxime 

This patient has meningitis, potentially 
meningococcal meningitis until proven otherwise. 
Treatment of choice would be an initial bolus of IV 
cefotaxime. Oearly this patient is in a state of 
circulatory compromise and will require intensive 
therapy unit (ITU) care with circulatory support, 
intubation for airway protection and close 
monitoring. CT scan is required before progressing 
to lumbar puncture to rule out cerebral oedema and 
risk of coning on lumbar puncture. (Cerebral 
herniation occurs in about 5% of patients with acute 
bacterial meningitis, accounting for about 30% of the 
mortality; in many reports, LP is temporally strongly 
associated with this event of herniation and is most 
likely causative based on pathophysiological 
arguments.) Bacterial meningitis would give typically 
turbid or purulent cerebrospinal fluid (CSF), 
<50/mm3 mononuclear cells, 200-300 

polymorphs/mm3, 0.5-2.0 g/1 protein and CSF glucose 
levels less than 50% of the blood value. It is 
important to treat contacts of patients with 
meningococcal disease with rifampicin as prophylaxis 
against infection. 
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No.: 152 

A 28-year-old man presents to the emergency 
department with a severe headache and neck stiffness. 
There has been a past history of diarrhoea over the past 
few days. CT scan is normal. 
Lumbar puncture reveals: 



Opening pressure 


22 cmHg 


Lymphocytosis 




Cerebrospinal fluid (CSF) 
protein 


Increased 


CSF glucose 


50% of plasma 
level 



Which of the following is the next investigation of 
choice? 






CSF spectrophotometry 
CSF culture 



brain 

♦ 



Magnetic resonance imaging (MRI) scan of the 

i 

Chest X-ray 



• 



Sputum culture 



No.: 152 
CSF culture 

While viral meningitis is the most likely diagnosis, 
CSF should still be sent for culture to exclude a 
bacterial cause. Viral meningitis has an equal sex 
incidence and is more likely to occur in patients with 
abnormal cell-mediated immunity or 

agammaglobulinaeniia, who have difficulty with viral 
clearance. The history of an acute diarrhoeal illness 
suggests enterovirus as the infective agent. Diagnosis 
may be confirmed on cerebrospinal fluid (CSF) viral 
polymerase chain reaction (PCR). Where herpes 
meningoencephalitis is a possible diagnosis, IV 
aciclovir should be started immediately after lumbar 
puncture. Ganciclovir for CMV-related infections is 
reserved for severe cases with positive CMV culture 
or in a context of immunosuppression. For other viral 
meningitides no specific anti-viral therapy exists and 
pain relief and supportive treatments should be 
given. 






»\S 
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A 28-year-old single man presents with warts around the 
anal margin and on the shaft and sub preputial space on 
the penis. He says this have got rapidly worse over the 
past few weeks. There is a past history of asthma for 
which he takes combination steroid and long-acting beta- 
agonist inhaler, which he thinks caused an episode of 
oral thrush, but nil else of note. 
Which of the following represents the treatment of 
choice for this condition? 

♦ 

Aciclovir ointment 






Oral aciclovir 
Podophyllin ointment 
Oral valaciclovir 
Oral doxycycline 



No.: 153 
Podophyllin ointment 

Local agents used for treatment of genital warts 
include podophyllin extract 10-25%, 

podophyllotoxin, imiquimod and trichloroacetic acid. 
In extensive or recalcitrant infection, cryotherapy, 
electrocautery or laser ablation are other options. 
Sexual contacts should be examined and treated if 
necessary. One explanation for increasingly severe 
genital wart infection, and the episode of thrush, 
could be infection with HIV. The commonest used 
marker of HIV infection is immunoglobulin G (IgG) 
antibody to viral envelope components (gpl20 and its 
subunits). 
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A 21 -year-old man presents to A&E. He has been feeling 

generally unwell for the past 2 weeks. At first he noticed 

general joint aches in his hands, wrists and ankles, then 

developed a non-itchy red rash all over his body, 

particularly his lower legs. 

Over the past 2 days his right knee has become 

increasingly red and swollen and is now extremely 

painful with extreme limitation of movement. He has 

also started to feel hot and feverish. 

On examination he has an erythematous maculopapular 

rash formed of small (<5 mm) lesions in the distribution 

mentioned above. He has a temperature of 38.5l°C, pulse 

105/min. His right knee is extremely swollen, 

erythematous and exquisitely painful with a large 

effusion. On examination of the other joints there is 

some evidence of tenosynovitis at the wrists and on the 

dorsums of the hands. 

The joint is aspirated and a turbid yellow fluid is 

removed. 

On microscopy what is most likely to be seen? 

High numbers of neutrophils 

Gram-positive cocci 

Gram-negative diplococci 

Rhomboid crystals, positively birefingent in 
polarised light 

Needle-shaped crystals, negatively birefingent in 
polarised light 
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High numbers of neutrophils 

Although the most likely pathogen causing septic 
arthritis in such a young person is gonorrhoea, which 
is a Gram-negative diplococcus, organisms are seen 
in the synovial joint fluid less than 25% of the time. 
This history is classic of disseminated gonococcal 
infection (DGI) with a bacteraemic phase 
characterised by the triad of tenosynovitis, dermatitis 
and arthritis, followed by a localised phase where the 
arthritis can either resolve spontaneously in 40-60% 
of cases or develop into a septic arthritis. Oearly, 
intravenous antibiotics are needed for this degree of 
sepsis and joint involvement, examination of the joint 
and washout under anaesthetic is also indicated. 
There is significant resistance of gonorrhoea to 
penicillin and ciprofloxacin, therefore ceftriaxone is 
the treatment of choice. 
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A 3 5 -year-old HIV-positive gay man presents to the 
gastroenterology clinic. He has been HIV-positive for 4 
years and is on treatment with lamivudine (3TC), 
tenofovir and Efavirenz. His most recent CD4 count is 
410 106/1 (normal range 300-1400) and the HIV viral 
load (VL) is undetectable. He has had several sexual 
partners in the past 6 months and doesnt use condoms. 
All his partners are also HIV-positive. 
He presents with a 2-week history of worsening bloody 
diarrhoea with severe rectal pain, especially on 
defecation. On examination he has a fever of 37.8l°C, 
pulse 95/min. On examination the abdomen is soft with 
some mild lower abdominal discomfort. PR examination 
is very painful and reveals some blood mixed in with 
stool. Large tender inguinal lymphadenopathy was 
present in the nodes of the right groin. 
Proctoscopy was attempted but was too painful. 
What is the most likely diagnosis? 
(? 






Rectal gonorrhoea 
CMV colitis 
Chancroid 
Lymphogranuloma venereum 
Visceral Kaposi's sarcoma 



: ~ 
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Lymphogranuloma venereum 

Lymphogranuloma venereum (LGV) is a systemic 
disease caused by one of three invasive serovars, LI, 
L2 or L3, of Chlamydia trachomatis. There has been 
a recent increase of LGV amongst gay men, 
especially HIV-positive men, in London and 
Manchester. In this population the typical clinical 
picture is of proctitis with PR bleeding and mucus, 
tenesmus and rectal pain, classically associated with 
lymphadenopathy. The inflammation can be severe, 
causing fistulas and mimicking Crohn's disease. 
Rectal gonorrhoea can cause tenderness and a 
purulent rectal discharge but would not generally 
cause such a severe proctitis. Positive diagnosis of 
LGV is difficult, requiring a combination of good 
clinical acumen and supportive investigations. LGV 
can be suspected on positive chlamydial serology, 
isolation of Chlamydia trachomatis either from the 
infected site or histological identification of 
chlamydia in infected tissue. There is no need to 
proceed to rectal biopsy in this patient as a rectal 
chlamydia SDA test or positive serology would be 
sufficient. 
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A newly diagnosed HIV patient presents to clinic for his 
first appointment. He feels somewhat tired at present and 
has had a few headaches recently, although has always 
been prone to these. He has no other medical problems 
and is on no medication. He drinks 2 units of alcohol per 
week and does not smoke or use any recreational drugs. 
A thorough examination of the cardiovascular, 
respiratory, abdominal and neurological systems reveals 
a mild fever (37.6>°C). He has some purpuric lesions on 
his lower limbs. 

Some routine blood tests are taken. 
The next day the full blood count is availab le: 



Hb 


9.5 g/dl 


WCC 


4.6 10 9 /1 


Neut 


3.0 10 y /l 


Pit 


11 1071 



What is the most important test to do next? 






<? 



Coombs test 

Renal function 

CD4 count 

Bone marrow aspiration 

Abdominal US 



: 
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Renal function 

The most important thing to exclude is thrombotic 
thrombocytopenic purpura. Thrombotic 

thrombocytopenic purpura (TTP) is a clinical 
syndrome characterised by the classic pentad of 
fever, neurological dysfunction, renal dysfunction, 
microangiopathic haemolytic anaemia and 
thrombocytopenia. A number of cases of TTP 
occurring in patients with HIV infection have been 
described in the medical literature. Data from one 
centre have been interpreted to show a statistically 
significant association of TTP with HIV infection. A 
differential is HIV related ITP, often an early 
manifestation of HIV infection occurring with CD4+ 
lymphocyte counts between 300 and 600 cells/mm3. 
HIV-ITP is therefore commonly included among 
those conditions characterising the middle-stage HIV 
disease. ITP typically improves as HIV disease 
progresses. ITP also responds to the introduction of 
HAART. 
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A 23 -year-old woman presents to the GU clinic 

complaining of painful genital ulceration. The lesions 

developed 3 days ago and are still increasing in number. 

They are extremely painful especially when passing 

urine. She also has some flu- like symptoms with aching 

muscles, slightly fever and myalgia. 

On examination, there are multiple small white painful 

ulcers all over the genitals. She has tender 

lymphadenopathy in the inguinal region. A full STI 

screen is performed and preliminary microscopy of 

vaginal swabs reveals Candida. 

What is the best management? 

'• 

Take viral swab of the ulcers, give clotrimazole 

pessary pending results 

Take blood for HSV (Herpes Simplex Virus) 1 
antibodies, give clotrimazole pessary pending results 

Take blood for HSV 2 antibodies, give 5 days 
treatment dose aciclovir, give clotrimazole pessary 

Take viral swab ulcer, give 5 days treatment dose 
aciclovir, give clotrimazole pessary 

Take viral swab ulcer and blood for HSV 2 
antibodies, give clotrimazole pessary pending results 
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Take viral swab ulcer, give 5 days treatment dose 
aciclovir, give clotrimazole pessary 

The diagnostic test of choice is HSV PCR on a swab 
from an ulcer. As regards serology, most assays are 
non-specific for HSV types 1 and 2 and have no value 
in the diagnosis of genital HSV. Specific type 2 
antibody assays have a low positive predicative value 
in low prevalence populations and are not routinely 
used. This patient needs treatment with aciclovir 
now; the clinical presentation is highly suggestive of a 
primary episode of genital HSV and there is no need 
to wait for the result. As Candida was detected, it is 
also reasonable to give treatment for this. 



-J. 
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No.: 158 

A 25 -year-old woman presents to A&E minors. She is 
complaining of increased urinary frequency and dysuria 
for the past 2 days. She feels slightly feverish but 
generally not too unwell. She has no other medical 
problems and takes no medications. She has no drug 
allergies. On examination she has a mild fever at 
37.5I°C, pulse 80/min, BP 135/75 mmHg 
Physical examination is entirely normal, with no 
evidence of loin tenderness. 

Urine dipstick reveals leucocytes 2+, nitrites +, blood +. 
What is the next step? 
(? 






Send a midstream urine for microscopy and culture 
Prescribe 3 days trimethoprim 
Prescribe 3 days amoxicillin 
Prescribe 3 days co-amoxiclav 
Admit for IV cefiiroxime 



No.: 158 

Prescribe 3 days trimethoprim 

Based on the history and urine dipstick this is clearly 
an uncomplicated UTI in an otherwise healthy young 
woman. According to PRODIGY guidance issued by 
the Department of Health there is no indication for a 
urine culture in this situation. Trimethoprim is still 
recommended as a first-line treatment for 
uncomplicated UTI in primary care and 3 days is as 
effective as a longer course. Amoxicillin is unsuitable 
as up to 50% of urinary pathogens are resistant. Co- 
amoxiclav is a good second-line agent but is very 
broad spectrum and not suitable as a first -line 
therapy. There is noindication for IV therapy. 
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A 72-year-old Jamaican man is referred by his GP. The 
GP has been doing some blood tests to investigate his 
peripheral neuropathy. Over the past 6 months the 
patient has been complaining of numb feet. He is 
diabetic and hypertensive. He takes metformin and 
bendrofluazide and has no drug allergies. On 
examination he has a mixed sensory-motor peripheral 
neuropathy affecting his feet. Vibration sense is absent, 
ankle jerks are absent and plantars equivocal. Romberg's 
test is positive. He has some scarring over his lower legs 
which he says dates back to sores on his legs in 
childhood. 

The rest of the physical examination is normal. 
Bloods: 



Glucose 


7.8mmol/l 


Hbalc 


96 mmol/mol (11.0%) (13.66- 
50.82mmol/mol, 3.4-6.8%) 


Hb 


13.1 g/dl (13-18 g/dl) 


Pit 


160 10 9 /1 (150-400 10 9 /1) 


WCC 


4.9 1071(4-11 1071) 


Folate 


normal 


B12 


normal 


reponemal 
EIA 


+ 


TPPA 


+ 


RPR 


- 



What is the most likely cause of the positive syphilis 
serology? 






Yaws 

Late latent syphilis 

Secondary syphilis 

Pinta 

SLE 



No.: 159 
Yaws 

The most likely cause is that he had yaws in 
childhood. Yaws are caused by Treponema pertenue 
and is the most common endemic treponemal disease. 
This is very common in the Caribbean whilst pinta is 
found in Central and South America. They cause 
sores over the shins as he describes. Late latent 
syphilis would give the same serological picture, but 
in terms of probability, yaws is more likely. This is a 
difficult situation but one which is often seen in 
syphilis clinics. Although his positive syphilis serology 
is probably caused by yaws and his peripheral 
neuropathy is probably secondary to poorly 
controlled diabetes, neurosyphilis cannot yet be 
excluded in this patient. Therefore, following national 
BASHH (British Association Sexual Health and HIV 
infection) guidelines, he should be offered a lumbar 
puncture to look for a positive CSF RPR (or VDRL) 
and raise CSF white cell count. 
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A patient presents to A&E complaining of a severe and 
worsening headache over the past week. The headache is 
present all the time and is associated with some nausea. 
He denies photophobia. He is a 26 -year-old Nigerian and 
has lived in the UK for a year. He has no past medical 
history except for splenectomy following a car crash 
when he was 1 5 years old. 

He is not on any medication and has no drug allergies. 
He does not smoke or drink alcohol. 
On examination he is clearly in pain. He has a fever of 
38I°C, pulse 110/min, BP 130/70 mmHg. He has a thick 
white coating to his tongue and on questioning admits 
that his mouth has been rather sore. Neurological 
examination reveals no meningism, but there is a right- 
sided weakness, worse in the leg than the arm, with brisk 
reflexes on the right. He has a right homonymous 
hemianopia. It is impossible to get good views of the 
fundi. 

The rest of the examination is normal. 
Blood tests: 



Hb 


1 1.8 g/dl (13-18 g/dl) 


WCC 


1.8 1071(4-11 1071) 


Pits 


270 1071(150-400 1071) 


Urea 


6.0 mmol/1 (2.5-7.5) 


Creatinine 


110 umol/l( 60-110) 


r 


4.8 mmol/1 (3.5-4.9) 


Na + 


143 mmol/1 (137-144) 


CRP 


105 mg/1 


Bilirubin 


13 umol/1 (1-22) 


ALT 


45 UA (5-35) 


A P 


90 U/l (45-105) 


Albumin 


30 g/1 (37-49) 



What is the most likely diagnosis? 

■ 

Meningococcal meningitis 






♦ 



Cryptococcal meningitis 
Cerebral toxoplasmosis 
Middle meningeal artery thrombosis 
Lyme disease 
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Cerebral toxoplasmosis 

There is strong evidence that this man is HIV- 
positive, with oral Candida and a low lymphocyte 
count. Both A (especially post splenectomy) and B are 
also possible but would be unlikely to cause such 
focal neurology. A cerebrovascular event should not 
cause fever nor take a week to develop. Lyme disease 
is a possible cause of this picture but far less likely. 
This man needs an urgent CT head. 
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No.: 161 

An HIV-positive man presents to the walk-in clinic. He 
has a CD4 count of 120 106/1 (normal range 300-1400) 
but has been very reluctant to start antiretro viral therapy 
so far. He has not been taking his prophylactic co- 
trimoxazole either as he feels it makes him nauseous. He 
complains of a severe headache, getting worse over the 
last 2 weeks. He has also now developed some double 
vision. He feels nauseous. 

On examination he has a low grade fever of 37.5l°C and 
on neurological examination has evidence of a right- 
sided upper Vllth nerve palsy. The rest of the 
examination is normal. A CT brain is organised which 
reveals two large ring -enhancing lesions in the left 
frontal lobe. There is evidence of midline shift with 
some cerebral oedema. 

Based on the likeliest diagnosis, what treatment 
should be started? 
(? 



♦ 



Sulfadiazine and pyrimethamine, folinic acid 
Chemotherapy 
IV amphotericin 
IV aciclovir 



IV ceftazidime 



•A 
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Sulfadiazine and pyrimethamine, folinic acid 

Sulfadiazine, pyrimethamine and folinic acid are the 
treatment for cerebral toxoplasmosis. The main 
differential diagnosis is of primary cerebral 
lymphoma for which chemotherapy would be 
required. Given the evidence of midline shift, 
dexamethasone is also likely to be required. 
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A man presents to the outpatient clinic. He has been diagnosed HIV- 
positive 2 weeks previously after a routine screen. He is now 
attending for his first appointment. He has been feeling well and has 
no symptoms. He has no other past medical history. Routine 
examination is normal and he has his routine blood tests done. 
They show: 



CD4 


110xl0 6 /l 


viral load (VL) 


59,000 copies/ml 


Cytomegalovirus CMV IgG 


+ve 


Toxoplasma IgG 


+ve 


Cryptococcal antigen 


-ve 


Hep A IgG 


+ ve 


Hep B S AB 


+ ve (post vaccination) 


Hep C IgG 


-ve 


Na + 


142mmol/l 


K + 


3.8mmol/l 


Urea 


6.0 mmol/1 


Creatinine 


100 umol/1 


Bilirubin 


12 umol/1 


ALP 


100 U/l 


AST 


35U/1 


Albumin 


38g/l 


Hb 


12.1 g/dl 


WCC 


1.4 1071 


PLT 


131071 



He is commenced on prophylactic co-trim oxazole, which he tolerates 
well, and 3 weeks later is started on Highly Active Anti Retroviral 
Therapy (HAART). 3 weeks later he presents to A&E. He has been 
feeling increasingly unwell for the past 2 weeks. Initially he just felt 
extremely tired and exhausted but then he began to develop 
generalised abdominal pain. He has been vomiting frequently and 
having some diarrhoea. He feels quite dizzy and light headed. 
Examination findings are as follows: pulse 120 beats/min; BP 100/50 
mmHg; afebrile; oxygen saturations 99% on room air (RA). 
Cardiovascular, respiratory, neurological and abdominal examination 
normal. 
Blood tests show : 



Na + 


128 mmol/1 


K+ 


5.6 mmol/1 


Urea 


8.5 mmol/1 


Creatinine 


100 umol/1 


Bilirubin 


30 umol/1 


ALP 


112 U/l 


AST 


35 U/l 


Albumin 


38 8/1 


Hb 


12.1 g/dl 


WCC 


1.9 1071 


PLT 


13 1071 


Glucose 


3.0 mmol/1 



What is the most useful bedside test to perform as a pointer to the 
underlying diagnosis? 






♦ 



Urinalysis 

Postural blood pressures 

Exercise oxygen saturations 



ECG 



Blood pressure in each arm 
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Postural blood pressures 

This patient has Addison's disease, with low BP, 
tachycardia, slight hypoglycaemia and low sodium 
The most useful test will be lying and standing blood 
pressure which will probably reveal a marked drop 
on standing. This is probably secondary to CMV- 
adrenalitis, which has arisen as an immune 
reconstitution syndrome. The initial treatment will be 
IV hydrocortisone, oral medication currently being 
unsuitable in his case due to vomiting. If it is felt that 
CMV-adrenalitis is the cause, the patient will also be 
treated with ganciclovir. TB is the other organism 
most likely to cause Addison's in 
immunocompromised patients. 
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A 32-year-old man presents to A&E. He has noticed that 
his face seems weak and his partner agrees. This 
problem has been developing over the last 2 days. He 
has not felt well for a while. For the last month he has 
been experiencing joint pain and stiffness, particularly 
affecting his elbows and knees. His GP has been 
investigating this and has referred him to the 
rheumatologist. 3 months ago he had a flu-like illness 
with a red rash, fever and malaise. His GP felt that this 
was likely to be glandular fever. 
He has no other medical problems and takes no 
medication. He is homosexual with a regular partner but 
has not had unprotected anal sex for 5 years. He does 
have unprotected oral sex with his partner and other men 
but attends for regular sexual health checks. He does 
quite a lot of travelling and has been to Kenya trekking 6 
months ago, Massachusetts to do a cross-country 
marathon 4 months ago and to Amsterdam for the 
weekend straight after that. 

On examination he is afebrile, there are no skin rashes. 
His elbows and knees are clearly painful and stiff with 
slight limitation of range of movement but there is no 
evidence of active synovitis. On neurological 
examination he has bilateral lower VHth nerve palsies. 
The rest of the neurological examination is entirely 
normal. 
What is the most likely diagnosis? 






Secondary syphilis 
Leprosy 
Lyme disease 
Reiter's syndrome 
Cerebral toxoplasmosis 
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Lyme disease 

Approx 1 week after exposure (from a tick bite whilst 
walking in Massachusetts) the patient develops the 
rash of erythema chronicum migrans with fever, 
malaise and myalgia. Weeks or months later the 
arthritis and neurological complications develop. It is 
possible to catch syphilis through oral sex but the 
time course does not fit. The symptoms would be 
expected to all develop at once and cranial nerve 
lesions would be unusual as part of secondary 
syphilis, whilst these are classic for Lyme. Apart 
from in Lyme disease and Guillan-Barr^O, bilateral 
facial nerve palsies are very rare. There is no 
suggestion here of leprosy as the diagnosis, since 
there is no sensory involvement. Cerebral 
toxoplasmosis would cause upper not lower motor 
nerve lesions and this man is at low risk of HIV 
infection. This does not fit with Reiter's as there is no 
suggestion of urethritis or conjunctivitis. The early 
use of antibiotics can prevent persistent, recurrent 
and refractory Lyme disease. Antibiotics shorten 
clinical course and progression. 
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A 50 -year-old Italian man presents to the 
gastroenterology clinic. He has a 6 -month history of 
worsening abdominal pain. Over the past month he has 
become noticeably jaundiced and has noticed dark urine 
and pale stools. He has also had two episodes in the past 
2 weeks where he suddenly felt hot and dizzy. When this 
happened he noticed an itchy rash appear over all of his 
body, which only lasted for 24 hours. 
He has a past history of angina and is awaiting an 
angiogram. He takes aspirin, simvastatin and isosorbide 
dinitrate. He has no drug allergies. He moved to the UK 
from Italy 20 years ago and has not left the UK in the 
past 6 years. He has retired. 

On examination the only finding is marked tenderness in 
the RUQ. 
His blood tests are as follows: 



Hb 


12.7 g/dl 


WCC 


9.9 1071 


lymphocytes 


3.6 1071 


neutrophils 


3.1 10*71 


eosinophils 


3.1 1071 


PLT 


170 1071 


Urea 


5.0mmol/l 


Creatinine 


95 umol/l 


Na + 


142mmol/l 


K + 


4.0 mmol/1 


Bilirubin 


89 umol/l 


AST 


60U/1 


ALP 


430 U/l 


Albumin 


30g/l 



An abdominal US reveals a large 5 -cm cyst within the 

liver that is pressing on the common bile duct. 

What is the most important investigation to arrange? 

♦ 

Blood cultures 

Amoeba serology 

Aspiration of the cyst under US guidance 

Stool microscopy for ova cysts and parasites 

CT abdomen 






No.: 164 
CT abdomen 

The history is highly suggestive of hydatid cyst 
disease, which is due to infection with the helminth 
Ecchinococcus granulosa . The adult worm is found 
normally in the dog and sheep intestine and man is 
an accidental intermediate host. The infection is seen 
in Mediterranean areas, Australia and South 
America and the liver is the commonest organ 
involved. The cysts grow slowly, and a cyst is rarely 
diagnosed during childhood or adolescence unless the 
brain is affected. In the liver, the pressure effect of 
the cyst can produce symptoms of obstructive 
jaundice and abdominal pain. Minor leaks lead to 
increased pain and a mild allergic reaction 
characterised by flushing and urticaria. Major 
rupture can lead to a full-blown anaphylactic 
reaction in some cases. 

CT scan has an accuracy of 98% and the sensitivity 
to demonstrate the daughter cysts. It is the best test 
for the differentiation of hydatid from amoebic and 
pyogenic cysts in the liver. 

Blood cultures could be useful in investigation of 
pyogenic liver abscesses but are only positive in 30% 
of patients. Amoebic liver abscess is unlikely in this 
patient who has not been abroad in 6 years, and the 
history of urticaria and flushing combined with an 
eosinophilia are highly suggestive of hydatid disease. 
If amoebic liver abscess was suspected; Latex 
agglutination assay is positive in more than 90% and 
stool microscopy may identify the organism (but 
unlikely with no symptoms of dysentery). 

Aspiration is of course appropriate post-CT scan. 
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No.: 165 

A 20 -year-old man presents complaining of diarrhoea for 

the past 2 days. It is watery and he has opened his 

bowels three times already today. He feels concerned as 

he thinks there was a small amount of blood mixed in 

with the stool on the most recent occasion. He doesnt 

feel too unwell and has been drinking plenty of fluids. 

He has not eaten anything unusual or been travelling 

abroad in the last 6 months. He had an infected boil on 

his back for which he received flucloxicillin 2 weeks 

ago. No one else in the household feels unwell. He has 

no past medical history and takes no medications. 

Select the most appropriate next management step 

from the list below? 

• 

Oral antibiotics 

IV antibiotics 

Loperamide 






Sigmoidoscopy 
Oral rehydration salts 



No.: 165 

Oral rehydration salts 

According to guidance, antibiotics should be reserved 
for when a patient has a positive stool culture or is 
extremely unwell. This patient is very stable. He has 
noticed a small amount of blood on passing stool so it 
is definitely worth sending a stool culture. His short 
course of flucloxicillin is very unlikely to have 
precipitated Clostridium difficile infection in an 
otherwise healthy young man. Loperamide should be 
avoided if infective diarrhoea is suspected. 
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No.: 166 

You see a patient in the HIV outpatients' clinic. He was 
diagnosed HIV-positive 6 weeks ago and was found to 
have a CD4 count of 12 x 10 6 /1. He was commenced on 
prophylactic co-trimoxazole but developed a rash and 
derangement of his liver function tests and it was 
stopped. 

He feels well now. He is planning to go mountain 
trekking in the Himalayas for the next 3 weeks. You try 
and dissuade him on the basis that he needs to be more 
immunocompetent before he goes but he will not be 
moved, as the trip was organised months ago and is for 
charity. 

The patient wants to reduce his risk of catching a range 
of infections and would like some information about 
vaccinations. He wants to know what vaccinations he 
should have, both routine and for travelling purposes. 
Which of the following groups of vaccines would you 
recommend as being safe in HIV-positive patients? 

a 

♦ 






Hep A, Hep b, typhoid 

Hep A, Hep B, BCG, flujab 

Hep A, Hep B, flujab, pneumococcal vaccine 

BCG, typhoid, pneumococcal vaccine 

Flu jab, pneumococcal, vaccine, typhoid, Hep B 



No.: 166 

Hep A, Hep B, flu jab, pneumococcal vaccine 

Most clinics will routinely vaccinate all HIV-positive 
patients against hepatitis A and B. Every traveller 
with HIV should be sure they are vaccinated against 
hepatitis A and B. 

Pneumovax and flu vaccine are recommended. BCG 
is contraindicated. 

Countries have different vaccination requirements 
for entry. In general, inactivated vaccines should not 
be a problem for travellers with HIV. However, they 
should avoid live vaccines, including typhoid, yellow 
fever and vaccinia. If polio vaccine is required, it 
should be the inactivated version, not the live oral 
version. 
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No.: 167 

A 23 -year-old Burmese man presents to gastroenterology 
clinic. He has lived in the UK for 8 months and works in 
a nightclub. He is complaining of severe persistent 
diarrhoea for the past 1 month, ever since he took a trip 
back home to Burma where is family live in a small 
village. He has lost 15 kg; he denies fever or night 
sweats. The diarrhoea is watery with no blood or mucus. 
There is some associated abdominal discomfort and he 
feels nauseated but has not vomited. He has noticed a 
rash over his trunk which seems to be more obvious at 
some times than others. 

On examination he is slim but looks well, pulse 90 
beats/min; BP 135/72 mmHg; afebrile. Abdominal 
examination is unremarkable with no organomegaly; the 
rest of the clinical examination is unremarkable. 
The GP has performed some tests: 



FBC 




Hb 


12.2 g/dl 


MCV 


75 fl 


WCC 


3.0 1071 


eosinophils 


2.5 1071 


lymphocytes 


1.0 1071 


neutrophils 


2.6 1071 




Renal f notion: 




Na + 


134mmol/l 


K + 


3.2mmol/l 


Urea 


4.1 mmol/1 


Creatinine 


80 umol/1 


LFTs 




Bilirubin 


22 umol/1 


ALT 


32U/1 


ALP 


101 U/l 


Albumin 


30 g/l 


Amylase 


95 U/l 


CRP 


35 U/l 



Stool microscopy & culture - No growth. 

The GP had previously prescribed a week's course of 

ciprofloxacin which has made very little difference to the 

patient's symptoms. On further testing he is found to be 

both HIV positive and have positive serology for 

strongyloides. 

Which of the following is the most appropriate first 

treatment? 



♦ 
• 



Metronidazole 

Albendazole 

Ivermectin 

HAART 

IV gentamicin 



No.: 167 
Ivermectin 

Studies suggest that repeated courses of 
thiabendazole may be required in patients with 
Strongyloides who are HIV positive. Ivermectin is an 
appropriate alternative choice and as such is the 
preferred therapy here. If thiabendazole is used it 
may be associated with liver toxicity and needs to be 
given for a prolonged period. You would treat the 
strongyloides infection before commencing HAART 
for the HIV. 
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An elderly woman is admitted to the care of the elderly 
ward. She presented with mild confusion and a fever. 
She has a past medical history of diverticular disease for 
which she has been most recently admitted 2 years ago. 
Otherwise she is in good health. In A&E urinalysis 
reveals nitrites in the urine and treatment with co- 
amoxiclav is commenced. 

The next day, urine culture confirms an E. coli urinary 
tract infection (UTI). She continues the treatment for a 
further 3 days. Both the fever and confusion resolve and 
she is able to mobilise around the ward. 
On the fourth day of her admission she develops some 
diarrhoea. She has five episodes of watery diarrhoea. 
That evening she develops a fever of 38l°C. She is seen 
by the on-call SHO who examines her and arranges for 
routine blood tests, blood cultures and stool culture. 
You arrive back on the ward the next morning to find the 
patient very unwell. She is tachycardic, pulse 120 
beats/min; BP 120/65 mmHg; temperature 38l°C. The 
nurses report several more episodes of profuse green 
watery diarrhoea overnight. On examination the patient 
has a diffusely tender abdomen with active bowel 
sounds. There is no evidence of peritonism. Chest and 
cardiovascular examination are unremarkable. You 
obtain IV access and commence IV fluids. 
Blood tests from last night are as follows: 



Hb 


16.1 g/1 


WCC 


52 1071 


PLT 


220 1071 


Urea 


9. mmol/1 


Creatinine 


HOumol/1 


Na + 


136 mmol/1 


K + 


3.4 mmol/1 


Bilirubin 


18 umol/1 


ALT 


47U/1 


ALP 


87U/1 


Albumin 


28 g/1 



You stop the co-amoxiclav. Of the following, which is 
the most urgent next step? 

Send stool for C. difficile toxin a 

Send stool for C. difficile toxin b 






♦ 



Commence oral ciprofloxacin 
Commence oral metronidazole 
Abdominal X- ray 



No.: 168 

Commence oral metronidazole 

Clinically there is ample evidence that this is 
Clostridium difficile infection. This patient is clearly 
extremely unwell, and the most important steps are 
to stop the co-amoxiclav which will have been the 
main precipitant of the C. difficile infection in the 
first place and to commence the appropriate 
treatment, which is oral metronidazole. Sending stool 
for both C. difficile toxin a and b is useful, but you 
should not wait for this to start treatment. Of all the 
imaging listed, both AXR and CT would be useful if 
there was evidence of peritonitis or obstruction. 
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A man presents to the genitourinary medicine clinic. He 
is a 22-year-old American man and has never attended 
your clinic before. He is gay and feels that he needs a 
full sexual health screen. He has had six partners in his 
life and has had unprotected anal sex with three of them. 
Currently he has no symptoms and feels well. He agrees 
to an HIV test and tests for Chlamydia and gonorrhoea. 
You ask him about hepatitis vaccinations and he is not 
sure. He thinks he may have been vaccinated against 
something whilst in America but knows no details. 
You request hepatitis serology. 

Which of the following results are correctly matched 
to the action you should take? 



Hep A IgG 
Hep B s Ab -ve. 

Hep A IgG 
(titre 120), Hep 

Hep A IgG 
Hep B s Ab -ve. 

Hep A IgG 
Hep B core ab -I 

Hep A IgG 
Heb B s Ab -ve. 



+ve, Hep B S ag -ve, Hep B e Ag -ve, 
Offer Hep A and Hep B vaccination 

+ ve, Hep B s ag -ve, Hep B s ab +ve 
B core ab -ve. Offer Hep B vaccination 

-ve, Hep B core ab -ve, Hep B s ag -ve, 
Offer Hep A vaccine 

+ ve, Hep B core ag -ve, Hep B s ag -ve, 
ve (titre 120). Offer no vaccination 

-ve, Hep B core ab -ve, Hep B s ag -ve 
Offer no vaccination 



V 



No.: 169 

Hep A IgG + ve. Hep B core ag -ve, Hep B s ag -ve, Hep 
B core ab + ve (titre 120). Offer no vaccination 

Option (A) describes immunity to Hep A and 
complete susceptibility to Hep B, therefore needs Hep 
B only. Option (B) describes immunity to Hep a and 
previous vaccination against Hep B therefore needs 
no vaccination. Option (C) describes susceptibility to 
both Hep a and b, therefore offer both Hep A and 
Hep B vaccine. Option (D) describes immunity to 
Hep A and naturally acquired immunity to Hep B 
therefore offer no vaccines. Option (E) describes 
susceptibility to both Hep A and B so needs both 
vaccines. 
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A 40 -year-old Dutch man presents to A&E. He is 
complaining of worsening breathlessness. It has been 
progressive for the last month and he is also 
experiencing a persistent dry cough. His only past 
medical history is of infective endocarditis 7 years ago 
which developed as a consequence of injecting drugs 
intravenously. He admits that he last injected heroin the 
day before yesterday but is unsure how much. He is on 
no medication and has no drug allergies. He has been 
staying at a homeless persons hostel. 
On examination he has a temperature of 39l°C. pulse 120 
beats/min, BP 140/70 mmHg. Oxygen saturations 93% 
RA (on room air); RR 26/min. On exertion he 
desaturates to 82% breathing room air. He has 2 2 cm 
lymph nodes in his right groin but otherwise no 
lymphadenopathy. Chest is clear with no evidence of 
consolidation. He has 2 cm hepatomegaly and a spleen 
tip is palpable. Cardiovascular examination reveals a 
pansystolic murmur at the lower left sternal edge. 
A chest X-ray reveals diffuse shadowing throughout 
both lung fields. An arterial blood gas is as follows; 
p(0 2 ) 10.0 kPa, p(C0 2 ) 3.2 kPa, Sats 91% , Bic 19 
mmol/1. Routine blood tests and blood cultures are taken. 
What is the immediate management? 






IV naloxone 

IV co-trimoxazole 



& 



IV benzylpenicillin and gentamicin 

Isoniazid, rifampicin, ethambutol, pyrazinamide 

Nebulised salbutamol 



No.: 170 

IV co-trimoxazole 

Pneumocystis jiroveci, previously known as 
Pneumocystis carinii, is the organism responsible for 
Pneumocystis carinii pneumonia (PCP); the most 
common opportunistic infection in HIV-infected 
patients. It is possible that he also has TB but there is 
much less evidence for this. The heart murmur is 
likely to have been present since he had endocarditis. 
There is no evidence of opiate toxicity as he is 
tachypnoeic, not showing respiratory depression. A 
bronchoscopy will help confirm whether this is 
Pneumocystis jiroveci or TB, although at the moment 
the clinical suggestion is more likely Pneumocystis 
jiroveci pneumonia. 
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A 26 -year-old woman who is 4 weeks post partum 
comes to the Emergency department. She had an 
uneventful pregnancy and spontaneous vaginal delivery 
requiring episiotomy. She presents now feeling 
extremely ill, with a purpuric rash and a fever. On 
examination she has a pyrexia of 38.5 °C, a BP of 95/60 
mmHg, and a pulse of 105/min regular. She has lower 
abdominal tenderness on palpation and you notice 
erythema around her episiotomy site. She is wearing a 
pad and you notice some foul smelling blood stained / 
yellow discharge on the pad. 
Investigations; 



Hb 


11.1 g/dl 


WCC 


13.2xl0 9 /l 


PLT 


132x1071 


Na + 


139mmol/l 


K + 


5.2mmol/l 


Creatinine 


130 umol/1 



Which of the following is the most appropriate initial 
investigation? 



♦ 



Ultrasound scan abdomen 
Blood cultures 
High vaginal swab 
Urine culture 
Wound swab 



•A 
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High vaginal swab 

Symptoms of endometritis include fever, foul 
smelling vaginal discharge, and erythema or 
discharge around a wound site if present. A late 
presentation is not unusual, given that patients may 
assume their feeling unwell is just a slow recovery 
from labour. Studies suggest that empirical treatment 
covering penicillin resistant anaerobes appears most 
effective at treating endometritis. According to 
Cochrane reviews, a regime containing gentamicin 
and clindamycin appears to be the most efficient 
combination. Unfortunately over the longer term, 
adhesions and scarring post infection may lead to 
problems with future fertility. 
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A 29-year-old lady is referred by her general practitioner 
(GP) to the medical on-call team. She gives a 3-day 
history of frontal headaches and backache. She was seen 
2 days previously and given a course of amoxicillin for a 
presumed chest infection. She is now complaining of 
anorexia and has vomited twice. In her past medical 
history she has had a right cerebellopontine angle 
tumour removed a year ago. Six months ago a 
ventriculoperitoneal shunt was inserted for 
hydrocephalus. 

On examination her temperature is 38l°C. Fundoscopy is 
normal. Pupils are reactive and equal to light. There is a 
right lower motor neurone VII nerve palsy. Kernig's sign 
is positive. She doesnt complain of photophobia or neck 
stiffness. The rest of the physical examination is 
unremarkable. 

Which investigation is the most useful next step? 
(? 






♦ 



Magnetic resonance image (MRI) of the brain 
Computerised tomography (CT) of the brain 
Blood cultures 
Chest X-ray 



Erythrocyte sedimentation rate (ESR) and C- 
reactive protein level 



No.: 172 

Magnetic resonance image (MRI) of the brain 

In a patient who has had a neurological procedure 
and has a ventriculo-peritoneal shunt in situ, the 
diagnosis of bacterial meningitis is the most likely 
possibility. Obstruction of the shunt also needs to be 
excluded by magnetic resonance imaging (MRI) scan. 
CT brain scan might show hydrocephalus but 
provides much poorer views of the posterior fossa 
than MRI, making MRI the clear preference in this 
case. The histology of the original tumour is unknown 
and recurrence of tumour with malignant meningitis 
is also a differential to be considered. As the patient 
has had antibiotics for a few days, the likely diagnosis 
is partially treated meningitis. Cerebrospinal fluid 
(CSF) Gram stain is therefore unlikely to reveal any 
organisms; even so a lumbar puncture is the next 
logical step after imaging. 

Ultimate eradication of the infection would involve 
removal and replacement of the shunt. 
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A 14-year-old girl presents with a 10-day history of 

feeling unwell. She describes fever, a rash on her body 

that has now cleared, and currently has pain in her left 

knee. 

Her mother tells you that she has had a few eye 

infections in the past that cleared up and often gets 

swollen joints, as she is a keen gymnast. She takes no 

regular medications and has no allergies. She has not 

been abroad recently. 

On examination she is a thin girl. Her temperature is 

38.7l°C. She has cervical lymphadenopathy. Her blood 

pressure is 1 10/80 mm/Hg; pulse 106/min regular. 

Heart sounds are normal with no murmurs. 

Auscultation of the chest is unremarkable. 

There is a splenic tip palpable on abdominal 

examination. 

Her left knee is swollen and tender and there is evidence 

of a small effusion. 

Investigations are as follows: 



Hb 


11.8 g/dl 


WCC 


13 10 y /l 


Platelets 


190 1071 


ESR 


90mm/h 


Blood film 


NAD 


Joint aspirate Microscopy, 
Culture & Sensitivity 


no growth after 
48 h 


Urine microscopy and 
culture 


No abnormality 
detected 


Paul-Bunnell test 


Negative 



Three days later while in hospital she develops painful 
wrists and pain on neck movement. Cardiovascular 
examination reveals a new friction rub but no evidence 
of cardiac failure. 
Which diagnosis should be considered? 

Lyme's Disease 

Rubella 

Juvenile chronic arthritis 

Systemic lupus erythematosus 

Infectious mononucleosis 
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Juvenile chronic arthritis 

The initial presentation with fever, pain and swelling 
of the left knee with a prodromal history makes a 
diagnosis of infective arthritis important to exclude. 
Occasionally acute leukaemia can cause a pyogenic 
arthritis but the normal blood film excludes this. The 
progression of symptoms suggests a systemic disease. 
The most important differentials to consider are 
therefore rheumatic fever, juvenile chronic arthritis 
(JCA) and rheumatoid arthritis. In an older 
child/young adult the diagnosis of systemic lupus 
erythematosus (SLE) should be considered. Cervical 
spine involvement is more common in JCA. Rubella 
may be associated with arthritis but is only rarely 
associated with pericarditis. A negative Paul-Bunnell 
test makes infectious mononucleosis unlikely. 
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A 40 -year-old builder presents with a five-hour history 
of increasingly severe headache and myalgia. Two 
weeks ago he was seen in the emergency department 
following a fall from the scaffolding of a building he is 
working on. At that time he had a skull X-ray that was 
reported as being normal. As he had no specific 
symptoms or signs at that time he was not admitted. He 
smokes 20 cigarettes a day and drinks 21 units a week. 
He has no other past medical history. 
On examination he looks unwell. He is wearing his 
sunglasses. His temperature is 38l°C. His blood pressure 
is 130/85 mmHg; pulse 88 beats/minute; oxygen 
saturation (Sp(0 2 )) is 98% on air. He appears to have 
mild neck stiffness on examination. He is orientated in 
time, place and person but seems alternately sleepy and 
slightly aggressive towards staff. GCS is graded as 14/15 
by the examining doctor. Blood cultures have been taken 
and a CT and lumbar puncture are arranged. 
Which other step should be taken in the immediate 
management of this gentleman? 



(? 



♦ 



IV cefotaxime 
IV dexamethasone 
IV mannitol 

Antituberculous therapy 
IV aciclovir 



•A 



No.: 174 
IV cefotaxime 

This patient has a history of a head injury and 
presents with what sounds like meningitis. In this 
particular case the fact that the patient has sustained 
a head injury means that CT is mandatory. That the 
previous skull X-ray was reported as normal is not 
100% reliable as some fractures may be missed, 
particularly those of the temporal bones. 
In general CSF examination allowing confirmation of 
the diagnosis and identification of the organism is 
preferable prior to starting antibiotics. In most cases 
it is preferable to perform CT first and this is 
absolutely required in the context of reduced 
conscious level, history of head injury or presence of 
focal neurological signs. 

However, in a very unwell patient with a typical 
clinical picture of bacterial meningitis, in whom 
waiting for such investigations would risk undue 
delay in starting treatment, antibiotics may be 
commenced simply after blood cultures and CT/LP 
performed afterwards. Starting antibiotics however 
usually alters the CSF obtained and the likelihood of 
identifying an organism becomes less the longer the 
delay after the first dose of antibiotics. 
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A 49-year-old gentleman has been having peritoneal 
dialysis for the last six months while he waits for a renal 
transplant. He has diabetic renal disease. His current 
medications include insulin, ramipril, aspirin and 
pravastatin. He is a non-smoker and drinks alcohol 
socially. He lives with his wife in a bungalow. 
He presents with a two- day history of abdominal pain 
and fever. The pain is localised to the site of the catheter. 
He tells you that the dialysis fluid is cloudy. 
On abdominal examination there is mild tenderness at 
the site of the catheter entrance. There are no masses 
palpable. There is no rebound tenderness or guarding. 
Bowel sounds are normal. Abdominal ultrasound scan 
shows no abnormalities. 

Which of the following antibiotic regimes should be 
prescribed for this gentleman? 






♦ 



IV co-amoxiclav and IV gentamicin 

IV imipinem and oral ciprofloxacin 

IV tazocin and oral vancomycin 

Intraperitoneal vancomycin and oral ciprofloxacin 

IV cefiiroxime and oral vancomycin 



No.: 175 

Intraperitoneal vancomycin and oral ciprofloxacin 

This gentleman has peritonitis, which is dialysis 
related. It is very common. It is important that there 
is adequate cover for Staphylococcus aureus as well 
as Enterobacteriaceae. For peritonitis secondary to 
perforation, cefiiroxime and metronidazole is 
adequate cover. In dialysis -related peritonitis 
however, intraperitoneal vancomycin is necessary in 
moderate illness. Intravenous vancomycin would be 
appropriate for more severe illness. Oral 
ciprofloxacin is added to further broaden coverage. 






*\& 



No.: 176 

A 24-year-old single woman presents with a second 
episode of left iliac fossa pain in the past 4 months. 
Additionally, she has noticed intermenstrual bleeding 
and has suffered an intermittent mucopurulent cervical 
discharge, although there are no external lesions. On 
examination she has lower abdominal pain, worse on the 
left-hand side. The abdomen is soft and there is no 
rebound tenderness. Urine testing is negative, pregnancy 
test is negative. 

Given the likely diagnosis, which of the following 
interventions is the most appropriate in this case? 

Chlamydial culture 



No.: 176 
Chlamydial culture 

This patient's history is suggestive of Chlamydia 
infection, therefore the initial most appropriate 
intervention is culture on appropriate media followed 
by a 1-week course of doxycycline. Alternative 
antibiotics include macrolides, quinolones or 
amoxicillin. Patients should refrain from intercourse 
for a period of 7 days, and contact notification should 
be encouraged where possible. Long-term 
complications in women include the possibility of 
pelvic inflammatory disease, infertility and transfer 
to the newborn infant during childbirth. 



• 



Penicillin V 500 mg po qds 
Aciclovir po 

Admit for surgical observation 
Arrange abdominal ultrasound 
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A 21 -year-old man has recently returned from a trip to 
North Eastern Australia where he visited the Queensland 
rainforest on a trek. He returned via Singapore but did 
not leave the airport. He has been brought to the 
emergency department by his girlfriend who says he has 
been suffering drenching fevers and sweats for 5 days 
since returning. He also has a severe unremitting 
headache. On examination there is a maculopapular rash, 
conjunctival and pharyngeal injection and generalised 
lymphadenopathy. He has a fever of 39.5 1° C. 
Investigations reveal: 



White blood cell count 


Low 


Na + 


129mmol/l 


ALT 


150 u/i 



Which one of the following would be the most 
appropriate initial intervention in this man? 






Oral quinine 

IV quinine 

A thick and thin film 

Paracetamol 

IV Broad- spectrum antibiotics 



No.: 177 
Paracetamol 

Malaria does not exist in Eastern Australia, but 
outbreaks of dengue fever do occur in this particular 
part of the country. Dengue fever is caused by 
infection with one of four subtypes of the dengue 
virus and was first described in Chinese writings as 
early as 265 AD. It typically produces severe fever, 
headache, rash and arthralgia and in many cases is a 
self-limiting illness lasting 5-7 days. The fever may 
only disappear for one day and then reappear, the so- 
called saddleback pattern. A more severe form, 
dengue haemorrhagic fever, occasionally presents 
and requires more intensive supportive therapy 
including correction of clotting abnormalities. 
Uncomplicated dengue as in this case should be 
managed with intravenous fluid rehydration and 
paracetamol for pain relief and as an antipyretic. 
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A 24-year-old man from central Africa presents to his 
brother's general practitioner while visiting from 
overseas. He complains of painful groin 
lymphadenopathy and has a large hydrocoele. In addition 
there are changes consistent with severe chronic 
lymphoedema affecting both lower limbs. Past medical 
history of note includes epilepsy for which he takes 
carbamazepine. He also suffers from indigestion. 
Elephantiasis is suspected as the underlying reason for 
his leg swelling. You commence albendazole. 
Which of the following other interventions is most 
appropriate in this case? 



♦ 



* 



Sodium stibogluconate intramuscular (IM) 
Aminosidine IM 



Substitute carbamazepine with another anti -epileptic 
medication 



No.: 178 

Substitute carbamazepine with another anti -epileptic 
medication 

This man has lymphatic fQariasis. Filariae resulting 
in lymphatic obstruction include Wuchereria 
bancrofti, Brugia malayi, and Brugia timori. 
Obstruction of lymphatic drainage is caused by the 
presence of adult worms. One treatment of choice 
includes albendazole, a broad-spectrum 

antihelminthic agent, which decreases availability of 
ATP as the energy source for the worms, and results 
eventually in their immobilisation and death. 
Carbamazepine reduces the efficacy of albendazole 
and if possible should be substituted by another anti- 
epileptic. Dexamethasone, praziquantel and 
cimetidine are recognised to increase the risk of 
albendazole toxicity. 



♦ 



♦ 



Surgical drainage of lymph nodes 

Immobilise the worst affected limb where possible 
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No.: 179 

A 22-year-old student teacher presents to the emergency 
general practitioner with severe unremitting vomiting 
that has lasted for the past 13 h. There is associated 
fever, headache, diarrhoea and myalgia. He is unable to 
even keep water down. History of note is that six 
members of his class were absent today due to 
gastroenteritis, and it is currently November. Both the 
diarrhoea and vomiting were profuse and watery, with 
no sign of blood. 

Which one of the following is the most likely cause 
for this presentation? 

a 



♦ 



Campylobacter infection 
Salmonella infection 
Noro virus 

Cryptosporidium infection 
Shigella infection 



No.: 179 
Norovirus 

The rapid presentation, coupled with a number of 
virtually simultaneous cases in his class of students, 
suggests a viral aetiology in this case. The absence of 
blood from vomitus or diarrhoea additionally counts 
against an invasive bacterial cause. Norovirus 
belongs to the calicivirus family, members of which 
may be responsible for a number of outbreaks of 
viral gastroenteritis, often during the winter months. 
Rotavirus is a member of the Reoviridae family and 
causes diarrhoea which may be dramatic in onset. 
Intravenous fluid replacement is rarely required in 
adults presenting with these infections, and the 
majority can be managed as outpatients with oral 
rehydration therapy. 



No.: 180 

A 32-year-old woman presents to the emergency 
department some 1 8 h after eating tinned salmon. She 
complains of nausea, vomiting, dysphagia, diplopia and 
an extreme thirst that is unquenchable. Over the few 
hours in the observation ward she develops worsening 
double vision and ptosis. Mini-mental State Examination 
is normal. She has complex restriction with eye 
movements with restriction of abduction and adduction 
bilaterally. She is also dysarthric. Although progressive 
inco- ordination and diminished reflexes are noted, there 
is no sensory loss. Her BP is 110/72 mmHg, with a pulse 
of 85/min, her temperature is 37.2°C. 
Which one of the following interventions would be 
most appropriate given this clinical picture? 

Urgent anaesthetic review 

IV immunoglobulin 

IV Ciprofloxacin 

IV Metronidazole 

■ 

Computed tomography (CT) of the brain 



No.: 180 

Urgent anaesthetic review 

This clinical picture is highly suggestive of botulism, 
infection having occurred due to defective canning of 
the fish. Sporadic outbreaks of the disease, although 
rare, do still occur. Laboratory tests and imaging 
studies are not generally helpful in the diagnosis of 
the condition. The neurotoxin produced leads to CNS 
and autonomic nervous system paralysis, and later 
respiratory muscle weakness and hypoventilation can 
occur. For this reason the patient should be managed 
in an ITU setting. Supportive therapy with intubation 
and ventilation, respiratory physiotherapy, 
nasogastric tube placement and catheterisation is the 
treatment of choice for severe disease. Recovery 
occurs on average between 30 and 100 days after 
infection; severe cases may require ventilation for 
many months. 
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No.: 181 

A 24-year-old man attends the sexually transmitted 
diseases clinic after a recent trip to visit his grandparents 
in Barbados. He admits to having had unprotected sex 
during his 2 week holiday. On examination he has an 
extremely painful, deep ulcer with soft, ragged margins 
on the coronal sulcus of his penis. He has painful 
inguinal lymphadenopathy. 

Which one of the following treatments would be the 
most appropriate choice in this case? 



♦ 



Metronidazole 

Azithromycin 

Valiciclovir 

Aciclovir 

Oxytetracycline 



No.: 181 
Azithromycin 

This clinical picture is suggestive of chancroid 
infection, caused by Haemophilus ducreyi Chancroid 
is endemic in parts of the Caribbean basin, Africa 
and South- West Asia and is commoner in non-white 
uncircumcised populations. Patients may present 
with single or multiple genital ulcers, and painful 
lymphadenopathy occurs in 30-60% of patients. 
Gram staining of ulcer exudates may demonstrate a 
school of fish collection of short, thick Gram-negative 
rods. Definitive diagnosis is based on culture using 
enriched chocolate agar. Patients should be screened 
for other sexually transmitted diseases to rule out co- 
infection with other organisms. Suitable antibiotic 
treatments for H. ducreyi include macrolides and 
quinolones. 



No.: 182 

A 22-year-old woman presents to the emergency 
department with a history of white curdy vaginal 
discharge and of vulval irritation. She admits to a history 
of unprotected sexual intercourse during the previous 
week. A past medical history including type 1 diabetes 
was noted. Medication includes the combined oral 
contraceptive pill. Examination of the genital area 
reveals a red and inflamed vulval area with an adherent 
white discharge. Recent haemoglobin A1C on the 
hospital computer system was 10.2%. 
Which one of the following interventions would be 
most appropriate in this case? 
(? 






Screening for gonorrhoea 
Fluconazole 150 mg po stat 
Clotrimazole cream to the labial area 
Oxytetracycline 100 mg po bd for 7 days 
Amoxicillin 500 mg po tds for 7 days 



No.: 182 

Fluconazole 150 mg po stat 

This woman has symptoms of vaginal Candida 
infection, almost certainly the cause of her 
presentation. Her diabetic control is suboptimal; 
hence the high circulating glucose is likely to have 
contributed to the risk of thrush infection. Treatment 
regimens may include a single 150 mg dose of 
fluconazole, or insertion of a clotrimazole vaginal 
pessary. External cream to the vulva is unlikely to 
eradicate the infection. While high-oestrogen 
contraceptives do contribute to thrush risk, stopping 
them in this case would be folly. Poor diabetic control 
means that this lady should not get pregnant at the 
present time and she should be encouraged to consult 
her diabetologist to see what can be done with respect 
to optimising her regime. 
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No.: 183 

A 45 -year-old Albanian man is identified at an asylum 
assessment centre as suffering from persistent cough. On 
questioning he admits to fever, night sweats and weight 
loss which have continued for nearly a year. 
Occasionally his sputum has been blood stained. Past 
medical history includes smoking unfiltered cigarettes 
for the past 20 years. On examination his body mass 
index is noted to be 17; he is pyrexial at 37.4l°C. On 
examination there is non-specific wheeze and occasional 
crackles. 

Which of the following would be the most 
appropriate initial investigation in this case? 



• 



Computed tomography (CT) of the thorax 
Bronchoscopy with induced sputum 
Chest X-ray 
HIV testing 
Mycobacterium serology 



No.: 183 
Chest X-ray 

This history is highly suspicious either for pulmonary 
tuberculosis or underlying bronchial carcinoma. The 
most appropriate initial investigation therefore would 
be a chest X-ray to look for calcified nodules or hilar 
lymph node calcification in primary infection, 
fibrosis and cavitation in the case of re-activation of 
tubercle. While sputum culture may be negative, it is 
still worth attempting as it may obviate the need for 
bronchosocopy. Clearly HIV positivity may increase 
the risk of tuberculosis, and testing should be 
considered later. 



•A 






J 



& 



Sn 




ANGELS TEAM 




PasTest 2012... MRCP 2... Infectious diseases 



No.: 184 

A 76 -year-old woman presents to the emergency 
department some 8-12 h after eating a ready-made 
chicken meal. She complains of fever, abdominal 
cramps, nausea, vomiting and diarrhoea. There has been 
a recent course of co-amoxiclav for a respiratory tract 
infection, but nil else of note. Her BP is 122/72 mmHg, 
with a postural drop of 20mmHg on standing with 
corresponding increase in pulse rate. 
Investigations revea 



Hb 


12.9 g/dl 


PLT 


560 1071 


WCC 


4.5 10 9 /1 


Na + 


148 mmol/1 


K + 


3.2mmol/l 


Urea 


18.4 mmol/1 


Creatinine 


195 lumol/1 



i^o 'umoi/i 

Which of the following diagnoses fits best 
clinical picture? 

Noro virus 

Rotavirus 

Amoebiasis 

Giardiasis 

Salmonella 



with this 



No.: 184 
Salmonella 

This patient has acute bacterial gastroenteritis. She is 
likely to have acquired this from the ready-made 
chicken meal eaten some hours previously. Given this 
food history and the evidence of severe dehydration 
due to the infection, the most likely candidates are 
salmonella or Campylobacter infection. The 
incubation period of Campylobacter infection can 
sometimes be much longer, up to 7 days, but can be 
as short as 24 hours, as is the case here. The 
incubation period of salmonella gastroenteritis is 6-72 
hours, making it the more likely diagnosis in this 
case. Uncomplicated infections with these agents do 
not require treatment, but where there is significant 
dehydration as in this case, oral or intravenous 
rehydration therapy, +/- quinolone antibiotics could 
be considered. 
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No.: 185 

An 1 8-year-old student is referred by his general 
practitioner to the emergency department, suffering from 
pharyngitis, shortness of breath with wheeze and a 
morbilliform skin rash. Examination reveals generalised 
lymphadenopathy, wheeze in the lower zones is 
confirmed, and some skeletal muscle tenderness to 
palpation is noted. Chest X-ray is carried out and shows 
marked lower zone consolidation which seems much 
worse than the findings noted on examination. 
Investigations reveal a slightly elevated white blood cell 
count, urea and electrolytes are normal. The presence of 
cold-agglutinins is noted. 

Given the likely diagnosis, which one of the following 
would be the appropriate antibiotic choice in this 
case? 






♦ 



Clarithromycin 
Penicillin V 
Amoxicillin 
Co-amoxiclav 
Ciprofloxacin 



No.: 185 
Clarithromycin 

This patient has mycoplasma pneumonia, which is 
primarily said to affect school-age children and 
young adults. Symptoms include non- exudative 
pharyngitis, bullous myringitis, skin rashes, wheeze 
on respiratory examination. Other symptoms and 
signs may include muscle tenderness, nerve palsies, 
lymphadenopathy, splenomegaly and conjunctivitis. 
Hints as to the diagnosis come from the fact that the 
chest X-ray findings are much worse than the clinical 
findings, and that cold-agglutinins are positive. 
Macrolide antibiotics such as erythromycin and 
clarithromycin are the treatments of choice for this 
condition. 



No.: IS 



A 76 -year-old woman presents with pain over her upper 
left chest. She has suffered a weeping vesicular rash over 
the area for the past few days associated with burning 
intense pain. There is a history of chicken pox infection 
as a child. On examination there is a well- demarcated 
rash consisting of dried-up crusted and healing vesicles, 
corresponding to one dermatome. 
Which of the following options represents the most 
appropriate treatment in this patient? 



♦ 






Aciclovir ointment 
Oral aciclovir 
Oral valciclovir 
Gabapentin 
Intravenous aciclovir 



No.: 186 
Gabapentin 

It is clear that this patient has suffered an unpleasant 
attack of Herpes zoster infection. At this stage 
though, with crusting, dried-up and healing lesions 
there is no value in antiviral therapy. Gabapentin is a 
useful oral agent to block the pain associated with 
post-herpetic neuralgia. 300mg daily is the most 
appropriate starting dose, with effective doses being 
from 900mg upwards, and it can be increased up to 
3.6g/day. Alternatives include tricyclic anti- 
depressants and topical capsaicin cream. 
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No.: 187 

A 31-year-old man presents with his male partner for 
review. For the past few days he has had worsening 
diarrhoea with voluminous fluid loss. On further 
questioning he admits to weight loss over the past 6 
months. Modified acid- fast staining of stool culture 
reveals red-stained round oocysts against a blue-green 
background. Investigations reveal a reduced CD4/CD8 
ratio. 

Which one of the following would be the most 
appropriate initial intervention in this case? 



• 



a 



Oral ciprofloxacin 
Oral metronidazole 
IV cefotaxime 
HIV testing 
Oral co-amoxiclav 



No.: 187 
HIV testing 

This patient has diarrhoea with a stool sample that 
suggests oocysts consistent with Cryptosporidium 
infection. The reduced CD4/CD8 ratio raises the 
possibility of HIV infection, and screening for HIV is 
clearly required. In patients with a CD4 count of less 
than 200 cells/mm3 blood, chronic diarrhoea is 
common once Cryptosporidium infection is 
established. Antibiotic trials for Cryptosporidium 
have been disappointing, and at present there is not 
enough evidence to recommend any particular 
regime. In patients who are HIV negative the 
infection tends to be self-limiting and patients recover 
after only a few days. 
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No.: 188 

A 21 -year-old male who immigrated from Peru 2 months 
ago comes to the emergency department with left-sided 
hip pain. He fell 1 week ago and claims that since then 
he has had difficulty walking, secondary to pain. He has 
had occasional headaches recently. He tells you that his 
appetite has been poor for 3 months and he has lost 4 
stone in weight. He is a non-smoker and is currently a 
student. On examination, he is cachectic and febrile with 
a temperature of 37.7°C. Pulse is 54/min, blood pressure 
(BP) 130/78 mmHg and you feel an enlarged spleen of 
10 cm. His hip is generally tender but there is a full 
range of movement. He has an unsteady gait and has 
generalised weakness with normal tone. 
Blood results are as follows: 



Hb 


12.8 g/dl 


PLT 


32 1071 


WCC 


3.1 1071 


Neutrophils 


1.4 1071 



Chest X-ray of the left spine and left hip AP 
(anteroposterior) and lateral were all normal. 
Given the suspected diagnosis, which of the following 
investigations would be the gold standard to confirm 
the underlying pathology? 

Ultrasound scan (U/S) of the left hip 

Computerised tomography (CT) of the left hip 

U/S of the abdomen 

Bone marrow aspiration and culture 






Oesophageo-gastro-duodenoscopy (OGD) and 
biopsy 



No.: 188 

Bone marrow aspiration and culture 

This patient has brucellosis. Brucellosis is a chronic 
granulomatous disease caused by intracellular slow- 
growing bacteria. Transmission to humans occurs 
after occupational exposure or through ingestion of 
contaminated food products, especially unpasteurised 
milk products. It remains a significant health 
problem in many developing countries. 
This patient has a 3 month history of weight loss, 
bone pain, splenomegaly and paradoxical 
bradycardia. Bone symptoms occur in 55% of 
patients with brucellosis, which often presents as 
pyrexia of unknown origin (PUO). Neutropenia and 
thrombocytopaenia are relatively common. Bone 
marrow aspiration and culture is the gold standard 
for diagnosis. Blood culture is positive in 15-70% of 
patients, but a high clinical suspicion is required as 
subculture often takes 4 weeks, sensitivity is less than 
that for bone marrow aspiration and culture and as 
such bone marrow tissue culture is preferred. 
Treatment guidelines as issued by the World Health 
Organization (WHO), include doxycycline in 
combination with streptomycin or rifampicin for 6 
weeks. Quinolones have also been tried. 
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No.: 189 

A 71 -year-old Caucasian male is admitted to your ward 
with a 3 day history of pleuritic right-sided chest pain, 
cough productive of green sputum, shortness of breath 
and a fever. He has smoked 20 cigarettes a day for 50 
years and is usually fit and well. He has no penicillin 
allergy. 

On examination, he is alert, has a fever of 38.1 °C and a 
respiratory rate of 40/min. He is tachycardic, pulse 
120/min and his blood pressure is 86/61 mmHg. On 
chest auscultation, he has coarse inspiratory breath 
sounds and bronchial breathing in the right lower lobe. 
Blood results are as follows: 



Na + 


131 mmol/1 


K + 


4.2 mmol/1 


Urea 


14.2 mmol/1 


Creatinine 


137lumol/l 


C-reactive protein (CRP) 


314 lug/1 


WCC 


16.8 1071 


Hb 


11.3 g/dl 


PLT 


534 1071 



Chest X-ray shows shadowing in the right lower zone 

and blunting of the right heart border. 

You want to start this patient on medication for his 

pneumonia. 

Which of the following antibiotics/antibiotic 

combinations would be a reasonable choice for 

treatment? 






IV cefiiroxime 1.5 g tds 



Oral co-amoxiclav 625 mg tds + oral clarithromycin 
500 mg bd 

IV Levofloxacin 500 mg od and oral rifampicin 600 

mg od 

* 

IV Co-amoxiclav 1 .2 g tds and IV clarithromycin 

500mg BD 

IV Ciprofloxacin 400 mg bd 



No.: 189 

IV Co-amoxiclav 1.2 g tds and IV clarithromycin 500mg 
BD 

This patient has severe community acquired 
pneumonia (CAP) as defined by a CURB 65 score of 
4. British Thoracic Society (BTS) guidelines have 
recommended that all patients with pneumonia are 
assessed using CURB 65. 

Patients get 1 point for 

• confusion 

• urea >7 mmol/1 

• respiratory rate >30/min 

• blood pressure <90 mmHg systolic and 60 
mmHg diastolic and 

• patients older than 65 

Scores 3+ indicate high mortality. 

Treatment for severe CAP includes the combination 
of co-amoxiclav and clarithromycin delivered IV as a 
first line option. 
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No.: 190 

A 31-year-old male is admitted with behavioural 
changes. One month before admission he was on holiday 
in North Tanzania. He was exposed to multiple bites 
from insects and he developed an erythematous swelling 
on his left ankle. He then developed intermittent fever, 
myalgia and headache and was given quinine by a local 
doctor with little effect. Over the last week he has been 
sleeping most of the day and been up all night and has 
developed episodes of mania with rapid bursts of speech, 
followed by generalised apathy. He also complains of 
generalised headache with no blurred vision or change 
with posture, sneezing or coughing. He smokes 20/day 
and drinks alcohol at weekends, he has tried cannabis in 
the past and occasional crack, but his partner is not sure 
if he has taken any recently. 

On examination, he is agitated but afebrile. His pulse is 
120/min and blood pressure 102/65 mmHg. His chest is 
clear and abdomen soft although there is generalised 
tenderness. On examination of his peripheral nerves 
there is a fine tremor in his upper limbs and increased 
tone throughout. He has generalised decreased power but 
reflexes are normal. 
Blood results are as follows: 



wcc 


9.8 10 9 /1 


Hb 


9.5 g/dl 


MCV 


82.1 fl 


PLT 


67 10 9 /1 


Total protein 


84 g/1 


Albumin 


29g/l 


ALT 


35U/1 


ALP 


68U/1 


Bilirubin 


9 lumol/1 


Chest X-ray 


normal 


ECG 


sinus 
tachycardia 


Thick and thin films for 
malaria parasites 


egative 



Which investigation would be most appropriate as 
the next step, given the suspected diagnosis? 



• 



Urgent computerised tomography (CT) of the brain 

Blood culture 

Psychiatry consultation 

Serology 

Serum electrophoresis 



No.: 190 

Urgent computerised tomography (CT) of the brain 

This patient has Trypanosoma brucei rhodesiense 
(East African or Rhodesian African trypanosomiasis) 
infection. A number of tourists to game parks in 
northern Tanzania recently acquired East African 
trypanosomiasis, which is transmitted through the 
bite of the tsetse fly. This illness manifests as an 
erythematous swelling or chancre at the site of the fly 
bite 5-15 days later, fever, headache, and myalgia, 
before it progresses to meningoencephalitis. The 
second phase often occurs after a few weeks or a 
month in East African trypanosomiasis, but can take 
longer than 1 year in the West African disease. It is 
manifested by persistent headaches, daytime 
somnolence followed by night-time insomnia and 
behavioural changes, mood swings, and, in some 
patients, depression. In late disease the patient 
becomes comatose (i.e. sleeping sickness) and it can 
be fatal. 

During the acute phase of the disease, trypanosomes 
are often detectable on smears of peripheral blood. 
There is no current serological test for East African 
trypanosomiasis. A computerised tomography (CT) 
of the head is required in order for a LP (lumbar 
puncture) to be performed. CT and magnetic 
resonance imaging (MRI) of the brain in late disease 
reveal cerebral oedema and white matter 
enhancement. Cerebrospinal fluid (CSF) 

investigations should always be performed in patients 
with parasitaemia or lymphadenopathy. The double 
centrifugation technique is the most sensitive method 
to detect trypanosomes. Other CSF findings include a 
high white cell count (WCC), elevated IgM, and 
elevated protein levels. 

The treatment of choice is suramin or eflornithine in 
Stage 1 (chancre/fever/myalgia) disease and 
melarsoprol or eflornithine in Stage 2 (central 
nervous system (CNS)/meningoencephalitic) stage. 
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No.: 191 

A 49-year-old male is seen in the emergency department 

with a 2 week history of general malaise, anorexia and 

fever. He has lost 6 kg in weight. He had a sore throat a 

week before and his general practitioner (GP) had told 

him that it was a viral infection. On examination, he has 

a temperature of 37.6* IC and three splinter haemorrhages 

on his right index finger. On cardiac auscultation he has 

a pansystolic murmur loudest at the apex, radiating to the 

axilla. 

Blood cultures are taken from three peripheral sites and 

the patient is started on intravenous benzylpenicillin and 

gentamicin. 

Transthoracic echocardiogram demonstrates a 0.3 cm 0.7 

cm vegetation attached to the posterior surface of the 

mitral valve. 

The cultures are all negative for growth at 5 days and at 

day 10 the patient still has a fever. You decide to speak 

to the cardiac surgeon. 

Which of the following is a definite indication for 

surgical intervention? 

Persistent unexplained fever for 5 days in culture- 
negative prosthetic valve endocarditis 

Relapse of native- valve endocarditis after optimal 
antimicrobial therapy. 



Murantic endocarditis 



Development of mild heart failure as a result of 
valve dysfunction 

Staphylococcus aureus prosthetic valve endocarditis 



No.: 191 

Staphylococcus aureus prosthetic valve endocarditis 

Infectious endocarditis results from microbial 
infection of the endothelial surface of the heart. Blood 
cultures are positive in >95% of cases of infectious 
endocarditis. Three sets of cultures should be taken 
with 10 ml of blood in each bottle. These should be 
incubated for up to 3 weeks to grow fastidious 
organisms. Transthoracic echocardiogram (TTE) is 
specific in 91-98% of cases at detecting vegetations, 
but the sensitivity is only 45-60%. Suboptimal views 
are seen with prosthetic valves and transoesophageal 
echocardiography should be undertaken if 
vegetations are not seen on TTE. 
There are several indications where cardiac surgery 
is or may be indicated for optimal outcome. 
The indications where surgery is indicated for 
optimal outcome include development of moderate to 
severe heart failure as a result of valve dysfunction; 
partial dehiscence of a prosthetic valve; persistent 
bacteraemia despite optimal antibiotics; S. aureus 
prosthetic valve endocarditis; fungal infectious 
endocarditis; persistent fever for 10 days in culture- 
negative prosthetic valve endocarditis with no other 
explanation for fever; absence of effective antibiotics; 
relapse of endocarditis after optimal antibiotics in a 
prosthetic valve. 

Indications where surgery may be required for 
optimal outcome in order of strength of 
recommendation include: perivalvular extension of 
infection (myocardial, annular, septal abscess or 
intracardiac fistula); poorly responsive S. aureus 
endocarditis involving the aortic/mitral valve; 
infectious endocarditis caused by highly resistant 
organisms; persistent fever for 10 days in culture- 
negative native-valve endocarditis with no other 
explanation; relapse of native-valve endocarditis 
after optimal antibiotics; large (>lcm diameter) 
hypermobile vegetations. 
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No.: 192 

A 28-year-old HIV-positive woman presents to clinic 
complaining of shortness of breath. She has a CD4 count 
of 120 x 10 6 /L and has recently been started on highly 
active antiretroviral therapy (HA ART). She admits that 
she quite often forgets to take her medication including 
her prophylactic co-trimoxazole. 

She describes a one- week history of worsening shortness 
of breath on exertion and of retrosternal chest pain. She 
has a dry cough and has not produced any sputum. 
On examination she is febrile at 38.5 °C, respiratory rate 
is 28/min, 2 saturations 97% on air, pulse 100 
beats/min. The chest is clear on auscultation, 
cardiovascular examination is normal. A chest X-ray 
shows only fluffy shadowing around both hike. 
Which investigation is the most useful pointer to the 
underlying diagnosis? 

Electrocardiogram (ECG) 

Lateral chest film 

Exercise oximetry 

Bedside spirometry 

D-dimer 






No.: 192 
Exercise oximetry 

The most likely diagnosis is obviously Pneumocystis 
jiroveci pneumonia (PCP) Exercise oximetry is an 
extremely useful test in this setting, as patients who 
are oxygenated well at rest may desaturate 
dramatically on exercise. An arterial blood gas is also 
important as it will influence the treatment given. If 
p(0 2 ) < 9.3 kPa, then high-dose methyprednisolone 
should also be prescribed in addition to IV co- 
trimoxazole. 

The main differential here is of pulmonary embolus. 
Being HIV positive is an independent risk factor for 
thromboembolic disease. However, the history is 
inconsistent, with a progressive course and a dry 
cough and a very immunocompromised patient. 
Retrosternal chest pain is commonly seen in PCP. 
The next investigation would probably be an 
electrocardiogram (ECG), but exercise oximetry and 
an arterial blood gas are even more pressing. 
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No.: 193 

A 24 year old man who has recently returned from India 

presents with bloody diarrhoea and mucus. More 

recently he has also developed some abdominal pain and 

vomiting. 

His blood results are as follows: 



Hb 


11.2 g/dl 


WCC 


16.3 10 9 /1 


PLT 


756 10 y /l 


Urea 


11.5mmol/l 


ESR 


56 mm/h 


Na + 


143 mmol/1 


K + 


2.7 mmol/1 


Creatinine 


90 umol/1 


C-reactive prot in (CRP) 


72mg/l 



What is the most appropriate initial treatment? 

Oral metronidazole 

Discharge with advice on rehydration and outpatient 
appointment 



IV ceftriaxone 



IV Fluid and electrolyte replacement 
Oral ciprofloxacin 



No.: 193 

IV Fluid and electrolyte replacement 

The two most likely diagnoses are infective diarrhoea 
and ulcerative colitis. The clinical history and 
laboratory results would be consistent with both 
However given his recent history of abdominal pain 
and vomiting, the most important diagnosis to 
exclude is toxic megacolon. He therefore requires 
fluid and electrolyte replacement, and an abdominal 
X-ray. 
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A 30 -year-old Ugandan woman presented to the Genito- 
urinary Medicine (GUM) Clinic for a sexual health 
screen on her GP's advice. She has been with the same 
partner for 8 years and has not had other sexual partners 
in that time frame. Before coming to the UK 10 years 
ago, she had previously been a sex worker in Africa. She 
is asymptomatic and consents to tests for chlamydia, 
gonorrhoea, HIV and syphilis. 
Her syphilis serology is as follows: 

► TPHA+ve 

► RPR -ve 

She has never heard of syphilis and does not think she 
has been tested before. She does not recall ever having 
had symptoms of general ulceration or rash. 
Which one of the following statements is most correct 
regarding this patient? 

She does not require any treatment for syphilis 

This is early latent syphilis 

This is late latent syphilis 

This is neurosyphilis 

She needs an urgent lumbar puncture 
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This is late latent syphilis 

The serology is suggestive of late latent syphilis - it 
could only be early latent if there was a definite 
negative result within the past 2 years. Late latent 
syphilis is no longer infectious, and the diagnosis is 
supported by the fact that RPR has become negative, 
although TPHA is positive. Earlier disease, or active 
neurosyphilis is associated with both positive RPR 
and positive TPHA. As she has never been treated for 
syphilis, she needs to be treated now and the 
treatment of choice is three doses of IM benzathine 
penicillin. There is nothing in the serology to suggest 
past treatment. 






*\S 
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A 32-year-old man returns from a trip across the 
Mediterranean, North and sub-Saharan Africa. He 
reports feeling generally unwell for the past few days 
with a fever. On examination you notice a tick bite 
eschar and a surrounding rash on the left mid-thigh. 
Which one of the following statements fits best with 
the likely diagnosis? 

Infection with Rhiphicephalus sanguineus is most 
likely 

Infection with Rickettsia rickettsii is most likely 

Infection with Rickettsia conorii is most likely 



♦ 



fluid 



Infection with Rickettsia prowzekii is most likely 
The cause can be easily isolated from tick eshar 
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Infection with Rickettsia conorii is most likely 

This patient has infection with Rickettsia conorii, the 
hallmark of which is the tick bite eschar. The vector 
for infection is commonly Rhiphicephalus sanguineus 
or dog tick. Common presenting features include 
fever, rash, malaise, nausea, vomiting, diarrhoea and 
joint and muscle pain. Diagnosis is usually made on 
clinical history and serological testing. The most 
appropriate choice for antibiotic therapy is 
doxycycline; other effective choices include 
ciprofloxacin or levofloxacin. Although fatalities 
occur, they are rare. Complications may include 
neuropathy, Gufllain-BarH© syndrome, acute renal 
failure, hepatomegaly and thrombocytopenia. 
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A 26 -year-old man is admitted to the Casualty 
Department from the airport, having just returned on a 
flight from Bangladesh. Around 1 hour before landing he 
collapsed after severe vomiting and diarrhoea on the 
plane. His travelling partner reports that he became ill 1 
day before leaving Bangladesh with high volume, 
painless watery diarrhoea. Blood pressure is 95/60 
mmHg and his pulse is 100/min and regular. Dark-field 
microscopy of a fresh stool specimen reveals Gram- 
negative bacilli. 

Given the likeliest diagnosis, which one of the 
following antibiotic choices would be most 
appropriate in the treatment of this patient? 



♦ 






Ciprofloxacin 
Metronidazole 
Amoxicillin 
Co-trimoxazole 
Penicillin V 



No.: 196 
Ciprofloxacin 

This patient has cholera, a comma shaped Gram- 
negative bacillus. It causes clinical disease by 
releasing an enterotoxin that affects the small bowel, 
leading to secretion of huge amounts of fluid and 
electrolytes into the intestinal lumen. Diagnosis is via 
dark ground microscopy of a fresh stool specimen. 
While rehydration is the primary therapy for 
cholera, use of antibiotics is proven to shorten the 
duration and severity of the illness. Antibiotic choices 
may include quinolones such as ciprofloxacin, 
tetracyclines, erythromycin, co-trimoxazole. Co- 
trimoxazole is not widely used though now due to 
associated risks of blood dyscrasias, and there are 
problems with resistance to tetracyclines emerging in 
patients from the Indian subcontinent in particular. 
For this reason, ciprofloxacin and erythromycin are 
the correct answers given here. With appropriate 
rehydration and antibiotic therapy where required, 
patients usually show signs of recovery over a few 
days. 
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A 37-year-old Ghanaian woman was referred with 
fatigue. She has been followed for several years with 
bizarre behaviour and psychotic symptoms and is treated 
with amisulpiride. She was diagnosed 5 years ago with 
HIV-1 infection but was lost to follow-up. 
The physical examination was unremarkable. CD4 count 
was 16xl0 6 /l and HIV viral load >500 000 copies/ml. 
Treatment with antiretroviral medications was 
commenced and the patient was discharged. 
A month later the patient presents to you with confusion. 
She is afebrile on admission. She is disorientated in time 
and place but not in person. Cognition appears intact. 
On this occasion the CD4 count is 414 xl0 6 /l and HIV 
viral load 503 copies/ml. 
Other investigations showed; 



Hb 


lOg/dl 




WCC 


4.5 10 y /l 




Neutrophils 


72% 




Lymphocytes 


18% 




PLT 


435 10 y /l 




C-reactive protein (CRP) 


8mg/l 




Computerised tomography (C 
multiple low- density lesions ir 


r) of the brai 
l the left hem 


n reveals 
dsphere 


Cerebrospinal fluid (CSF) 
WCC count 


120/ml (<5) 


CSF glucose 


3.4mmol/l(3.3- 
4.4) 


CSF protein 


0.56 g/1 (0.15- 
0.45) 


CSF culture 


No growth in 48 
h 


CSF cryptococcal antigen 


negative 


CSF toxoplasmosis PCR 


negative 


India ink stain 


negative 



Four days later in hospital she develops right-sided 

weakness. 

Magnetic resonance of the brain with contrast diffusely 

enhances the lesions. 

Which one of the following diagnoses is most likely? 



♦ 



Toxoplasmosis 

Progressive multifocal leucoencephalopathy 
Cryptococcal meningitis 
Cytomegalovirus encephalitis 
Tuberculous meningitis 
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Progressive multifocal leucoencephalopathy 

The history and investigations are consistent with 
cerebral lymphoma or progressive multifocal 
leucoencephalopathy (PML). PML is characterised 
by hemiparesis, disturbances of speech and vision 
and progressive dementia. The lesions in the brain 
comprise of multiple areas of demyelination, 
abnormal oligodendrocytes and later pronounced 
astrocytosis. Lesions enhance with gadolinium 
contrast. However they do not usually have the 
characteristic ring-enhancing appearance seen in the 
cerebral lesions of toxoplasmosis. PML is associated 
with the JC virus named after the patient in whom 
the polyoma virus was first isolated. 
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A 25 -year-old woman presents to A&E with a 1 -month 
history of joint pains and sore eyes. She has no 
significant past medical history and is taking no 
medication. Examination reveals normal cardiovascular, 
respiratory and abdominal systems. Joint examination 
reveals tenderness in her knee and ankle joints with a 
reduced range of movement. There is no evidence of 
effusion. Examination of the lower limbs reveals a 
raised, red, tender rash on both shins. 
Results as follows: 



Na 


140 mmol/1 


K 


4.5 mmol/1 


Urea 


5.0 mmol/1 


Creatinine 


60 lumol/1 


Bilirubin 


12 lumol/1 


Alkaline phosphatase 


100 U/l 


ALT 


35U/1 


Corrected calcium 


2.70 mmol/1 (2.2-2.6) 


WCC 


10 x 10 9 /1 


Hb 


13 g/dl 


PLTS 


170 x 10 y /l 


ECG 


prolonged PR interval 



What is the most likely diagnosis? 

Inflammatory bowel disease 

Sarcoidosis 

Primary hyperparathyroidism 

Secondary hyperparathyroidism 

Tertiary hyperparathyroidism 



• 
• 



i 
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Sarcoidosis 

The combination of a high calcium level, arthralgia 
and erythema nodusum is highly suggestive of 
sarcoidosis. A CXR would show bihilar 
lymphadenopathy. Serum angiotensin converting 
enzyme (ACE) may be elevated but this is non- 
specific for sarcoidosis. Secondary 
hyperparathyroidism is associated with a normal or 
low serum calcium level. Cardiac sarcoidosis is rare 
but can manifest as a prolonged PR interval. 
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A 45 -year-old woman presented with a 1-year history of 
intermittent swelling and pain in the small joints of her 
hands. Maximal stiffness occurs on waking and eases 
after an hour. On examination rheumatoid nodules on the 
elbows and symmetrical soft tissue swelling over the PIP 
and MCP joints were noted. Effusions of both wrists 
were also noted. She is rheumatoid factor positive. 
Radiological examination of the wrist and hands showed 
erosions and bony decalcification. Her GP has 
commenced her on NSAIDs and she been referred to a 
rheumatologist for consideration of DMARD. She has a 
past history of TB. 
Which of the following is best avoided if possible? 






Methotrexate 

Chloroquine 

Sulfasalazine 

Infliximab 

leflunomide 
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Infliximab 

Anti-TNF-D is an effective treatment for rheumatoid 
arthritis (RA). It has been shown to give a sustained 
clinical response over 2 years. However, it can 
reactivate old TB and should be used with caution in 
these patients. 



No.: 3 



•A 



A 63 -year-old man presents with a 4-week history of 
painful wrists. He has smoked 60 cigarettes a day for 
many years. He complains of mild swelling of his hands 
without stiffness, this predominatly affects the phalanges 
and the distal end of the radius and ulna. Examination 
shows tenderness just proximal to the joints without 
limitation of movement. Nail clubbing is noted. 
What would be the most likely radiological 
appearance? 
(? 
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Periosteitis over the ulnar and radius 

The presence of clubbing and tender wrists without 
synovitis makes pulmonary osteoarthropathy the 
most likely diagnosis. It is usually associated with 
underlying carcinoma of the lung. Regression of the 
pain has been reported with successful resection of 
the tumour and after vagotomy. 






♦ 



Periosteitis over the ulnar and radius 
Irregular bone lysis 
Chondrocalcinosis 
Pannus formation 
Narrowing of the joint space 
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A 50 -year-old man presents with an acutely red, tender, 
left knee joint.He has a long history of hypertension and 
is on therapy. The pain has been severe for 2 days and on 
examination is red, hot and tender. There is swelling and 
a small effusion. The knee joint is aspirated and sent to 
the lab for analysis. 
Results obtained are as follows: 



Na + 


145 mmol/1 


K + 


3.2mmol/l 


urea 


6.0 mmol/1 


creatinine 


lOOlumol/1 


CRP 


100 l^g/l 


ESR 


70mm/h 


WCC 


10 x 1071 


Hb 


14.0 g/1 


pits 


180x1071 


Knee joint aspirate white cell count 


2000//lul 



What is the most likely diagnosis? 

Pseudogout 

Rheumatoid arthritis 

Gout 

Septic arthritis 

Osteoarthritis 



•A 
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Gout 



The low potassium level and the history of therapy for 
hypertension suggest he is taking bendrofluazide, a drug 
that predisposes the patient to gout (but not pseudogout). 
The inflammatory markers confirm this. The lowish 
number of pus cells is against a diagnosis of septic 
arthritis; most septic joints have a white count greater 
than 50,000/fyl, with more than 75% polymorphonuclear 
leukocytes. The other options are excluded since the 
history makes gout the most likely diagnosis. However 
gout and pseudogout cannot be reliably distinguished on 
purely clinical grounds. The synovial fluid would be 
expected to show the presence of crystals. In gout, 
crystals of mono sodium urate appear as needle-shaped 
intracellular and extracellular crystals. When examined 
with a polarizing filter, they are yellow when aligned 
parallel to the axis of the red compensator, but they turn 
blue when aligned across the direction of polarization 
(ie, they exhibit negative birefringence). In pseudogout, 
calcium pyrophosphate (CPP) crystals appear shorter and 
often rhomboidal. Under a polarizing filter, CPP crystals 
do not change colour depending upon their alignment 
relative to the direction of the red compensator. 



No.: 5 

A 21 -year-old man has recently returned from a holiday 
in the Far East. He gives a history of symmetrical joint 
pain in his knees and ankles and feet and also complains 
of sore eyes. His ESR is raised. A synovial fluid aspirate 
is sterile but with a high neutrophil count. 
What is the most likely diagnosis? 

a 



♦ 



Ankylosing spondylitis 
Septic arthritis 
Reactive arthropathy 
Rheumatoid arthritis 
Still's disease 
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Reactive arthropathy 

The history of recent travel to the Far East raises the 
possibility of venereal disease. An oligoarthritis is 
seen more often than symmetrical arthropathy in 
reactive arthritis. A history should be taken of 
urethritis/dysuria and conjunctivitis to complete the 
Reiter's syndrome triad. 
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A 50 -year-old Asian woman who has been living in the 
UK for 5 years presents complaining of bone pain. On 
examination there is mild muscle weakness. 
Blood results are as follows: 



Phosphate 



Calcium 



Alkaline phosphatase 



0.7 mmol/1 



2.10mmol/l 



180 U/l 



What radiographic finding would be the most specific 
for the diagnosis? 






Normal bones 

Low-density bands extending from the cortex 

Osteopenia 

Subperisoteal erosions 

Sclerotic bone 
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Low-density bands extending from the cortex 

This woman's ethnic origin and her history is 
suggestive of osteomalacia. The diagnosis is 
confirmed by the blood results. Looser' s zones occur 
in this condition and are characterised by low-density 
bands extending from the cortex inwards in the 
shafts of long bones. 
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A 40 -year-old man is attending the rheumatology clinic 
because of pain and stiffness in his hands. 
Examination shows this appearance: 




What is the most likely diagnosis? 

Psoriatic arthropathy 
Rheumatoid arthritis 



♦ 



♦ 



Systemic sclerosis 



i 



Systemic lupus erythematosus (SLE) 
Pseudohypoarthropathy 
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Psoriatic arthropathy 

The nails show pitting and onycholysis (lifting of the 
nail from the nail bed). There are swellings of the 
joints involving the distal inter phalangeal joint (in 
contrast to rheumatoid arthritis in which the distal 
phalangeal joints are not involved); however, 
sometimes the joint involvement may resemble that 
of rheumatoid arthritis. Arthritis mutilans 
(telescoping of phalanges) rarely occurs. The function 
of the hands is usually good unless the joints are 
severely inflamed. In about 75% of patients there is a 
preceding history of psoriasis before the arthropathy; 
in 15%, the onset of the rash is synchronous and in 
10% the arthritis precedes the rash. 
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A 43 -year-old man attends for review. His past medical 
history includes renal stones treated by lithotripsy, and 
he also has type II diabetes. He is taking treatment for 
high cholesterol. He has been attending the clinic for a 
number of months with long-standing pain and swelling 
in his fingers. 
This is the clinical appearance of his hands: 




Picture courtesy of Charlie Goldberg, M.D, UCSD 
School of Medicine and VA Medical Center, San Diego, 
California 

What is the most likely diagnosis? 



♦ 
• 



Calcinosis 
Gout 

Pseudogout 
Psoriatic arthropathy 
Rheumatoid arthritis 
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Gout 

This is chronic gout with tophi (uric acid crystals in 
the soft tissues), indicating long-standing 
hyperuricaemia. Untreated chronic tophaceous gout 
can develop and lead to severe joint destruction. Men 
are affected twice as commonly as women and it 
tends to be a disease of middle to older age; as a 
general rule, uric acid levels are elevated for 20 years 
before the onset of gout. Hyperuricaemia is 
associated with an increase in all-cause mortality. 
Patients with gout are often clustered with the insulin 
resistance syndrome known as syndrome X: diabetes, 
hypertension, hypertriglyceridemia, and low high- 
density lipoproteins, though no evidence indicates 
that gout or hyperuricaemia cause any of these other 
disorders. The relationship between serum uric acid 
and cardiovascular disease remains controversial, 
but raised uric acid may be an independent risk 
factor for vascular disease in some individuals with 
other risk factors. 



-j 






O 




ANGELS TEAM 




PasTest 2012... MRCP 2... Rheumatology 



No.: 9 

A local GP asks you to review a 42-year-old woman who 
has suffered from symptoms of oesophageal reflux 
disease that have only partially responded to proton- 
pump inhibitors. She has recently started to particularly 
complain about cold weather and may have Raynaud's 
phenomenon. Routine blood testing has revealed a raised 
creatinine of 1 80 umol/1, and she is hypertensive with a 
blood pressure of 170/85 mmHg. 
Which one of the following agents is the best 
treatment for her blood pressure? 



♦ 



Ramipril 
Amlodipine 
Bendrofluazide 
Isosorbide dinitrate 
Atenolol 



No.: 9 
Ramipril 

ACE inhibitors are seen as the treatment of choice 
for renal disease associated with systemic sclerosis 
(the diagnosis here). In systemic sclerosis, 
interlobular renal arteries are affected with intimal 
thickening, and fibrinoid changes occur in afferent 
glomerular arterioles. Pathogenesis is unknown, and 
neither steroids nor immunosuppressive therapy 
appears to have effects on progression of renal 
disease. In contrast, treatment with ACE inhibitors 
has positive effects on proteinuria and appears to halt 
or even reverse decline in renal function in some 
cases. Prostacyclin infusion may be of additional 
benefit in cases where renal function is rapidly 
deteriorating. 



No.: 10 

A woman who was given a diagnosis of systemic 
sclerosis 4 years ago presents for review. She has been 
suffering significantly increased shortness of breath over 
the past few months. Respiratory function testing reveals 
evidence of pulmonary fibrosis, and Echocardiography 
suggests elevated right heart pressures. You arrange for 
iloprost infusion treatment. 
Which one of the following pharmacological 
interventions is most likely to provide additional 
benefit in reducing pulmonary artery pressure? 



♦ 



Ramipril 

Amlodipine 

Atenolol 

Sildenafil 

Prednisolone 
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Sildenafil 

Ghofrani published evidence from a study in 30 
patients with pulmonary hypertension in a study 
reported in Annals of Internal Medicine in 2002; six 
of these patients had evidence of systemic sclerosis. 
Severe pulmonary hypertension was defined as a 
pulmonary artery pressure above 40 mmHg. Patients 
were randomised to receive between 12.5 and 50 mg 
of sildenafil in addition to iloprost infusion The study 
showed a dose-dependent benefit of sildenafil on 
pulmonary artery pressure. Unfortunately, 
pulmonary hypertension is still a significant 
contributor to mortality in systemic sclerosis. 
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A 45 -year-old woman presents to the GP complaining of 
skin dryness with dry and gritty eyes. She also has 
diminished libido because of increasing vaginal dryness. 
You arrange for Schirmer's test to be carried out. 
What result after 5 min would indicate a diagnosis of 
Sjogren's syndrome? 

5 mm of filter strip wetting 

12 mm of filter strip wetting 

20 mm of filter strip wetting 

1 5 mm of filter strip wetting 

25 mm of filter strip wetting 
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5 mm of filter strip wetting 

The Schirmer tear test involves placement of a 
standard strip of filter paper on the inside of the 
lower eyelid. Wetting of less than 5 mm in 5 min 
indicates defective tear production In Sjogren's 
syndrome, Rose Bengal staining of the eyes 
commonly shows punctuate or filamentary keratitis. 
Laboratory abnormalities include raised 

immunoglobulins and positive rheumatoid factor. 
Antinuclear antibodies are found in 60-70% and 
antimitochondrial antibodies in 10%. Anti-Ro 
antibodies are found in 70% of patients with primary 
Sjogren's syndrome. Treatment is with artificial 
tears and saliva-replacement solution 



No.: 12 

A 76-year-old man is brought to the Emergency 
Department complaining of severe headaches affecting 
the left-hand side of his head. He has also suffered 
intermittent pain in his jaw on chewing. On further 
questioning, his wife reports that her husband has 
suffered increasing tiredness over the past few weeks. 
Laboratory testing reveals a markedly raised ESR of 90 
mm/h. 

What is the optimal next step in managing this 
condition? 



♦ 



♦ 



Urgent CT scan of the head 



Book temporal artery biopsy for surgical list in 5 
days' time 



♦ 



♦ 



Start 20 mg prednisolone per day 
Start 60 mg prednisolone per day 
Arrange immunoglobulin testing 
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Start 60 mg prednisolone per day 

The history and markedly raised ESR are suggestive 
of a diagnosis of temporal arteritis. A temporal 
artery biopsy from the affected side is the definitive 
diagnostic test, though treatment with prednisolone 
should not be delayed while awaiting biopsy. 
Histological features on biopsy include intimal 
hypertrophy, inflammation of the intima and sub- 
intima, breaking up of the internal elastic lamina, 
and giant cell infiltration of the internal elastic 
lamina. Prednisolone therapy should not be delayed 
because involvement of the ophthalmic arteries can 
cause sudden unilateral visual loss. Treatment is with 
high-dose prednisolone therapy, and the symptom 
response is both dramatic and diagnostic. In total, 
around three-quarters of patients need between 1 and 
3 years of steroid therapy, though the remaining 
quarter may require continued steroids for some 
years. 
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A 60-year-old woman is referred to the rheumatology 
clinic after suffering her second Colles' fracture. Dual- 
energy X-ray absorptiometry (DEXA) scanning confirms 
osteoporosis, and she is keen to start preventive therapy. 
Screening bloods reveal no metabolic cause that is 
contributing to her bone disease. 
What is the best choice for initial therapy in this 
patient? 
<? 



♦ 
♦ 



Hormone-replacement therapy 

Calcium supplementation 

Calcium and vitamin D supplementation 

Raloxifene 

Bisphosphonate therapy 
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Bisphosphonate therapy 

Hormone-replacement therapy has been proven to 
reduce loss of bone mineral density and fracture risk 
at vertebral and other sites in postmenopausal 
women. In recent years, however, the risks of 
thrombosis, cardiovascular disease, and cancers has 
thrown into question the risk/benefit ratio of HRT. In 
that environment, bisphosphonates are now seen as 
first -choice therapy for osteoporosis. Where they are 
poorly tolerated due to oesophageal symptoms, 
patients may be managed with weekly preparations. 
Alternatively, there is some evidence to support the 
use of calcium and vitamin D supplementation. 
Calcitonin is rarely used, and parathyroid hormone 
preparations are being evaluated. Raloxifene is a 
selective oestrogen-receptor modifier, which appears 
to be associated with a reduction in the risk of 
oestrogen-receptor positive breast carcinomas as well 
as positive effects on bone mineral density. 



No.: 14 



A 



You review a 52-year-old man who complains of 
persistent bone pain. Bone scanning indicates activity 
particularly affecting the femurs, and you suspect 
Paget' s disease. The patient has been studying the 
condition on the Internet and is worried about possible 
risk of osteogenic sarcoma. 
What is his potential risk? 






Less than 5% 
Less than 1% 
Less than 10% 
More than 10% 
More than 15% 



Less than 1% 



Although the risk of osteogenic sarcoma is 30 times 
that of patients without Paget' s, the risk of sarcoma 
development is still small. Symptoms of osteogenic 
sarcoma include increased pain localised to one 
particular area and pathological fracture. The 
mainstay of treatment for Paget' s disease is 
bisphosphonate therapy, which is proven to relieve 
symptoms of pain and has been shown to reduce the 
risk of pathological fracture in long bones and 
complications of Paget's such as deafness. 
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You review a 24-year-old man who has recently returned 
from a holiday in Spain. He complains of fever and 
malaise with associated myalgia and joint pain affecting 
his lower back, knees, ankles, and feet. He has burning 
and itching affecting his eyes and urethral discharge. On 
examination, he has balanitis and a psoriatic -type rash 
affecting his feet. You prescribe a course of antibiotics 
and non-steroidal anti- inflammatory drugs. 
What is his likelihood of suffering from recurrent 
arthritis? 



♦ 






Less than 5% 
More than 75% 
50-75% 
5-15% 
15-50% 
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15-50% 

This man has the typical picture of Reiter's 
syndrome, most likely related to non-specific 
urethritis acquired while on holiday in Spain. Peak 
onset of Reiter's syndrome occurs in the 15-35-year- 
old age group, Reiter's syndrome post -Chlamydial 
infection is much more common in men, the sex ratio 
of Reiter's post-dysentery is roughly equal between 
men and women Recurrent arthritis is said to occur 
in 15-50% of Reiter's patients, and chronic 
persistent arthritis or sacroiliitis occurs in 15-30%. 
In HLA-B27-positive patients, ankylosing spondylitis 
may develop in up to 50% of patients who have 
suffered an episode of Reiter's. Rarer long-term 
complications include urethral stricture, cataracts, 
and aortic root necrosis. Prognosis with respect to 
long-term complications is better when dysenteric 
infection is the precipitant factor rather than 
Chlamydial infection In general, symptoms last from 
a few weeks to around 6 months in total. 



No.: 16 

A 3 8 -year-old woman presents for review with a history 
of two transient ischaemic attacks in the past 6 months. 
In addition, she reports claudication-type pain in her 
thighs on walking only a couple of hundred metres. 
Examination reveals evidence of aortic regurgitation. 
Constitutional symptoms include fever and malaise. 
Arteriography reveals diffuse stenoses of the thoracic 
and abdominal aortas, and their branches; in addition, 
there is evidence of early aneurismal change. ESR is 
markedly raised on laboratory testing. 
What diagnosis fits best with this clinical picture? 

Buerger's disease 



♦ 



♦ 



Behcet's disease 
Takayasu's disease 
Giant-cell arteritis 
Systemic lupus erythematosis 
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Takayasu's disease 

Takayasu's disease (TD) is a continuous or patchy 
granulomatous inflammatory process involving 
macrophages, lymphocytes, and multinucleated giant 
cells which causes progressive occlusive disease of the 
aorta and its branches. It is very rare in the Western 
world with an annual incidence of between 2 and 3 
per million. Approximately 80% of patients are 
women, and the mean age of onset is 30 years. 
Presentation may be with constitutional symptoms 
such as fever, malaise, and weight loss; neurological 
symptoms such as transient ischaemic attacks; or 
vascular symptoms such as claudication. Cardiac 
features include angina, heart failure, and aortic 
regurgitation Renal manifestations may include 
mesangial proliferative glomerulonephritis. 

Corticosteroids with the addition of steroid sparing 
second agents such as methotrexate or azathioprine 
are the mainstay of therapy. With good care, 15-year 
survival rates approach 90%. 
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A 62-year-old man attends for review. He has evidence 
of arthritis affecting the shoulder, elbow, radiocarpal, 
and knee joints bilaterally, with pain also in the left first 
metatarso-phalangeal joint. X-ray of the left knee reveals 
calcification within the hyaline cartilage. Aspiration of 
the left knee reveals calcium pyrophosphate crystals. 
Serum uric acid is slightly above the upper limit of 
normal. Other medical history of note is ulcerative 
colitis. 
What is the most likely diagnosis in this case? 



♦ 






Gout 

Pseudogout 
Primary osteoarthritis 
Rheumatoid arthritis 
Sero-negative arthritis 
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Pseudogout 

The clinical picture of joint involvement, coupled 
with evidence of chondrocalcinosis and 
pyrophosphate crystals is strongly suggestive of a 
diagnosis of pseudogout. The slightly elevated uric 
acid and history of ulcerative colitis are 'red- 
herrings' in this case. Management involves use of 
simple painkillers and non-steroidal anti- 
inflammatory agents coupled with physiotherapy 
where appropriate. Associated conditions include 
haemochromatosis and Wilson's disease, where there 
are other symptoms and signs it may be worth 
screening for these concomitant illnesses. Pseudogout 
has an equal male: female ratio, with frequency 
increasing with increasing age; it is said to affect 
around 5% of subjects above the age of 30 years. 



No.: 18 

A 42-year-old woman presents with intensely painful 
fingers on going outdoors during the autumn and winter 
months. She reports the same problem if she washes her 
hands in cold water. Her fingers go pale and blue-tinged, 
and later become erythematous and are burning and 
prickly. Examination in the clinic is unremarkable. 
Glucose, thyroid function testing, autoantibody 
screening, viscosity, creatine kinase, and a range of other 
blood tests are unremarkable. 
What is the best initial medical treatment for this 
lady? 

Nifedipine MR 

Atenolol 

Ramipril 

Prednisolone 

Aspirin 
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Nifedipine MR 

Extensive screening has failed to establish an 
underlying cause for this lady's Raynaud's, so she 
has primary Raynaud's phenomenon or Raynaud's 
disease. Primary Raynaud's is not usually associated 
with increased mortality or morbidity, although 
occasionally necrosis of the affected extremity may 
occur. Clearly, in patients presenting with this 
symptom picture, it is crucial to carry out an 
extensive screen for underlying autoimmune or 
metabolic disease as in this case, as therapy should be 
tailored to any underlying condition. Primary 
Raynaud's commonly presents in the second or third 
decades of life, and prevalence is slightly higher in 
women than men, and put at around 5% depending 
on case series. Treatment of choice is with 
vasodilating calcium-channel antagonists. ACE 
inhibitors and anti-platelet agents have been trialled 
in small case series, although no definitive benefit has 
yet been shown. Beta blockers such as atenolol may 
precipitate a worsening of symptoms. 
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You review a 42-year-old lady with a symmetrical 
polyarthropathy. She has a raised CRP and a strongly 
positive rheumatoid factor. 

Which one of the following micro-organisms may be 
associated with the development of rheumatoid 
arthritis in susceptible patients? 



♦ 



♦ 



• 



Shigella sonnei 
Proteus mirabilis 
Escherichia coli 
Serratia marcescens 
Streptococcus pyogenes 
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Proteus mirabilis 

A recent study has suggested a link between Proteus 
mirabilis infection and the development of 
rheumatoid arthritis in susceptible individuals 
(Clinical Rheumatology 2004;12:134^141). 

Researchers examined 210 Finnish and Japanese 
patients with proven rheumatoid arthritis and looked 
for antibodies to two peptides associated with proteus 
infection In addition, they looked for antibodies to 
both E. coli and S. marcescens. Only an association 
with P. mirabilis was found, and researchers 
suggested that urinary-tract infection with Proteus 
may be a precipitating factor in the development of 
Rheumatoid in susceptible individuals and that this 
may contribute to the increased incidence of 
rheumatoid arthritis in women, who are more 
susceptible to urinary-tract infection. 



No.: 20 

A 24-year-old man presents to his GP complaining of 
lower-back pain, particularly pain over the lateral lower 
spine on bending forward. He also complains of 
stiffness, worse in the morning, and was signed off from 
his job as a builder 6 months earlier due to an episode of 
plantar fasciitis. 
What is the best initial therapy in this case? 
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Non-steroidal 
physiotherapy 



anti-inflammatory agents and 



♦ 



* 



Rest for a further 1 month 
Non-steroidal anti- inflammatory agents 



Non-steroidal anti- inflammatory agents and 
physiotherapy 



♦ 



Physiotherapy 
Etanercept 



This man's presentation is highly suspicious of 
ankylosing spondylitis. Adequate pain relief and 
physiotherapy have a crucial role to play in 
maintenance of function when the disease is 
diagnosed early. Sulfasalazine has a positive role to 
play in improving peripheral joint arthritis, and 
other disease-modifying drugs may also be useful. 
Given that TNF-a has a role to play in the 
development of sero-negative arthritides, TNF-a 
antagonists such as etanercept may have a role to 
play in the management of this disease, although they 
are only recommended by NICE after traditional 
second line agents. 
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A 54-year-old man presents to his GP complaining that 
he is unable to get up off his low sofa. There is also a 
history of pain and tenderness particularly over the thigh 
muscles and the shoulder girdle. On further questioning, 
he admits to shortness of breath on exercise and chronic 
cough. Examination reveals an obese man with obvious 
proximal muscle weakness and evidence of interstitial 
lung disease. CK level is 450 U/l (24-195), ESR is 
raised and anti-Jo-1 antibodies are positive. 
What diagnosis fits best with this clinical picture? 



♦ 



Polymyalgia rheumatica 
Der matomyo siti s 
Polymyositis 
Giant cell arteritis 
Hypothyroidism 
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Polymyositis 

Patients with polymyositis commonly present after 3- 
6 months of symptoms with painful proximal muscle 
weakness. CK levels may be elevated to 5-50 times 
the upper limit of normal. Anti-Jo-1 antibodies are 
associated with coexistent interstitial lung disease, 
Raynaud's phenomenon and peripheral arthritis. 
Prednisolone is the mainstay of treatment, at an 
initial dose of 1 mg/kg/d. In patients who fail to show 
improvement, disease-modifying steroid-sparing 
agents may be added. A high-protein diet and 
supervised exercise may further improve symptoms. 
Most patients have a favourable response to 
corticosteroid therapy, and 5-year survival rates 
approach 80%. Women are more frequently affected 
than men, with a female: male ratio of 3:1. 



•A 






J 
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A 47-year-old personal assistant attends the outpatient 
clinic with a six-month history of malaise and joint 
pains. She has had to quit her job. She is also 
complaining of difficulty sleeping at night and urinary 
frequency. On examination palpation of her muscles 
appears to cause pain in several different regions, 
especially around the shoulders and neck. 
The investigations show: 



full blood count 


normal 


U&E 


normal 


LFTs 


normal 


ESR 


normal 


CRP 


normal 


Thyroid function 


normal 


Autoimmune screen 


normal 



What is the most likely diagnosis? 

fibromyalgia 
depression 
rheumatoid arthritis 






vasculitis 

systemic lupus erythematosus 



•A 
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fibromyalgia 

Fibromyalgia is said to occur in between 1 and 2% of 
the general population and has a female to male ratio 
of 9:1, presenting most often in the 30-50 year age 
group. It presents with musculoskeletal pain that 
often has multiple trigger points and may be poorly 
defined. The 1990 ACR classification criteria for FM 
include (1) the presence of widespread pain for more 
than 3 months and (2) pain, not just tenderness, that 
can be elicited by manual pressure of approximately 
4 kg/cm2 at 11 or more defined tender points. The 
number of painful tender points is correlated 
strongly with psychologic distress, not only in 
patients with FM but also in the general population. 
(These criteria are classification criteria for the 
selection of subjects for research studies, not 
diagnostic criteria.) At a clinical level, fibromyalgia is 
much more than widespread pain. Substantial 
overlap exists in major depressive disorder, various 
anxiety disorders, and chronic fatigue syndrome and 
in multiple regional pain syndromes, such as 
headache, atypical chest pain (chest pain with normal 
cardiac evaluation findings), irritable bowel 
syndrome, chronic pelvic pain, temporomandibular 
joint pain (jaw pain with no underlying pathologic 
condition), and others. The normal ESR in patients 
with FM contrasts with the high ESR in elderly 
patients with polymyalgia rheumatica. Obtaining an 
ESR can assist in identifying/excluding an underlying 
inflammatory disorder. The same applies to CRP. 

Self-management strategies, reassurance and tricyclic 
anti-depressants for sleep disturbance are the 
mainstays of therapy. Aerobic exercises such as 
swimming are recommended. Symptoms wax and 
wane for many years. 
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A 66-year-old retired labourer presents to his GP 
complaining of an acutely swollen and red right index 
finger. The attack started the night before with swelling 
and pain, and despite taking various analgesics, the pain 
intensified. He is a known hypertensive and diabetic and 
suffers from congestive cardiac failure and osteoarthritis. 
He has previously had treatment for duodenal ulceration. 
Despite these health problems, he continues to be a 
smoker of a pack a day. His current medications include 
bendroflumethiazide, lisinopril and gliclazide. On 
examination, the patient is apyrexial. New findings on 
clinical examination include a red, swollen and 
exquisitely painful distal interphalangeal joint (DIP) of 
the right index finger. The right DIP of the middle finger 
also appears to be swollen and mildly tender. 
Based on this patient's history and clinical 
examination, what is the most likely diagnosis? 



♦ 



♦ 



Septic arthritis 
Osteomyelitis 
Gout 

Pseudogout 
Fracture of DIP j oint 



•A 
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Gout 

Gout and pseudogout are two conditions caused by 
the accumulation of crystals in the joint space 
resulting in pain, redness and swelling in the affected 
joints. Both conditions are more prevalent in males, 
gout more markedly so, and usually affect patients in 
the age range 30-60 years. Gout is caused by the 
accumulation of monos odium urate monohydrate 
crystals whilst pseudogout is caused by the 
accumulation of calcium pyrophosphate crystals. In 
gout, the first metatarsophalangeal joint of the big 
toe is the commonest affected site (the condition is 
known as 'podagra') with other common sites being 
the ankle, wrist and knee. The condition results from 
overproduction or reduced secretion of uric acid, 
with thiazide diuretics and foods that are rich in 
purines increasing the frequency of attacks Although 
it is difficult to reliably distinguish gout and 
pseudogout on clinical grounds, a tendency exists for 
gout symptoms to develop rapidly over a few hours, 
whereas the onset of symptoms in pseudogout tends 
to be more insidious and may occur over a period of 
several days. The joints usually affected by 
pseudogout include the knee, wrist and shoulder. A 
further distinction should be made from septic 
arthritis since patients with crystal-induced arthritis 
may also present with fever and malaise. However, a 
careful history should help identify risk factors for 
septic arthritis, such as a recent episode of 
gonorrhoea. Reiter's syndrome consists of the triad of 
urethritis, conjunctivitis and seronegative arthritis. 
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A 39-year-old man presents to his GP complaining of 
longstanding lower back pain. He has tried multiple 
treatments for it, including physiotherapy and 
osteopathy, but they have had no effect. The pain tends 
to be distributed asymmetrically along the lower back 
and he gets mild relief by using NSAIDs. He is 
otherwise fit and well and is not on any other 
medications. He has had two episodes of redness and 
pain in his right eye, which he thought was an 'infection' 
and which resolved with appropriate treatment. He has 
one brother who is also known to suffer from back pain 
which has prevented him from working but the patient is 
not aware of the exact nature of the problem since his 
brother is now living in Australia. The positive findings 
found at clinical examination include transverse ridging 
and pitting of most of his fingernails, a small patch of 
scaly reddened skin around his umbilicus and pain on 
palpation of his lower back. 

On the basis of these findings, what is likely to be the 
diagnosis? 



♦ 



Reiter's syndrome 
Ankylosing spondylitis 
Osteoarthritis 
Psoriatic arthritis 
Gout 



•A 
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Psoriatic arthritis 

Psoriatic arthritis is a member of the group of 
seronegative spondyloarthritides and is an 
autoimmune disease with an association with the 
HLA antigens. It affects men and women equally 
with the range of age of onset being between 35-55 
years. The condition can present with or without the 
associated psoriatic skin lesions or only with nail 
malformations. If no obvious skin lesions are visible, 
the clinician must look for psoriasis in hidden sites 
such as the scalp, intergluteal cleft and umbilicus. 
Nail involvement includes onycholysis, transverse 
ridging and nail pitting. Five subsets of psoriatic 
arthritis have been described based on the pattern of 
joint involvement, with an increased prevalence of 
the spondylitic form in males and the rheumatoid 
form in females. Extra-articular features of the 
condition include flexor tendon synovitis and uveitis. 
Psoriatic arthritis is associated with an increased 
frequency of HLA-B7 and HLA-B27. The condition 
can be distinguished from the sacroiliitis seen in 
ankylosing spondylitis by the presence of the other 
clinical signs in the nails and the skin and by 
differences in the patterns of vertebral involvement. 
In psoriatic arthritis, vertebrae may be 
asymmetrically affected and there may be 
involvement of the atlantoaxial joint with erosion of 
the odontoid and consequent subluxation 
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A 74-year-old woman presents to her GP complaining of 
poorly localised but severe pain in her shoulder. The 
pain has been present for about 10 days and has got 
increasingly severe, being present at rest and at night and 
exacerbated by any activity. She has tried taking 
analgesics to relieve the pain but the pain returns. She 
denies any other joint pains and has no history of trauma. 
She is well apart from asthma which is controlled with 
low- dose oral steroids and inhaler therapy. On 
examination, it is noted that she has a decreased range of 
movement and that attempts to move the joint cause 
obvious pain to the patient. Palpable crepitations are also 
felt. An X-ray is requested and is reported as showing 
minimal changes. 
What is the diagnosis? 



♦ 
♦ 



Dislocation of the glenohumeral joint 
Fracture of the neck of the humerus 
Avascular necrosis of the head of the humerus 
Rotator cuff tendonitis 
Osteoarthritis of the shoulder joint 
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Avascular necrosis of the head of the humerus 

Avascular necrosis is a pathological process that 
results from interruption of the blood supply to bone. 
The condition can present with non-specific 
symptoms and signs. Ultimately, the main 
presentation is with pain and limitation of movement, 
although the pain is poorly localised. Both night and 
rest pain are present and worsened with activity. Two 
forms of the condition exist — a traumatic form and 
an atraumatic form. The traumatic form occurs in 
nearly all fractures of the anatomic neck as well as in 
fractures or dislocations of the humeral head. There 
are multiple risk factors associated with the 
atraumatic form, including steroid use, alcohol use, 
haemoglobinopathies, coagulopathies and connective 
tissue disorders. The mainstay of treatment is the 
removal of the causative agent, if possible, with non- 
surgical options often being more successful in cases 
of avascular necrosis of the shoulder because the 
shoulder is a non-weight-bearing joint. 
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A 38-year-old male postgraduate student from Hong 
Kong presents to his GP complaining of sudden-onset 
left ear pain with an inability to sleep on the affected 
side. He reports that he is feeling very low since he has 
had a number of health problems since coming to this 
country 6 months ago. On further questioning, he admits 
to having general aches and pains, including pains in 
various joints over this time. He reports that both his 
eyes are red all the time but anti-allergy drops bought 
from the chemist have had no effect. He has also had a 
couple of nose bleeds which is a first for him and which 
he blames on the increased pollution in the air, which he 
also feels is responsible for the hoarseness in his voice. 
He denies any known medical problems and, apart from 
analgesics, he is not on any regular medication. Positive 
findings on clinical examination include left auricular 
chondritis, bilateral eyelid oedema and bilateral mild 
episcleritis, tenderness to palpation over the anterior 
trachea and pain on palpation over the costochondral 
joints. The GP orders some blood tests and X-rays, 
including rheumatoid factor, which is negative. 
What is the most likely diagnosis? 



Relapsing polychondritis 
Reiter's syndrome 
Wegener's granulomatosis 
Cogan's syndrome 
Polyarteritis nodosa 
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Relapsing polychondritis 

Relapsing polychondritis (RP) is an inflammatory 
condition that involves cartilaginous structures, 
predominantly those of the pinna, nasal septum and 
larynx. There is no gender difference in the 
distribution of the disease, and although it can occur 
at any age, it is most common in the fifth decade. The 
patient's reported symptoms depend on the area of 
the body affected. General symptoms include 
intermittent fever and weight loss, but other more 
specific symptoms include sudden onset of ear pain 
with an inability to sleep on the affected side, 
diminished hearing, monoarthritis or polyarthritis, 
back pain, myalgias, mild epistaxis, saddle-shaped 
nose, redness of the eyes indicative of conjunctivitis, 
episcleritis and/or scleritis, hoarseness of the voice 
and recurrent respiratory infections. There are no 
specific diagnostic laboratory findings in patients 
with RP but the non-specific indicators of 
inflammation (ESR, CRP) are often elevated. No 
specific therapy exists for RP but the goal of 
treatment is to control the patient's symptoms and to 
preserve the integrity of the affected cartilaginous 
structures. The mainstay of treatment is systemic 
corticosteroids. It is important in these patients to 
investigate for the presence of other concurrent 
autoimmune diseases. 
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A 30-year-old woman complains of pain in the right 
ankle for the past 3 weeks. Two or three days later, she 
notices that the ankle is also swollen. A week later, this 
is followed by pain and swelling in both knees. Her 
general practitioner (GP) started diclofenac 50 mg three 
times daily, which alleviated the pain to some extent. 
She further remembers having loose bowel movements 
for a few days about 10 days prior to the onset of joint 
symptoms. She informs you that she sometimes develops 
loose bowel movements after a takeaway. Medications 
other than nonsteroidal anti- inflammatory drugs 
(NSAIDs) include paracetamol, which she takes for 
intermittent backache, and salbutamol and 
beclometasone inhalers for bronchial asthma. 

What is the most likely diagnosis? 



♦ 



♦ 






Ankylosing spondylitis (AS) 

Reactive arthritis 

Septic arthritis 

Gout 

Enteropathic arthritis 
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Reactive arthritis 

Asymmetrical arthritis predominantly involving 
large joints in lower extremities is suggestive of the 
seronegative spondyloarthropathy type of arthritis. 
Reactive arthritis is most likely, with the preceding 
history of diarrhoea. Reactive arthritis is aseptic 
inflammatory arthritis, usually triggered by 
chlamydial urethritis or cervicitis or enteric infection 
with Salmonella, Shigella, Campylobacter or Yersinia 
in a genetically susceptible individual. HLA B27 is 
the major currently known genetic risk factor. The 
arthritis usually resolves in 3 months but can recur 
or become chronic. For this to be deemed 
enteropathic arthritis, the history would need to be 
much more suggestive of inflammatory bowel disease, 
with a prolonged history of diarrhoeal illness. AS is 
unlikely, due to the very short history. 
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A 30 -year-old African woman complains that she is 
unable to completely straighten her right ankle and has 
difficulty walking. Her husband was a lorry driver in 
Southern Africa who died of HIV and she is visiting her 
sister in England. She is unable to indicate the onset of 
the ankle problems, and she does not remember injuring 
the joint. She is experiencing difficulty in 
walking. Examination reveals a grossly deformed right 
ankle. There is gross bony swelling around the ankle but 
no tenderness, crepitus is felt on passive movement of 
the joint. You have ordered an X-ray of the right ankle 
and are awaiting the results. 

The most likely diagnosis is: 

Septic arthritis 

Osteoarthritis 
>•» 

Rheumatoid arthritis (RA) 
Charcot's (neuropathic) joint 
Pyrophosphate arthropathy 
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Charcot's (neuropathic) joint 

Individuals lacking sensation in a joint are 
predisposed to developing severe damage to that 
joint. Diagnosis is suggested by severe joint 
destruction with minimal symptoms and surprisingly 
normal joint movements. First described in 1868 by 
Charcot in a patient with syphilis, but also seen in 
syringomyelia, diabetic neuropathy, spinal cord and 
peripheral nerve injury, leprosy, multiple sclerosis 
and meningomyelocele. Tabes dorsalis affects large 
joints of lower extremities, whereas syringomyelia 
affects large joints of upper extremities and diabetes 
affects the foot. The suspicion here is of chronic 
syphilis infection 



No.: 29 






A 34-year-old right-handed woman complains of pain in 
her right wrist for 3 months. Recently she has also noted 
some pain in her left wrist, although of much less 
severity. She works at a till in a superstore and has been 
finding it difficult to continue with her job. The 
examination reveals a localised swelling and tenderness 
over the dorsum of the right wrist and mild tenderness in 
the left wrist particularly over the radial aspect. The 
hematology and biochemistry blood tests are returned as 
normal. 

Which of the following is the most likely diagnosis? 

De Quervain's tenosynovitis 
Intersection syndrome 
Wrist synovitis 
Ganglion 
Trigger thumb 
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De Quervain's tenosynovitis 

De Quervain's tenosynovitis refers to inflammation 
of the abductor pollicis longus tendon at the wrist 
joint. It is best diagnosed by inspecting the wrist from 
the radial side, with the palms together. It is then 
seen as a unilateral swelling, extending from the first 
carpometacarpal joint proximaUy. The diagnosis is 
confirmed by Finkelstein's test. In this test, the 
patient is asked to bring the thumb across the palm 
and clasp the fingers around it. The examiner then 
pulls it in the ulnar direction, which elicits a sharp 
pain This condition is commonly caused by 
occupational or avocational repetitive movement of 
the thumb, but has also been associated with RA, 
psoriatic arthritis, direct trauma, pregnancy, and the 
post-partum period. 
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A 30 -year-old woman complains of severe headache, 
mainly in the occipital region, as well as irritability, low 
mood and lack of energy. Her husband informs you that 
he has noted her to be withdrawn and short tempered. 
She also gives a history of a recent increase in hair loss, 
and joint pains, predominantly in the wrist and knees. 
She has had amenorrhoea for the last 3 months. She 
works as a secretary, and is now finding it extremely 
difficult to cope with her work and household activities. 
She and her husband are requesting sick leave. 

On examination, she looks unwell. Her temperature is 
38°C, she is pale and there is an erythematous rash on 
her face. Joint examination is remarkable for tenderness 
in the wrists and knees, but no swelling. Cardiovascular, 
Respiratory and abdominal examination are unrevealing. 
Neurological examination does not show focal 
neurologic signs or neck stiffness. 

Laboratory results were returned as fo llows : 



Hb 


9.7 g/dl 


WBC 


3.8x10 71 


Neutrophils 


2.1x10 71 


Lymphocytes 


0.8x10 71 


PLT 


88 x 10 71 


ESR 


88mm/l st hr 


CRP 


8mg/l 


AST 


44 IU/1 


ALK-P 


156IU/1 


ALT 


50 IU/1 


ANA 


positive 


DNA and ENA 


awaited 


Urine dipstick 


protein+ 



What is the most likely clinical problem that may 
explain the above? 

Neuropsychiatric lupus 






Viral meningitis 
Lupus glomerulonephritis 
Antiphospholipid antibody syndrome 
Cranial angitis 
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Neuropsychiatric lupus 

The above clinical findings and investigation results 
are suggestive of systemic lupus erythematosus 
(SLE). However, the symptoms of headache and 
mood changes point towards the possibility of 
neuropsychiatric lupus. Features of neurological 
disease in lupus range from the common, relatively 
harmless migraine headache, to major psychotic 
episodes and grand mal seizures, recognised in some 
lupus patients. 

Lupus glomerulonephritis cannot be completely 
excluded but active urinary sediment with 
proteinuria of ++ on dipstick will be more suggestive. 
Antiphospholipid antibody syndrome (APS) is 
unlikely even though the patient has 
thrombocytopenia; lymphocytosis rather than 
lymphopenia would be more consistent with APS. 
Amenorrhoea is frequently associated with 
neuropsychiatric lupus, this may be due to 
interference with gonadotrophs release or due to 
associated autoimmune ovarian failure. 



,j 
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A 20 -year-old man presents with a history of intermittent 
fever for 1 month, accompanied by chest pain, which is 
worse on lying down. He has recently also noticed pain 
in the joints of his hands and feet. He is febrile, with a 
temperature of 39°C. His pulse is 98/min and his blood 
pressure is 110/70 mmHg. The positive findings on 
examination are enlarged anterior cervical lymph nodes, 
pericardial rub, mild hepatomegaly and synovitis of the 
proximal interphalangeal (PIP) and wrist joints. 

Investigations show the following: 



Hb 


10.5 g/dl 


WBC 


20 x 10 9 /l 


PLT 


540x1071 


ESR 


110mm/l st hr 


CRP 


246 mg/1 


ALT 


69 IU/1 


ALK-P 


246 IU/1 


Ferritin 


4567 ug/1 (normal range 14 - 
200 u/1) 


CXR 


cardiomegaly 


2-D 
echocardiogram 


pericardial effusion 


MSU and blood 
culture 


negative 


ANA, RF, ANCA 


all negative 


CT abdomen 


hepatos pi enomegaly 



Which of the following is most likely diagnosis? 



• 



SLE 

Mixed connective tissue disease (MCTD) 

Undifferentiated connective tissue disease (UCTD) 

RA 

Adult-onset Still's disease 



No.: 31 

Adult-onset Still's disease 

Clinical features of adult-onset Still's disease include 
arthralgia or arthritis; a high fever (> 39°C), 
especially in the afternoon and evening; fleeting 
salmon-pink maculo papular rash which is most 
prominent with fever; serositis; anaemia; elevated 
acute phase reactants; and evidence of 
reticuloendothelial activation. In between the febrile 
episodes the patient feels rather well. 

The laboratory investigations commonly reveal 
leucocytosis, thrombocytosis, raised serum ferritin 
and an elevated erythrocyte sedimentation rate and 
C-reactive protein. Autoantibodies are negative. 
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A 26-year-old woman known to have lupus since the age 
of 19 presents in clinic with right groin pain. This started 
4 months ago and has been progressively getting worse. 
The pain is present all the time and increases further on 
weight bearing. She walks with a limp. The range of 
movements at both hips is painful and restricted, right 
much more than left. Her medications include 
prednisolone 5 mg daily, azathioprine 125 mg daily, 
Adcal-D3® 1 tab twice daily and co-codamol. 

Blood investigations show the following: 



Hb 


10.2 g/dl 


WBC 


4.2xl0 9 /l 


PLT 


123 x 1071 


Neutrophils 


2.8xl0 9 /l 


Lymphocytes 


0.9x1071 


ESR 


45 mm/ 1 st hour 


CRP 


4mg/l 


AST 


33 IU/1 


Creatinine 


84 mmol/1 


Urine dipstick 


no abnormality 



You order an urgent X-ray of the hips. 

What is the most likely diagnosis? 

Osteoarthritis of the hips 






♦ 



Trochanteric bursitis 
Avascular necrosis of the hips 
RA of the hips 
Sacroilitis 
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Avascular necrosis of the hips 

Deprivation of blood supply to the cortex and 
medulla results in marrow cell death and causes 
avascular necrosis. The common causes are lupus, 
high-dose corticosteroid therapy, anti phospholipid 
antibody syndrome, sickle cell disease, alcoholism, 
Caisson's disease and Gaucher' s disease. In lupus, 
femoral head affection is the most common and in 
90% of cases progresses to involve the opposite side 
by the end of 1 year. The pain is often most severe 
and recalcitrant with poor response to analgesic and 
anti-inflammatory medications. CRP and ESR may 
show mild/moderate elevation in this condition, or 
may be normal as in the case described here. Indeed 
no particular blood parameter is useful for diagnosis 
or assessing prognosis of this condition. Plain X-ray 
characteristically shows irregular contouring of the 
femoral head, although it may appear normal in the 
early phase. Conservative treatment involves non- 
weight bearing to prevent the collapse of the femoral 
head and secondary osteoarthritis. Depending on the 
stage of the disease, surgical options include core 
decompression or replacement of the femoral head. 
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A 58-year-old male patient with well controlled RA 
reminds you of his scheduled right knee replacement 
surgery in 6 weeks time. His medications include 
etanercept 25 mg sub cutaneous ly twice a week, 
prednisolone 5 mg per day and co-codamol tablets. 

What advice regarding his medication should be 
given prior to surgery? 

Stop etanercept 4-6 weeks prior to surgery 
*»» 

Stop etanercept 2-4 weeks prior to surgery 

Stop both etanercept and prednisolone 2-4 weeks 
prior to surgery 



♦ 



Keep the medications unchanged 
Double the dose of etanercept 
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Stop etanercept 2-4 weeks prior to surgery 

Updated British Society for Rheumatology (BSR) 
guidelines (January 2005) for prescribing tumour 
necrosis factor (TNF-a) blockers in adults with RA 
recommend withholding etanercept and other TNF- 
blockers (infliximab and adalimumab) for 2-4 weeks 
prior to a major surgical procedure. Stopping earlier 
may lead to disease flare and thus interfere with the 
surgery. Treatment may be restarted postoperatively 
if there is no evidence of infection and once wound 
healing is satisfactory. Small-dose prednisolone is 
safe. It doesn't increase the risk of infection or 
interfere with wound healing and therefore need not 
be stopped. However, care must be taken to 
administer 50-100 mg hydrocortisone perioperatively 
so as to meet with increased demands during the 
stress of major surgery. 



No.: 34 

The dual X-ray bone absorptiometry (DXA) scan results 
of a 60-year-old man with RA being treated with 
prednisolone 7.5 mg per day and methotrexate 10 mg per 
week show T scores of -1.6 at spine and - 1.8 at hips. 

Which of the following is the optiomal therapy for 
her? 






Calcium and vitamin D alone 

Parathyroid hormone with calcium supplementation 

Alendronate with calcium supplementation 

Strontium 

No change in therapy 
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Alendronate with calcium supplementation 

A T score of less than -2.5 at hip or spine is indicative 
of osteoporosis. However, in patients on steroid 
therapy, a score of -1.5 is taken as a cut-off value to 
start osteoporosis therapy. Use of bisphosphonates 
(alendronate and risedronate) has been shown to be 
associated with a reduced risk of fractures. 
Bisphosphonates are most commonly used first-line 
agents for the treatment of osteoporosis. Calcium and 
vitamin D alone are not sufficient in reducing the risk 
of fractures, although they do offer some benefit. 
They may be given concomitantly with 
bisphosphonates. Strontium and parathyroid 
hormone are used in case of intolerance or lack of 
response to bisphosphonates. 
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A 71 -year-old woman who has had RA since the age of 
50, being treated with 12.5 mg methotrexate per week, 
informs you that she has recently had three courses of 
antibiotics for feeling unwell and recurrent upper - 
respiratory tract infections. Examination reveals 
rheumatoid nodules over the extensor aspect of both the 
elbows, swelling and tenderness in occasional PIP and 
metacarpophalangeal (MCP) joints, and bilaterally 
replaced knee joints. Her chest is clear and 
cardiovascular system examination is unremarkable. Her 
abdominal examination shows mild splenomegaly. 

The investigations show the following: 



Hb 


10.1 g/dl 


WBC 


3.2xl0 9 /l 


Neutrophils 


1.9x1071 


Lymphocytes 


0.9xl0 9 /l 


Eosinophils 


0.1xl0 9 /l 


Monocytes 


0.3 x 1071 


ESR 


88mm/l st hour 


Rheumatoid factor (RF) 


positive 


Antinuclear antibody (ANA) 


positive 



The most likely diagnosis is: 



♦ 



♦ 



Lymphoma 
Felty's syndrome 
Methotrexate-induced leucopenia 
Rheumatoid lung 
SLE 



•A 
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Felty's syndrome 

Felty's syndrome usually occurs in patients with long- 
standing seropositive RA. Two -thirds of the patients 
are females. The clinical features include RA, 
leucopenia, lymphadenopathy and splenomegaly. Leg 
ulcers, recurrent infections and episcleritis may be 
present. Treatment includes splenectomy, disease- 
modifying anti-rheumatic drugs (DMARDs) 
including in severe disease use of cyclophosphamide, 
and colony stimulating factor to stimulate production 
of granulocytes. ANA is positive in more than 90% of 
patients with Felty's. Therefore positive ANA does 
not indicate lupus in this case. 



"'J, 
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You are seeing a 21 -year-old young man with history of 
inflammatory back pain for the past 3 years. You make a 
presumptive diagnosis of Ankylosing Spondylitis (AS). 
You order an X-ray of the lumbosacral spine, sacroiliac 
joints and HLA B27. 

Which of the following statements is correct with 
regard to HLA B27? 

It can be used as screening test for AS in the general 
population 

The likelihood of a positiv etest depends on the 
racial and ethnic background of the patient 

The test helps distinguish AS from other 
spondyloarthropathies 

HLA B27 has been included as one of the diagnostic 
criteria for AS 

Acute anterior uveitis is relatively more common in 
B27 negative than B27 positive patients 
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The likelihood of a positiv etest depends on the racial 
and ethnic background of the patient 

The sensitivity and specificity of the test depend on 
the racial and ethnic background of the patient. The 
prevalence of HLA B27 varies in different ethnic 
groups and races. limits have been shown to have the 
highest frequency of the gene (25-40%) with an 
overall prevalence of spondyloarthropathies between 
2-4 %. HLA B27 frequency is only 8-9% in people 
from Holland and Germany. Accordingly, the 
prevalence of spondyloarthropathies (2%) also is 
lower than in Eskimos. 

Most AS patients do not need HLA B 27 testing as 
diagnosis is based on clinical and radiological 
features. Acute anterior uveitis is more common in 
B27 positive than B27 negative patients. 



•A 
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A 32-year-old woman presents with a history of pain and 
swelling accompanied by early morning stiffness of 30 
minutes affecting her hands and feet. She had been fit 
and healthy until the onset of joint symptoms 10 weeks 
ago. The findings of examination of her hands are shown 
in the figure below. 




Investigations showed the following: 




Hb 


12.1 g/dl 




WBC 


10.5 x 10 9 /1 




PLT 


450 x 1071 




ESR 


67mm/l st hour 




CRP 


45mg/l 




AST 


33 IU/1 




ALK-P 


313IU/1 





You order an autoantibody screen and X-ray of the 
hands and feet. 

What is the most likely diagnosis? 

Early RA 

Recurrent symmetrical seronegative arthritis with 
pitting oedema (RS3PE) 

Early scleroderma 



♦ 



Osteoarthritis 

Reflex sympathetic dystrophy syndrome (RSDS) 
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Early RA 

Symmetric involvement of the hands is the hallmark 
of RA. In early disease, there may be swelling of the 
wrists, MCP or PIP joints, but no deformity. The 
above symptoms and signs in association with an 
acute phase response are strongly suggestive of early 
RA in this patient. Treatment includes early 
aggressive DMARD therapy, analgesics and anti- 
inflammatories, a physiotherapy and occupational 
therapy assessment, and education on RA as well as 
on side effects and the monitoring of DMARDs. 

The syndrome of recurrent symmetrical seronegative 
arthritis with pitting oedema (RS3PE) was described 
in the late 1980s. In addition to the isolated or "pure" 
type which probably forms part of the clinical 
spectrum of polymyalgia rheumatica, inflammatory 
swelling with pitting oedema of the dorsum of the 
hands and/or feet can be observed in different 
inflammatory rheumatic diseases as well as in 
haematological and solid malignancies. Serological 
testing is typically negative except for a mild to 
moderate elevation of the erythrocyte sedimentation 
rate. Presentation is most often in elderly patients, 
males more often than females and as such this is less 
likely than RA to be the diagnosis here. 

Reflex sympathetic dystrophy syndrome (RSDS) 
commonly involves only one extremity, presenting 
with pain, swelling, redness and impaired function, 
usually in the context of preceding trauma or 
surgery. 
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You have been asked to review a 56-year-old woman 
who has been admitted with a history of feeling unwell 
for the past 2 months. On further questioning, she admits 
having discoloration of the fingers and hands, loss of 
appetite and weight, joint pains and difficulty in 
mobilising. On examination, you notice a facial rash, 
rash on the hands (as shown in Figure 2 below), 
tenderness over the wrists and knees, crackles over both 
lung bases and generalised muscle weakness. Results of 
investigations are awaited. 




What are the underlying features on examination of 
this patient's hands? 






Raynaud's phenomenon 
Tinea infection 
Contact dermatitis 
Gottron's papules 
Scabies 



•A 
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Gottron's papules 

The slide shows the typical appearance of 
dermatomyositis, with thickened patches on the 
dorsal surface of the knuckles. The above clinical 
picture with findings of Gottron's papules is 
suggestive of dermatomyositis (skin + muscle 
involvement) rather than polymyositis. Heliotrope 
rash (periorbital lilac-coloured rash) is the 
characteristic facial rash of dermatomyositis. The 
word is derived from the name of a flower. 

It is recommended that all adult patients with 
dermatomyositis should be screened for underlying 
malignancy with ultrasound abdomen (plus pelvis in 
women), prostate-specific antigen (PSA) in men and 
CT- chest. 
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A 62-year-old woman who has had RA for the past 1 8 
years comes to clinic for her annual follow-up 
appointment. Her arthritis has been stable. She is coping 
reasonably well. Her medications include methotrexate 
12.5 mg/week, folic acid 10 mg/week and co-codamol as 
required. The findings of examination of her hands are 
shown in Figure 3 below. The joint examination in the 
lower extremities reveals valgus deformities of both 
knees and bilaterally pronated feet. The laboratory 
results are unremarkable. 




Which of the following deformities does the patient 
have? 






(? 



Boutonniere deformity 
Swan neck deformity 
Claw hand 

Dupuytren's contracture 
Ulnar drift 
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Swan neck deformity 

Boutonniere, swan neck and Z-deformities are all 
features of advanced RA. The finger swan neck 
deformity consists of hyperextension of the PIP joint 
and palmar flexion of the distal interphalangeal 
(DIP) joint. It is caused by joint swelling and 
associated tenosynovitis with subsequent contracture 
of intrinsic (lumbricals and interosseous) hand 
muscles. In early disease, the deformity can be 
passively corrected. The reverse, i.e. hyperextension 
at DIP and flexion at PIP, results in 'boutonniere' 
finger deformity. Another deformity which may be 
seen in RA patients is Z-deformity, consisting of 
flexion of the MCP joint and hyperextension of the IP 
joint. 
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You are intrigued by a skin lesion on the hands of a 47- 
year-old woman who has accompanied her daughter 
(who is having joint pains) to your clinic. The clinical 
appearance is shown below. The woman informs you 
that the rash has been present for 2-3 years. She denies 
any other similar lesions or functional impairment due to 
this. Her general health remains good. 




Which of the following is the most likely diagnosis? 



♦ 
♦ 



Tinea infection 

Lichen sclerosus et atrophicus 

Morphea 

Leprosy 

Vitiligo 



•A 
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Morphea 

Morphea is a form of localised scleroderma that may 
be circumscribed or generalised. In circumscribed 
morphea, there may be just one or two lesions with 
no generalised spread. The changes often begin with 
small, violaceous, or erythematous skin lesions, which 
enlarge and progress to firm 'hidebound' skin with a 
variable degree of hypo- or hyperpigmentation. 
These lesions eventually settle into a waxy, white 
appearance with subsequent atrophy. Lesions vary in 
diameter between 1 and 10 cm. The condition 
generally resolves within 3-5 years, although 
sometimes a patch may persist for over 25 years. 

Auto-antibodies such as anti-nuclear antibody (ANA) 
are only rarely positive in localised forms of 
scleroderma, as against systemic subtypes where a 
positive ANA is one of the hallmarks of the disease. 
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A 60-year-old woman presents with a 1-year history of 
progressive pain and stiffness involving the small joints 
of her hands and knees. She has xanthelasmas in the 
periorbital areas and nodules over the hands as shown 
below. There is tenderness over the DIP and PIP joints, 
with mild instability at the occasional PIP joints. Her 
knees are tender and crepitus is palpable bilaterally. The 
X-ray of the hands shows the preservation of the DIP 
joint space with erosions having clear margins. 








Which of the following is the most likely diagnosis? 






Rheumatoid nodules 
Methotrexate-induced nodules 
Multicentric reticulohistiocytosis 
Xanthomas 
Molluscum contagiosum 
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Multicentric reticulohistiocytosis 

The characteristic nail fold nodules of multicentric 
reticulohistiocytosis have the appearance of 'coral 
beads'. Nodules may be numerous, may grow to as 
large as 2 cm, and may involve mucosal surfaces. 
Hand radiograph shows erosive changes in multiple 
joints. Distal interphalangeal erosions are 
characteristic and may lead to pseudo-widening of 
the joint spaces. 

Multicentric reticulohistiocytosis is a rare non- 
Langherhan's cell histiocytosis with skin and joint 
involvement. Nearly all organs can be involved. 
Association with cancer occurs in about 25% of cases. 
Association with autoimmune diseases has also been 
recorded. Microscopic examination shows a 
histiocytic nodular infiltrate made of giant cells with 
ground-glass appearance and periodic acid-schiff 
(PAS) positive cytoplasm. 
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You review a 67-year-old man who has been previously 
given a diagnosis of osteoarthritis. He presents with 
acute on chronic pain in his first metatarsophalangeal 
(MTP) joint. He has a past history of hypertension for 
which he takes bendroflumethiazide 5 mg per day. On 
examination the joint is hot and red and has a knobbly 
appearance. X-ray reveals a number of punched out bony 
cysts on X-ray. 

Which of the following is the most appropriate long- 
term management for this patient? 



♦ 



♦ 



Start allopurinol 
Start ibuprofen 



Stop bendroflumethiazide and substitute a calcium 
antagonist 

Start flucloxacillin 

Advise dietary restriction of rich foods 
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Stop bendroflumethiazide and substitute a calcium 
antagonist 

This patient has chronic tophaceous gout, which is 
usually associated with chronic renal impairment or 
long-term use of diuretic therapy. Deposits of sodium 
urate occur in skin and around joints, larger deposits 
are unsightly and may ulcerate. Whenever possible, 
where the condition is associated with diuretic use, 
the diuretics should be substituted for another 
medication. In this case ibuprofen may be used to get 
over the acute attack but should be avoided in the 
long term. 
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You review a 62-year-old woman who has severe 
rheumatoid arthritis. She takes regular non-steroidal anti- 
inflammatory agents, and you have recently had to 
withdraw methotrexate from her regime due to toxicity. 
You elect to begin a trial of etanercept. 
What is the mode of action of etanercept? 






It is a TNF-a antagonist 
It is a TNF-a agonist 
It is an IL-4 agonist 
It is an IL-4 antagonist 
It is an IL-6 antagonist 
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It is a TNF-a antagonist 

Etanercept is a competitive inhibitor of binding of 
tumour necrosis factor (TNF) to cell surface 
receptors. Etanercept may also modulate biologic 
responses controlled by additional downstream 
molecules (eg cytokines, adhesion molecules, or 
proteinases) that are induced or regulated by TNF. 
TNF is a dominant cytokine involved in the 
pathogenesis of both rheumatoid arthritis and plaque 
psoriasis. Side-effects include allergic reactions and 
itching at the site of injection, transient fever, and 
symptoms of upper respiratory tract infection soon 
after injection. Full anaphylactic type reactions are 
thankfully much rarer. Etanercept is indicated for 
the treatment of rheumatoid arthritis either alone or 
in combination with methotrexate. 
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A 72-year-old man presents to the A&E department 
complaining of a 2-day history of a swollen tender right 
calf. He had noticed some aching behind his knee prior 
to the onset of these symptoms and had even thought that 
there had been a lump behind his right knee but this is no 
longer present. He is otherwise fit and well and is not on 
any medications except over the counter multivitamins. 
Examination confirms the presence of a swollen tender 
warm right calf No neurological abnormality was seen 
on examination of the legs. The foot pulses were present. 
The remainder of the general examination was normal. 
The casualty officer arranges for the patient to have an 
urgent Doppler ultrasound and the report states that the 
vascular lumen was compressible. Based on the casualty 
officer's suspicions, the patient then undergoes a contrast 
arthrogram of the right knee which shows contrast 
medium in the soft tissues of the calf. 
Which of the following medical conditions is NOT 
associated with the underlying diagnosis in this case? 






Gout 

Pseudogout 

Systemic lupus erythematosus 

Tuberculosis 

Hypothyroidism 



•A 
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Pseudogout 

A Baker cyst (popliteal cyst) is the most common 
mass in the popliteal fossa. Since the cyst is an 
extension from the knee joint, it is lined by synovium. 
Ultrasonography is the imaging technique of choice 
in the evaluation of a popliteal mass, but using this 
technique it may be difficult to show a true 
connection with the joint space to establish a 
definitive diagnosis of popliteal cyst. The most 
common complication is rupture or dissection of fluid 
into the adjacent proximal gastrocnemius muscle 
belly which results in a syndrome mimicking the 
symptoms of a deep vein thrombosis. Doppler 
ultrasonography will, however, show the vascular 
lumen to be compressible (the lumen is not 
compressible in deep vein thrombosis due to the 
presence of the thrombus). Medical conditions 
associated with popliteal cysts, in descending order of 
frequency, are as follows: 



Arthritides 

Osteoarthritis 

Rheumatoid arthritis 

Juvenile arthritis 

Gout 

Reiter's syndrome 

Psoriasis 

Systemic lupus erythematosus 

Internal derangement (meniscal tears, 

anterior cruciate ligamaent (ACL) tears, 

osteochondral fractures) 

Infection (septic arthritis, tuberculosis) 

Chronic dialysis 

Haemophilia 

Hypothyroidism 

Pigmented villonodular synovitis 

Sarcoidosis 
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A 22-year-old lady presents with a 3 -day history of right 
knee and left middle finger pain and swelling. She has 
no previous history of joint problems. On systematic 
enquiry she denies any recent infection. On examination 
she is pyrexial with a temperature of 38.7 °C, and a 
tachycardia of 1 10 beats/min. She is noted to have small 
pustules on the sides of some fingers, and a diffusely red 
swollen painful middle finger that she cannot flex. She 
also has pitting in some nails with hypertrophic plaques 
of scaling skin on both knees. She has a similar lesion in 
her scalp behind the right ear. Her right knee is red and 
hot and very painful and held in slight flexion. She 
resists any movement of it. General medical examination 
is otherwise unremarkable. 

The most likely diagnosis is: 

Psoriatic arthritis 






♦ 



Reactive arthritis 

Rheumatoid arthritis 

Septic arthritis 

Mixed connective tissue disease 



No.: 45 
Septic arthritis 

This is all suggestive of disseminated gonococcal 
infection Although the patient has what sounds like 
psoriasis, the presentation is too dramatic for 
psoriatic arthritis. Reactive arthritis is a diagnosis of 
exclusion, and there is nothing in the recent history to 
support this, although the scaling skin on her knees 
and nail pitting is suggestive of psoriasis. The 
presentation is totally uncharacteristic of rheumatoid 
arthritis, and mixed connective tissue disease is just a 
red herring. Immunocompetent individuals can fall 
foul of disseminated gonococcus, and present with an 
oligoarthritis. Women are more prone to this than 
men, as the symptoms of urethritis might not be so 
dramatic. She is systemically unwell. The pustules on 
her fingers should be ruptured and swabbed as they 
may grow gonococcus. She needs blood cultures and 
aspiration of the knee and finger if there is fluctuance 
that can be needled. She requires appropriate 
intravenous antibiotics (usually ceftriaxone but local 
microbiological advice would be essential) quickly as 
disseminated gonococcus can kill. 






No.: 46 

A 47-year-old patient presents with a 5 -month history of 
an insidious onset of polyarthralgias predominantly 
affecting the hands and feet. The joints can swell at 
times and are stiff in a morning. The duration of the 
stiffness is variable but can last for 2 h. She has had 
limited response to diclofenac. Systematic enquiry is 
unremarkable. Examination reveals tender swelling of 
the metacarpophalangeal joints of both hands, and 
tenderness on squeezing the metatarsophalangeal joints. 
The rest of the examination is unremarkable. 

Which of the following tests will be diagnostically 
most informative? 






♦ 



Rheumatoid factor 
Hand and feet X-rays 
Erythrocyte sedimentation rate 
C-reactive protein 
Anti -nuclear antibodies 
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Hand and feet X-rays 

The most likely diagnosis is rheumatoid arthritis. In 
the early stages of an insidious onset of the disease, 
the acute phase markers (erythrocyte sedimentation 
rate (ESR) and C-reactive protein (CRP)) are often 
normal, particularly when small joints are involved. 
Rheumatoid factor is only positive in 60-70% of 
patients, and anti-nuclear antibodies in even less. By 
this stage of symptoms the patient will have 
developed periarticular osteopaenia on X-rays at the 
very least, and may well have marginal erosions at 
affected joints. Foot joints are often radiologically 
affected before hand joints. In summary, at this 
stage, the most likely abnormalities on the list that 
will help with a diagnosis are the X-rays. Anti- 
citrullinated antibodies have recently become 
available and add to both the sensitivity with respect 
to diagnosis of rheumatoid arthritis, and are 
associated with more severe disease. 
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A 62-year-old lady has attended the emergency 
department with several days of shoulder weakness and 
pain. There are no abnormalities on plain X-rays but the 
emergency department doctor was concerned about a 
purplish discolouration around the eyes and prominent 
nail fold telangiectasia which the patient has not really 
noticed before. 

Which of the following would you do next in this 
patient? 



♦ 



Serum creatine kinase 

Serum erythrocyte sedimentation rate 

Analgesia and physiotherapy 

Prednisolone 1 mg/kg/day 

Look for clinical signs of underlying malignancy 



: 
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Look for clinical signs of underlying malignancy 

This patient has features consistent with 
deimatoinyositis. Polymyositis causes a symmetrical 
proximal muscle weakness and skin signs of 
dermatomyositis include macular shawl sign rash 
over the back and shoulders, heliotrope rash on 
cheeks and eyelids, nail-fold erythema and Gottron's 
papules (rough papules on extensor surfaces of the 
phalanges are pathognomonic if there is a history of 
weakness and elevated creatine kinase (CK)). Serum 
CK and alanine aminotransferase (ALT) are 
elevated. Anti jo-1 and anti Mi-2 are associated. 
Erythrocyte sedimentation rate (ESR) may be normal 
despite high disease activity. In older patients (>40 
years) there is an increased risk of malignancy which 
must be extensively sought. Thorough clinical 
examination to include per rectum, breasts and pelvis 
(in females) is a good way to start. Baseline 
investigations include routine bloods, chest X-ray, 
ultrasound scan of the abdomen/pelvis, 
mammography, prostate-specific antigen (PSA) 
(men). Rest and steroids help control symptoms; seek 
specialist advice as imunosuppressants ( e.g. 
methotrexate and azathioprine) are sometimes used 
early on 
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A 30 -year-old lady with a history of systemic lupus 
erythematosus presents with a 3 -day history of cough 
and pleuritic chest pain. She also feels generally 
lethargic and unwell. She currently takes 
hydroxychloroquine 200 mg od for her lupus and was 
recently started on phenytoin after two seizures. 

Her blood results are as follows: 



Haemoglobin (Hb) 


11.3 g/dl 


White cell count 
(WCC) 


13.5 x 1071 


Platelets 


233 x 10 9 /1 


Erythrocyte 
sedimentation rate 
(ESR) 


54mm/h 


C-reactive protein 


63 mmol/1 


Na + 


137 mmol/1 


r 


3.8 mmol/1 


Creatinine 


76 mmol/1 


Urea 


6.7 mmol/1 


Antinuclear antibodies 


+ve 


Anti-DNA 


+ve both 
low titres 


Anti -hist one antibody 


-ve 



What is the treatment of choice? 






• 



Stop phenytoin 
Start prednisolone 30 mg od 
Start amoxicillin 500 mg tds 
Start ibuprofen 400 mg tds 
Stop hydroxy chol or oquine 
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Start amoxicillin 500 mg tds 

Up to two-thirds of lupus patients will have some 
lung involvement during the course of their disease. 
The most common manifestations are pleuritis and 
pleural effusions. However her titres of antinuclear 
antibodies and anti- DNA are low, suggesting inactive 
lupus. Lupus patients are also more prone to 
infection. If this was simply a flare of her lupus her 
white cell count (and C-reactive protein would not be 
raised. She therefore requires antibiotic treatment. 
Phenytoin can induce a lupus-like syndrome, 
however this is much less common, and her 
antihistone antibodies are negative. 
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You are seeing a 54-year-old woman in clinic. She has 
had rheumatoid arthritis (RA) for the past 4 years and is 
on treatment with methotrexate 20 mg per week. She 
complains of pain in the joints of hands and 
tingling/numbness over the fingers of both hands being 
present for last 6 months. The pain in joints is present all 
the time and is worse in the mornings. The paraesthesia 
occurs intermittently and she at times is woken up from 
sleep due to this. Examination reveals mild swelling and 
tenderness over small joints of hands and wrists. There is 
no motor or sensory deficit on neurological examination. 
Phalen's test however is positive bilaterally. 

Results of blood tests are shown below: 



Haemoglobin (Hb) 


11.4 g/dl 


White blood count (WBC) 


9.6 x 
10 9 /1 


Platelets 


234 x 
10 9 /1 


Erythrocyte sedimentation rate 
(ESR) 


38 mm/hr 


Asapartate transaminase (AST) 


33U/1 



The most appropriate further investigation at this 
stage would be: 

Urgent magnetic resonance (MR) scan of the 
cervical spine 

Routine MR of the cervical spine 

X-ray of the hands 

MR hands 

Electromyogram (EMG)/nerve conduction studies 
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Electromyogram (EMG)/nerve conduction studies 

The patient has carpal tunnel syndrome (CTS) as 
evident by paraesthesia in hands and a positive 
Phalen's sign CTS occurs as a result of compression 
of the median nerve at the wrist and 
characteristically affects the thumb and lateral two 
fingers. It is seen commonly in rheumatoid arthritis 
(RA) most often due to entrapment of the median 
nerve by synovial swelling. Treatment includes using 
resting hand splints, local corticosteroid injection or 
a median nerve release surgery. An electromyogram 
(EMG)/nerve conduction study is useful for 
confirming clinical diagnosis prior to actual surgery. 
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No.: 50 

You are called to see a 6 3 -year-old male in the surgical 
ward, who underwent hernia repair surgery 4 days ago. 
He is complaining of having pain and swelling in the 
right knee for the past 2 days. He describes the pain as 
being severe and similar to previous episodes affecting 
either the knees or toes intermittently. He reminds you 
that the medication he regularly takes for joint pains has 
been discontinued during the present admission. You 
aspirate 10 ml of synovial fluid from his red, swollen 
and tender right knee and examine it under microscope. 

What is the most likely microscopic appearance of 
the joint aspirate fluid? 

Neutrophils and negatively birefringent crystals 

Lymphocytes and negatively birefringent crystals 

Neutrophils and positively birefringent crystals 






Lymphocytes and positively birefringent crystals 
Both negatively and positively birefringent crystals 
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Neutrophils and negatively birefringent crystals 

Neutrophils and negatively charged birefringent 
crystals 

The patient is having an acute attack of gout, 
precipitated by stopping allopurinol and by the stress 
of surgery. The synovial fluid will show an 
abundance of neutrophils and negatively birefringent 
needle-shaped urate crystals. Calcium pyrophosphate 
dehydrogenase (CPPD) crystals seen in pseudogout 
show positive birefringence and are rhomboid 
shaped. 



No.: 51 

A 5 5 -year-old woman with rheumatoid arthritis presents 
for review. She has recently returned from a holiday to 
Spain and complains of a rash on her face and upper 
chest. On examination she has a florid rash on her face; 
the rash on her upper body follows the line of her swim 
suit. Medication includes captopril for hypertension, and 
sulfasalzine for her arthritis. Blood testing reveals 
positive antinuclear antibodies and positive rheumatoid 
factor, positive antihistone antibodies and normal C3/C4 
levels 

Which of the following diagnoses fits best with this 
clinical picture? 



♦ 

♦ 
♦ 



Mixed connective tissue disease 
Flare of rheumatoid arthritis 
Drug-induced lupus 
Systemic lupus erythematosis 
Drug-induced photosensitivity 



No.: 51 

Drug-induced lupus 

Features of drug-induced lupus include average age 
at onset 50-70 years, and equal male and female sex 
ratio. Antihistone antibodies are positive in more 
patients with drug-induced lupus than systemic lupus 
erythematosis, and C3/C4 levels are normal, whereas 
complement levels may be decreased in SLE. The 
commonest drugs associated with drug-induced lupus 
are hydralazine, procainamide, minocycline and 
quinidine, although captopril, sulfasalzine and a 
number of other drugs may be causative agents. 
Treatment involves removal of the offending agent; 
low-dose corticosteroids may speed recovery in 
patients who are slow to improve. 
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A 15 -year-old male presents with 4 days' history of 
fever, lethargy and a generalised macular rash. Before 
the episode, he was well. He had no previous medical 
history or recent illness and there was no recent travel 
abroad. 

On examination, temperature was 38.5 °C, blood 
pressure 125/75 mmHg, pulse of 100/min. The chest was 
clear and there were no heart murmurs on auscultation. 
A widespread non-blanching macular rash is seen over 
the chest and abdomen. There is swelling of the 
interphalangeal joints of both hands and feet with slight 
tenderness. Lymph nodes are palpable on the 
supraclavicular, axillary and inguinal regions. 
Examination of the abdomen also reveals a palpable 
mass on both right and left hypochondrium. 



Investigations reveal: 




Haemoglobin (Hb) 


13.5 g/dl 


White cell count (WCC) 


14.0 x 1071 


Platelets 


380 x 10 9 /1 


Sodium 


145 mmol/1 


Potassium 


4.8mmol/l 


Creatinine 


89 umol/1 


Rheumatoid factor 


Negative 


Antinuclear antibody 


Negative 


Anti-dsDNA 


Negative 


ASO titre 


Not detected 


Electrocardiogram (ECG) 


Sinus rhythm 



What is the most likely underlying diagnosis from the 
choices listed below? 



♦ 



♦ 



Acute rheumatic fever 

Juvenile systemic lupus erythematosus 

Pauciarticular Still's disease 

Reiter's syndrome 

Systemic Still's disease 
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Systemic Still's disease 

Systemic Still's disease and other forms of juvenile 
rheumatoid arthritis (JRA) usually begin before the 
age of 16 years. There are different types of JRA with 
different presenting features. Systemic Still's is 
characterised by systemic features, high fever, rashes, 
generalised lymphadenopathy and splenomegaly with 
minor features of arthritis. 

Systemic features may precede the onset of arthritis. 
Rheumatoid factor and antinuclear antibodies are 
absent. 

In pauciarticular Still's disease, antinuclear 
antibodies are present. Large joints are affected and 
most patients develop classic features of seronegative 
spondylarthritis. 

Treatment is with non-steroidal anti-inflammatory 
drugs (NSAIDs) and the prognosis is better than for 
adult rheumatoid arthritis. 
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A 6 5 -year-old Asian lady was referred to the 
rheumatology clinic with long-standing joint problems. 
She described initial involvement of the small joints of 
the hands, which resolved after a few weeks. Now the 
main joints involved are the wrists, elbows and knees. 
Before she migrated to the UK from Pakistan 2 years 
ago, she had suffered recurrent ear infections and a few 
episodes of nasal septum inflammation. On each episode 
she was treated with antibiotics and analgesia. She has a 
family history of systemic lupus erythematosus and she 
is on amlodipine for hypertension. 
On examination, the wrists and the knees are swollen 
and tender with reduced active and passive movement. 
The nose is saddle- shaped and the right upper ear 
cartilage is red and tender. 



Investigations reveal: 




Haemoglobin (Hb) 


9.5 g/1 


White cell count (WCC) 


11 x 1071 


Erythrocyte sedimentation rate 
(ESR) 


86 mm/h 


Sodium 


146 mmol/1 


Potassium 


3.8 mmol/1 


Urea 


4.6 mmol/1 


Creatinine 


120 umol/1 


Rheumatoid factor 


Negative 


Anti-ds DNA 


Negative 


X-ray of the wrist and knees 


Soft tissue 
swelling 



What is the most likely diagnosis? 

Wegener's granulomatosis 

♦ 



• 



<? 



Relapsing polychondritis 
Mixed connective tissue disorder 
Systemic sclerosis 
Polymyalgia rheumatica 
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Relapsing polychondritis 

Relapsing polychondritis is a disorder that affects, 
cartilaginous and connective tissues causing episodic 
inflammation and destruction. Onset is typically in 
middle age and it occurs in equal frequency in men 
and women. 

The most common symptom is inflammation of the 
external ear and nasal cartilage. It is often associated 
with arthritis involving both small and large joints. 
Characteristic of the disease are bouts of 
inflammation that heals over weeks. Recurrent 
inflammation results in destruction of cartilaginous 
tissue resulting in floppy ears and a saddle nose. 
Biopsy of affected cartilaginous tissue will confirm 
the diagnosis. 
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A 3 5 -year-old Turkish male, was referred to the 
emergency department by his general practitioner with a 
suspected deep vein thrombosis (DVT). He recently 
returned to the UK after a one- year break in Turkey. 
While away he was admitted once to hospital with 
diarrhoea and abdominal pain accompanied by multiple 
painful lesions in his mouth. A colonoscopy was 
performed, but no abnormality was found. 
A few days after discharge from hospital, he presented 
again to the emergency department with an acute red and 
painful eye. He was sent home with eye drops for 
suspected conjunctivitis. 

A few months afterwards, the mouth lesions reappeared, 
but this time with similar lesions on his genitalia. At the 
same time his ankle and wrist joints were swollen and 
painful. The lesions resolved after a few weeks as well 
as the joint problem. 

He has no past medical history. He is heterosexual and 
married with one child. 

On examination, he is pyrexial with a temperature of 38 
°C. The left calf is swollen and tender and there are 
several painful lesions on the extensor surface of both 
legs. The wrists and ankles are swollen and tender and 
there are two well- demarcated ulcers on the roof of his 
mouth that are tender to touch. 



Investigations reveal: 




Rheumatoid factor 


Negative 


Anti-nuclear antibody 


Negative 


Haemoglobin (Hb) 


8.8 g/dl 


White cell count (WCC) 


14 x 1071 


Platelets 


350 x 10 9 /1 


Sodium 


140 mmol/1 


Potassium 


4.8 mmol/1 


Urea 


8.8 mmol/1 


Creatinine 


98 umol/1 


Erythrocyte sedimentation 
rate (ESR) 


120 mm/h 


C-reactive protein (CRP) 


210 g/1 


Doppler ultrasound 


Popliteal deep vein 
thrombosis (DVT) 



What is the most likely underlying diagnosis? 
^» 

Primary syphilis 
Secondary syphilis 






Polyarteritis nodosa 
Behcet's syndrome 
Crohn's colitis 
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Behcet's syndrome 

Behcet's syndrome is characterised by inflammation 
of the small blood vessels leading to recurrent 
ulceration especially in the oral and genital mucosa. 
It persists for many years with characteristic painful 
oral and genital ulcers, uveitis, seronegative arthritis, 
thrombophlebitis, deep vein thrombosis (DVT) and 
erythema nodosum. 

The incidence is higher in Mediterraneans and it 
equally affects both sexes. The most common 
presentation is painful oral aphthous ulcers that are 
often accompanied by genital ulcers. Arthritis is 
asymmetrical affecting large joints. Recurrent 
thrombophlebitis and DVT is also common. The 
pathergy sign is a useful diagnostic sign: this is 
characterised by the formation of erythema and 
pustules around venepuncture sites. 

Steroids and azathioprine are useful in the 
management of the disease. 
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A 5 5 -year-old Asian female presents with 3 -month 
history of difficulty climbing stairs. She also described 
non-specific pain all over her joints, the lower legs and 
upper arms. She has been seeing her general practitioner 
for her symptoms, and several analgesics has been tried, 
but her symptoms are not improving. She is on insulin 
for diabetes and bendroflumethiazide for mild 
hypertension. 

On examination there is slight tenderness on the upper 
arms and the lower legs. Respiratory and cardiovascular 
examinations are normal. 



Investigations reveal: 




Haemoglobin (Hb) 


llg/dl 


White cell count (WCC) 


6.6 x 10 9 /1 


Platelets 


200 x 1071 


Sodium 


135 mmol/1 


Potassium 


3.8 mmol/1 


Creatinine 


102 umol/1 


Calcium 


2.08 mmol/1 


Phosphate 


0.69 mmol/1 


Creatinine kinase 


200 U/l 


Alkaline phosphatase 


150 mmol/1 



X-ray of the lower legs shows coarsened trabecular 
bone, no fracture. 

What diagnosis will you consider the most likely i 
her case? 

Fibromyalgia 

Polymyositis 

Osteoarthritis 

Osteoporosis 

Osteomalacia 



in 
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Osteomalacia 

Osteomalacia results from inadequate mineralisation 
of bone due to deficiency in vitamin D. Inadequate 
sunlight exposure (particularly in some Asian women 
who wear protective long clothing), in combination 
with dietary deficiency is often seen as a cause. Other 
causes of osteomalacia are chronic renal failure, renal 
osteodystrophy, malabsorption and renal tubular 
defects etc. 

Osteomalacia may produce symptoms such as 
skeletal pain and tenderness, proximal muscle 
weakness and spontaneous fractures. 

X-ray of long bone is often normal but may show 
defective mineralisation, with the characteristic 
' Looser' s zone' (pseudofractures). Biochemistry 
shows low calcium, phosphate, vitamin D level and 
raised alkaline phosphatase. 
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A 32-year-old Nigerian female presents to the 
dermatology clinic with 4 months' history of facial rash. 
It started at the bridge of the nose and slowly spread to 
over the face. She has just returned from Nigeria and the 
rash flared up whilst she was there. The rash is non-itchy 
and not painful. She has tried various cosmetic products, 
but none have worked. She also complained that her hair 
has started falling out. She has no past medical history 
and is not on any medication. 

On examination she has a well-defined erythematous 
scaly rash, with an area of scarring over the face and the 
ear. She has patchy hair loss over her scalp. Other 
examinations are completely normal. 



Investigations reveal: 




Haemoglobin (Hb) 


13.6 g/dl 


White cell count (WCC) 


5 x I0 y /1 


Platelets 


150 x 1071 


Erythrocyte sedimentation rate 
(ESR) 


50mm/h 


Sodium 


136 mmol/l 


Creatinine 


98 umol/1 


Calcium 


2.28 
mmol/1 


Anti-ds DNA 


Not 
detected 


Antinuclear antigen (ANA) 


Not 
detected 



What the most likely diagnosis? 

Lupus pernio 
Der matomyo siti s 






Discoid lupus 
Morphoea 
Acne rosacea 



No.: 56 
Discoid lupus 

Discoid lupus primarily affects the skin and is 
characterised by a well-demarcated macular rash 
with erythema, scales, plaques and atrophy. It a 
variant of systemic lupus erythematosus, in which 
skin involvement is the main feature. It is more 
common in African-Caribbean females. 

Photosensitivity is a feature as well as scarring 
alopecia of the scalp. Very rarely patients may 
develop systemic features, but these are usually mild. 
Diagnosis is made by biopsy of the lesion. 
Lupus pernio is a cutaneous form of sarcoidosis with 
dusky-purple infiltration of the nose. Morphoea is a 
localised form of scleroderma, characterised by 
dermal sclerosis with pigmentation. Scarring may 
affect the underlying bone. 
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A-40-year old patient presents to the emergency 
department with digital ulceration and areas of gangrene 
affecting the fingers and toes. The problem started a few 
months back with insidious tingling, numbness and 
discolouration of his fingers associated with pain. 
Gradually the symptoms progressed with more severe 
discolouration and the appearance of ulcers on the tip of 
his fingers associated with a constant burning sensation. 
He noticed that on walking he would experience severe 
pain in the instep of his foot and the calves. There is no 
history of angina or exertional dyspnoea. 
He is a heavy smoker, but has no medical history. 
Examination revealed cold hands and feet with extensive 
cyanosis, ulceration and gangrene of the fingers and toes. 
There are absent pulses in the radial, dorsalis pedis and 
posterior tibia arteries. 
Investigations revealed: 



Haemoglobin (Hb) 


12.6 g/dl 


White cell count (WCC) 


12 x 1071 


Platelets 


240 x 10 9 /1 


Sodium 


135 mmol/1 


Creatinine 


80 jimol/1 


Rheumatoid factor 


Negative 


Anti-ds DNA 


Absent 


Antinuclear antibody 


Absent 



What is the underlying diagnosis? 

Takayasu's arteritis 
Disseminated atherosclerosis 






Systemic sclerosis 
Buerger's disease 
Acrocyanosis 
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Buerger's disease 

Thrombangiitis obliterans (Buerger's disease) is a 
disease of small and medium-sized arteries and veins 
resulting in inflammation and ulceration. There is no 
excessive atheroma and it does not involve the 
coronary arteries like atherosclerosis. 

The disease occurs mainly in cigarette smokers; it has 
not been documented in non-smokers. The patient 
presents with symptoms of arterial ischaemia. 
Migratory phlebitis in the superficial vein is present 
in 40% of cases. The disease progresses proximally, 
resulting in gangrene of the digits. 
Diagnosis is usually clinical. Arteriogram is also of 
benefit and will show occlusion of distal arteries of 
the hands and feet. Treatment is supportive and 
patients should stop smoking. 
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A 28-year-old Caucasian male presented with 2-week 
history of fever and chills followed by a widespread 
papular rash over his body. One week ago he noticed 
that his wrist and ankle were swollen and tender. The 
inflammation resolved a few days later but now his right 
knee is very swollen and tender, and he can barely 
weight-bear on it. 

He works as a computer salesman and he was in 
Thailand until 2 weeks ago on a business trip. On 
examination, his right knee is hot and swollen and there 
are a few pustular lesions on his trunk. 



Investigations reveal: 




Haemoglobin (Hb) 


13.6 g/dl 


White cell count (WCC) 


13 1071 


Sodium 


145 mmol/1 


Potassium 


4.5 mmol/1 


Creatinine 


88 umol/1 


Rheumatoid factor 


Negative 


Antinuclear antibody 


Absent 


Synovial fluid white cells 


>20 000/ul 



What is the probable diagnosis? 

Acute gout 

Reiter's syndrome 

Gonococcal arthritis 

Tuberculous arthritis 
*-» 

Pseudogout 



•A 
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Gonococcal arthritis 

Gonococcal arthritis is characterised by dermatitis - 
polyarthritis-tenosynovitis syndrome. It is the most 
common cause of acute infective arthritis in sexually 
active adults. It spread from the infected mucosal 
surface to the joints. Fever, rashes, and migratory 
arthritis is the main presenting feature. 
Diagnosis is made by culture of synovial fluid, skin 
lesions, and specimen from urethral swab. 
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A 25 -year-old African-Caribbean female presents with 
long history of intermittent fever, polyarthritis and 
photosensitive rash on the face. She has now developed 
symptoms suggestive of lung involvement. Initial tests 
done by her general practitioner have shown proteinuria 
and anaemia. 



Investigations reveal: 




Haemoglobin (Hb) 


8.0g/dl 


White cell count (WCC) 


2.5 x I0 y /1 


Platelets 


60 x 1071 


Erythrocyte sedimentation rate 
(ESR) 


80mm/h 


Sodium 


145 mmol/1 


Potassium 


5.6mmol/l 


Urea 


20 mmol/1 


Creatinine 


620 umol/1 


Antinuclear antibody 


Strongly 
positive 


Anti-ds DNA 


Positive 


Anti-Sm antibody 


Positive 



Given the most likely diagnosis, which of the 
following is the most common lung manifestation? 

Pneumonia 

Pulmonary fibrosis 

Pulmonary embolism 

Pulmonary hypertension 

Pleurisy 
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Pleurisy 

This patient has a diagnosis of systemic lupus 
erythematosus (SLE). Important clinical points to be 



aware 



of 



are: 



• pleurisy is the commonest lung manifestation 

• 10% of patients with discoid lupus will develop 
systemic features 

• neonatal lupus presents with congenital heart block 
and Ro and La antibodies are suggestive 

• dialysis or death can be predicted within 10 years in 
patients with manifested renal and pulmonary 
damage within 1 year of onset of the disease. 

• 40-60% of patients have positive rheumatoid factor 

• 90% of SLE occurs in females and it is commoner in 
African-Caribbean women 
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A 42-year-old man presents to the rheumatology clinic 
for review. He complains of multiple joint pains, 
particularly affecting his back, wrists, ankles and feet, 
with clear distal interphalangeal joint involvement. On 
examination he has psoriatic patches on his elbows. 
There is onycholysis, transverse ridging and pitting on 
examination of his nails. DIP swelling, pain and 
restricted movement is noted. He is started on non- 
steroidal anti-inflammatories and sulphasalazine but on 
return to the clinic the second line agent has had little 
effect. You elect to treat him with etanercept. 

The mode of action of etanercept is mediated through 
which of the following? 



♦ 



CRP 
ESR 
MCP-1 
TNF alpha 
IL6 
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TNF alpha 

Etanercept and infliximab are anti-TNF agents which 
show some degree of efficacy as second line agents in 
the management of psoriasis and psoriatic arthritis. 
Etanercept is given as a 25mg s/c injection twice 
weekly. Caution is advised when using the agent in 
patients with renal impairment or asthma, and 
symptoms of rhinitis or injection site reactions are 
commonly seen adverse events. TNF alpha is thought 
to play an important role as a cytokine leading to 
worsening of joint inflammation and destruction 
Whilst CRP and ESR may well fall in response to 
anti-TNF therapy, they are more non-specific 
markers of inflammation 
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You review a 62-year-old man in the cardiology clinic, 
some 6 weeks after his admission for acute myocardial 
infarction. He was commenced on lipid lowering therapy 
with simvastatin after his myocardial infarction in 
addition to his other medication of ramipril lOmg daily 
and aspirin 75mg which he had been taking for some 
years. Since his myocardial infarction he has been 
increasing his exercise, but is complaining of pains in his 
joints and muscles, general malaise and a skin rash. 

Blood testing reveals :- 

Anti ds-DNA antibodies positive 
Anti histone antibodies positive 
C3/C4 levels normal 

You suspect a diagnosis of lupus. 

Which of the following represents the most 
appropriate course of action? 



(? 



♦ 



Withdraw his ramipril 

Withdraw his simvastatin 

Withdraw his aspirin 

Start prednisolone 30mg PO daily for 6 weeks 

Observe for resolution of symptoms over time 
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Withdraw his simvastatin 

There is a suspicion that this man has drug induced 
lupus. Generally symptoms are said to appear some 3 
weeks to 2 years after the onset of therapy, making 
his simvastatin the most likely culprit in this case. 
Drug induced lupus is said to affect the 50-70 year 
age group most commonly, has a male: female ratio of 
1:1 and affects Caucasians more commonly than 
other populations. Skin rash is seen in around 25% of 
sufferers, joint pains and malaise are more common, 
and Raynaud's is seen in around 25%. Anti-histone 
antibodies are more likely to be positive in drug 
induced lupus versus non drug induced lupus, anti-ds 
DNA antibodies are less likely to be positive. C3/C4 
levels are usually normal. Drugs which may directly 
cause lupus include simvastatin, captopril, valproate, 
penicillamine, carbamazepine, methyldopa, 

procainamide, minocycline, griseofulvin and a host of 
other agents. Treatment is withdrawal of the 
offending medication, with rapid clinical resolution 
normally apparent. 
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A 67-year-old man with a previous history of acute gout 
and mild renal impairment comes to the clinic 
complaining of an acute flare. He has a hypertension for 
which he takes amlodipine 5mg daily and mild renal 
impairment is again confirmed. His current medication 
for his gout is allopurinol lOOmg per day and colchicine 
600mcg daily. 

Investigations; 



Hb 


11.8 g/dl 


WCC 


5.4x1071 


PLT 


202 xl0 9 /l 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


157lumol/l 



Which of the following represents the most 

appropriate management for him? 
*-• 

Increase his colchicine to cope with the 

exacerbation 

Half the dose of his allopurinol 



♦ 



Give him a course of prednisolone 30mg daily for 1 



week 



♦ 



Increase his allopurinol 
Add diclofenac to his regime 
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Increase his colchicine to cope with the exacerbation 

Increasing his colchicine should be sufficient to get on 
top of his acute exacerbation. Increasing his 
allopurinol may make matters worse, and halving his 
allopurinol as the only intervention is unlikely to be 
helpful in the short term. A short course of 
corticosteroids is a possibility if he fails to respond to 
the increased dose of colchicine. Adding diclofenac 
may worsen both his renal function and blood 
pressure and should be avoided in this case. 
Colchicine may be increased up to a dose of 3mg, 
divided in 600mcg portions to cope with the acute 
attack. 
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A 54-year-old man comes to the clinic. He is concerned 
as he plays the piano in a local hotel and is not able to 
manage this at the moment. On further questioning he 
admits to morning stiffness, and pain affecting his hips, 
knees and elbows. On examination he has nodules over 
his elbows and pain over the PIP joints of his fingers. 

Investigations; 



Hb 


11.9R/dl 


WCC 


5.4xlO y /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


r 


4.8 mmol/1 


Creatinine 


100lumol/l 


ESR 


45 mm/hr 



Which of the following represents the most 
appropriate initial therapy in this man with respect 
to his continued employment at the hotel? 

Diclofenac 50mg TDS 






Splinting of his fingers for a period 
Prednisolone 30mg PO 
Surgical tendon release 
Joint fusion 



•A 
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Splinting of his fingers for a period 

In the first instance, joint splinting would be the most 
appropriate option as he needs to allow his fingers 
time for recovery. Of course, he will need to be 
considered for other agents such as NSAIDs and 
disease modifying agents for managing his 
rheumatoid. We are told that this man plays the 
piano, and as such joint fusion or surgical tendon 
release would be best avoided if possible due to the 
period of time involved in recovery. Joint damage 
may have already occurred, but he may still get relief 
from use of NSAIDs. 
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No.: 64 

A 37-year-old woman presents with tiredness, anorexia, 
gradual weight loss and intermittent pleuritic chest pain. 
She also complains of a sunburn-type rash which affects 
the bridge of her nose and her cheeks, particularly in the 
summer months and joint pains affecting her wrists, 
knees and ankles. On examination her BP is 148/92 
mmHg. She has a butterfly rash on her face. 

Investigations; 



Hb 


10.3 g/dl 

(normochromic 

normocytic) 


WCC 


4.1xl0 9 /l 


PLT 


92xlO y /l 


APTT 


44 s 


CRP 


61mg/l 


Na + 


141 mmol/1 


K + 


5.0mmol/l 


Creatinine 


142 umol/1 


Urine 


blood +, protein ++ 



Which of the following is the most specific 
investigation to elucidate the underlying diagnosis? 






Anti -nuclear antibodies 
Anti-ds DNA antibodies 
Anti -smooth muscle antibodies 
C3 levels 
C4 levels 



No.: 64 

Anti-ds DNA antibodies 

Anti-ds DNA antibodies are 100% specific for SLE, 
and their level correlates with Lupus activity. Anti- 
nuclear antibodies on the other hand have a 
sensitivity of over 95% for lupus, but are not very 
specific. Whilst complement levels may be reduced in 
lupus, SLE is not the only disease where they are 
found. Where there is pleuritic chest pain patients 
are at least offered a chest x-ray to rule out the 
possibility of pleural effusion or infiltration. 
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No.: 65 

A 60-year-old woman who is being treated with 
methotrexate for rheumatoid arthritis has misunderstood 
the directions for therapy and presents to the surgery 
with glossitis, severe mouth ulcers and megaloblastic 
anaemia. On further questioning it transpires she has 
been taking a dose of 40mg per week rather than lOmg 
per week. 

Investigations; 



Hb 


9.8 g/dl 


MCV 


107 fl 


WCC 


2.3 xl0 9 /l 


PLT 


95 xl07l 



Which of the following is the most appropriate rescue 
medication? 






B12 

Folinic acid 
Multivitamins 
Iron Sulphate 
Niacin 



No.: 65 
Folinic acid 

Unfortunately medication errors with respect to 
rheumatoid arthritis are not uncommon. Patients 
occasionally find it difficult to understand that they 
must take their medication weekly as opposed to 
daily. Calcium folinate is a potent antagonist for the 
effects of methotrexate on the haematopoeic system, 
given by IV infusion at doses up to 75mg in the first 
12hrs. This can then be followed by doses of 6-12mg 
every 4hrs. Blood transfusion may also be required in 
exceptional circumstances. Where massive overdose 
of methotrexate has occurred, hydration and urinary 
alkalinisation may be an option. Standard dialysis is 
ineffective in removing methotrexate, although 
intermittent high flux dialysis may be of value. 
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No.: 66 

A 52-year-old woman presents to the respiratory clinic 
with increased shortness of breath. She has suffered from 
Raynaud's syndrome for some time, and around 6-9 
months ago began treatment for gastro-oesophageal 
reflux. Other past history of note includes smoking of 10 
cigarettes per day. On examination her BP is 152/92 
mmHg, with a pulse of 83/min. Auscultation of the chest 
reveals fine inspiratory crackles throughout both lung 
fields. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


5.9xl0 9 /l 


PLT 


135 xl07l 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


142 umol/1 


FEVi 


2.1 


FVC 


2.3 


Adjusted KCO 


low 



Which of the following is the most likely diagnosis? 






Asthma 

COPD 

Systemic sclerosis 

SLE 

Idiopathic pulmonary fibrosis 



•A 



No.: 66 
Systemic sclerosis 

The constellation of symptoms and signs seen here, 
with Raynaud's gastro-oesophageal reflux disease, 
shortness of breath and a restrictive pattern on 
pulmonary function is highly suggestive of systemic 
sclerosis with pulmonary fibrosis. Anti-nuclear 
antibody testing is usually positive, high resolution 
CT scanning reveals changes characteristic of 
pulmonary fibrosis. Calcium channel blockers, 
prostaglandins, cyclophosphamide have all been used 
in the treatment of systemic sclerosis related lung 
disease, and PDE-5 inhibitors are now used 
extensively for control of pulmonary hypertension. 
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No.: 67 

A 72-year-old man presents for revision of his left hip 
replacement some 10 years after his first prosthesis. 
Apart from some dull ache in the joint he has suffered no 
particular problems over the past few years. He is 
otherwise completely well, on examination his BP is 
142/80 mmHg, he is apyrexial. 

Investigations; 



Hb 


i2.i m 


WCC 


5.6x1071 


PLT 


190 xl07l 


Na + 


140 mmol/1 


r 


4.8 mmol/1 


Creatinine 


100 umol/1 


Joint aspirate 


Gram positive bacillus 



Which of the following is the most likely organism to 
have been aspirated from the joint? 






Bacillus anthracis 
Clostridium difficile 
Clostridium perfringens 
Propionibacterium acnes 
Cornyebacterium striatum 



No.: 67 

Propionibacterium acnes 

Proprionibacterium acnes (PA) is a slow growing 
gram positive bacterium which is poorly virulent. 
Symptoms of PA infection may occur many years 
after original arthroplasty and the bacteria are only 
identified at the time of joint revision. Prolonged 
intravenous antibiotics given at the time of revision 
arthroplasty are said to resolve infection in around 
90% of cases. 
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No.: 68 

A 64-year-old man who has a history of Type 2 diabetes, 
ischaemic heart disease and atrial fibrillation presents to 
the Emergency room with acute gout. Medication of note 
includes ramipril, furosemide, digoxin, insulin, 
atorva statin and insulin. He is also warfarinised. On 
examination his BP is 142/82 mmHg, his pulse is 
78/min, atrial fibrillation. He has obvious gout affecting 
his right great toe. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


6.7xlO y /l 


PLT 


220 xl07l 


Na + 


138 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


185 lumol/1 


INR 


2.1 



Which of the following therapies for gout would be 
the best choice taking into account he is warfarinsed, 
although it may not currently be licensed for all 
forms of acute gout? 






Colchicine 

Allopurinol 

Diclofenac 

Paracetamol 

Rasburicase 



•A 



No.: 68 
Rasburicase 

Until recently it was thought that colchicine had little 
or no interaction with warfarin therapy, but a case 
series was recently published that suggested INR is 
increased in some patients prescribed colchicine. 
Allopurinol used alone may precipitate a worsening 
of symptoms, and diclofenac is inappropriate because 
of his creatinine. In contrast however, rasburicase is 
recombinant urate oxidase, which may be given 
during the acute attack of gout, to allow allopurinol 
therapy to be commenced without the initial 
worsening of symptoms. 
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No.: 69 

A 67-year-old woman with long-standing rheumatoid 
arthritis is referred by her GP for further management. 
She has bilateral lower limb swelling and difficult to 
manage hypertension. Current medication includes low 
dose corticosteroids, methotrexate, ramipril, aspirin and 
atorvastatin. On examination her BP is 149/82 mmHg, 
her pulse is 78/min regular. She has bilateral pitting 
oedema but her chest is clear. There is hepatomegaly on 
abdominal examination. 

Investigations; 



Hb 


ll.Og/dl 


WCC 


7.8 xl0 9 /l 


PLT 


110x1071 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


199 umol/1 


ESR 


44mm/hr 


ALT 


54U/1 


AlkP 


189U/1 


24hr urinary protein 


3-lg 



Which of the following is the most likely diagnosis? 

Systemic inflammatory amyloidosis 

Methotrexate toxicity 

Membranous glomerulonephritis 
^» 

Minimal change disease 

■:i 

SLE 



Ltis 



No.: 69 

Systemic inflammatory amyloidosis 

The hepatomegaly with raised alkaline phosphatase 
is a definite pointer towards amyloid infiltration 
Inflammatory amyloidosis occurs due to increased 
circulating levels of serum amyloid A, which is an 
acute phase reactant. The raised ESR seen here is an 
indication of ongoing inflammation related to her 
rheumatoid disease. Whilst colchicine is of value in 
reducing amyloid deposition in familial 
Mediterranean fever, there is no evidence it has a 
positive effect in amyloidosis related to underlying 
systemic inflammation. Aggressive control of her 
rheumatoid disease may however have a positive 
impact. 
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No.: 70 

A 60-year-old man presents with variable dysphagia, 
first to liquids, then to solids, then either intermittently. 
He has no other significant past medical history, but has 
been feeling rather fatigued over the past few months 
and has asked to be transferred from his manual job at 
the local warehouse, to a computer based alternative. On 
examination he has a purple/red rash on his face. He 
finds it difficult to get up out of the chair, but says that 
this is because he is tired after walking to outpatients 
from the main hospital car park. His BP is 145/82 mmHg 
and his BMI is 3 1 ; there are no other abnormal findings 
on clinical examination. 
Investigations; 



Hb 



WCC 



PLT 



Na + 



K + 



Creatinine 



ANA 



12.1 g/dl 



7.2 xl07l 



201 xl071 



141 mmol/1 



4.6 mmol/1 



130 umol/1 



Which of the following is the most likely diagnosis? 






Achalasia 

Oesophageal cancer 

Scleroderma 

SLE 

Der matomyo siti s 



•A 



No.: 70 

Dermatomyositi s 

The intermittent nature of the symptoms seen here 
counts against oesophageal carcinoma, as does the 
fact that he has not lost weight; these facts coupled 
with the fact that dysphagia was to liquids initially 
makes the diagnosis unlikely. The facial rash might 
point us towards either SLE or dermatomyositis, but 
the proximal myopathy seen when he tries to get out 
of the chair points us more towards the latter 
diagnosis. Whilst it isn't a finding specific to 
dermatomyositis, anti-nuclear antibodies are often 
positive. Other investigations include muscle 
enzymes, particularly CK which is elevated in 
association with the condition. Anti-Jo and Anti-Mi 
antibodies may be positive, but skin and muscle 
biopsies are diagnostic for dermatomyositis. 
Treatment is with corticosteroids. 
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No.: 71 

A 59-year-old man presents with an acute pain and 
effusion in his right knee. He is on haemodialysis for 
chronic renal failure related to Type 1 diabetes and takes 
a number of medications including Vitamin D and 
cinacalcet. On examination his BP is 155/89 mmHg, his 
pulse is 80/min regular, his temperature is 37.6°C. He 
does not appear to be fluid overloaded. He has psoriatic 
plaques on knees and elbows. 
Investigations; 



Hb 


10.4 g/dl 


WCC 


6.7x1071 


PLT 


179xl0 9 /l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Ca ++ 


2.15 mmol/1 


Creatinine 


540 lumol/1 (pre-dialysis) 


Knee 
effusion 


neutrophils and rhomboid crystals 
identified, weakly positively 
birefringent 



Which of the following is the most likely diagnosis? 






Gout 

Septic arthritis 

Pseudogout 

Psoriatic arthritis 

Osteoarthritis 



•A 



No.: 71 

Pseudogout 

This man has end-stage renal failure and 
hyperparathyroidism, as evidenced by his cinacalcet 
prescription, and his low normal calcium. 
Hyperparathyroidism is associated with 

chondrocalcinosis which may present acutely as an 
oligoarthritis, similar to gout, shoulders, elbows or 
ankles as well as knees may be affected. Diagnosis is 
based on negative culture, and non- or weakly 
positively birefringent rhomboid or rod shaped 
crystals. NSAIDs are used in patients without renal 
dysfunction, but may worsen salt and water retention 
and blood pressure in this patient, so colchicine may 
be a more appropriate choice. 
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No.: 72 

A 44-year-old man presents with gout. He has a history 
of obesity, Type 2 diabetes, a previous MI some 4 years 
earlier and subsequent ischaemic cardiomyopathy. He 
also has congestive heart failure which is managed with 
ramipril and furosemide. On examination his BP is 
135/80 mmHg, his pulse is 78/min and regular. He has 
mild bibasal crackles and bilateral pitting oedema of 
both ankles, and gout affecting his right great toe. 
Investigations; 



Hb 


11.5 g/dl 


WCC 


4.5 xl07l 


PLT 


190 xl0 9 /l 


Na + 


139 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


Urate 


0.64 mmol/1 (0.23-0.46) 



Which of the following is the most appropriate 
treatment for his acute gout? 






Rasburicase 

Ibuprofen 

Colchicine 

Allopurinol 

Prednisolone 



•A 



No.: 72 

Colchicine 

Ibuprofen is appropriate for the majority of patients 
with acute gout, but it may precipitate sodium and 
water retention and as such is not appropriate in this 
case. Prednisolone is also responsible for sodium and 
water retention and may worsen his glucose control 
Whilst rasburicase accelerates the metabolism of uric 
acid and is useful in preventing and treating 
hyperuricaemia associated with tumour lysis 
syndrome, it isn't currently licensed for the treatment 
of acute gout associated with other conditions. 
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No.: 73 

A 48-year-old female patient presents with symptoms of 
parotid swelling, and dry eyes. She also avoids eating 
dry foods like cheese biscuits because her mouth is dry, 
and that she has recently had to have her plate refitted 
because it is rubbing on her gums. Other history of note 
is treatment for oral candidiasis 3 months ago. On 
examination her BP is 145/82 mmHg, she has blepharitis 
and bilateral parotid enlargement. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


7.1 xl07l 


PLT 


182xl0 9 /l 


Na + 


141 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


135 Vmol/1 


Rheumatoid factor 


weakly positive 



Given the suspected diagnosis, which investigation 
would be most likely to confirm this? 






Antinuclear antibodies 
Anti-Ro and Anti-La antibodies 
Serum protein electrophoresis 
Anti- smooth muscle antibodies 

c-ANCA 



No.: 73 

Anti-Ro and Anti-La antibodies 

This woman has Sjogren's syndrome, or 
keratoconjunctivitis sicca. It is characterised by 
drying of mucus membranes such as conjunctivae, 
the buccal mucosa, and the vagina in women. Anti-ro 
and anti-la antibodies are seen in Sjogren's, and anti- 
nuclear antibodies/ rheumatoid factor are usually 
positive, but they are not specific for Sjogren's. 
Schirmer's test demonstrates reduced flow of tears 
and involves placing a bent piece of filter paper in the 
corner of the eye. Management in the first instance 
involves replacing tears and saliva with lubricants, 
women may also require a suitable vaginal lubricant. 
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No.: 74 

A 52-year-old woman with a long history of asthma 
comes to the clinic for review. She is currently taking 
500mcg fluticasone inhaled BD and salbutamol PRN. 
She complains of a further exacerbation and you 
prescribe her oral prednisolone. This is her 8th course of 
oral steroids over the past 3 years. Other past medical 
history of note includes vertebral fractures diagnosed 
after an episode of acute pain some 3 months ago. On 
auscultation of her chest you can hear wheeze 
throughout both lung fields. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


5.3xl0 9 /l 


PLT 


201x1071 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


120 lumol/1 


T score 


-2.0 



Which of the following is the most appropriate 
therapy for her osteoporosis? 

Teriparatide 






Ibandronate 

Alendronate 

Strontium 

Calcium and vitamin D 



•A 



No.: 74 
Alendronate 

Guidelines for osteoporosis recommend prescription 
of a weekly generic bisphosphonate in the first 
instance. For patients who fail to tolerate a weekly 
preparation, monthly oral or more intermittent IV 
preparations may be appropriate. Strontium and 
teriparatide are reserved for patients with more 
severe osteoporosis. Her asthma therapy should be 
reviewed, with consideration of a long acting beta 
agonist. 
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No.: 75 

A 54-year-old man is admitted via the medical take. He 
has been seen on a number of occasions over the past 
few months by his GP complaining of nasal stuffiness. 
On this occasion, he presented with worsening cough, 
and two episodes of haemoptysis. Laboratory testing 
reveals a creatinine of 285 lumol/1, markedly raised ESR 
and positive c- ANC A. Chest X-ray reveals diffuse 
shadowing. 

Given the likely diagnosis, which one of the following 
options would you give as a component of initial 
therapy in this patient? 

a 



♦ 



IV methylprednisolone 

Prednisolone 

Hydrocortisone 

Methotrexate 

Azathioprine 



•A 



No.: 75 

IV methylprednisolone 

This patient has strong evidence pointing towards a 
diagnosis of Wegener's granulomatosis. This is a 
systemic vasculitis of mainly medium and small 
calibre vessels, and is associated with the triad of 
systemic necrotising angiitis, necrotising 

granulomatous inflammation of the respiratory tract, 
and necrotising glomerulonephritis. This patient has 
evidence of lung involvement and established renal 
damage, and warrants intravenous therapy to 
establish remission The gold-standard choice for 
intravenous immunotherapy is pulsed therapy with 
IV methylprednisolone and cyclophosphamide. In 
patients who are unable to tolerate 
cyclophosphamide, azathioprine or methotrexate 
may be considered as alternatives. IV therapy is later 
converted to oral prednisolone and a suitable steroid 
sparing agent. It should be noted that patients on 
high-dose prednisolone and cyclophosphamide are at 
increased risk of Pneumocystis pneumonia, and co- 
trimoxazole prophylaxis should be considered. Good 
prognosis in Wegener's is very closely linked to early 
aggressive intervention, with over 90% of patients 
improving on cyclophosphamide and 

methylprednisolone in combination; remission 
however is only achieved in 75%. 
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No.: 76 

You are asked by the obstetricians to review a 28 -year- 
old woman who has had three previous miscarriages. 
Each of her miscarriages occurred at around the 14th 
week of pregnancy. Blood testing showed positive anti- 
phospholipid antibodies. Further questioning into her 
medical history revealed a history of venous thrombosis 
after a plane flight. She is 8 weeks pregnant. She is 
commenced on low dose aspirin. 
Which further intervention would you implement? 



♦ 



Warfarin therapy 

S/c low-molecular-weight heparin daily 

Prednisolone 40 mg daily 

Azathioprine therapy 

IV immunoglobulin therapy 



No.: 76 

S/c low-molecular- weight heparin daily 

This patient has evidence of the anti-phospholipid 
antibody syndrome. This is characterised by 
recurrent miscarriage with three unexplained mid- 
trimester fetal losses, an unexplained venous 
thrombosis, and the presence of anti-phospholipid 
antibodies. Standard therapy where there is 
recurrent miscarriage and a diagnosis of anti- 
phospholipid antibody syndrome is low -molecular- 
weight heparin and low-dose aspirin Warfarin is 
teratogenic and contra-indicated in pregnancy, 
particularly in the 1st and third trimesters. Anti- 
phospholipid syndrome is thought to be the cause of 
complications in around 45/100 000 pregnancies. 
Outside pregnancy, anti-phospholipid antibody 
syndrome patients with a history of thrombosis are 
usually managed with warfarin therapy. 



No.: 77 

A 32-year-old man is referred as an emergency by his 
GP. He presents with a history of haemoptysis over the 
past few days, with cough, fevers, nausea, and vomiting. 
The GP had diagnosed flu, but the patient re-presented a 
few days later, and routine bloods revealed Hb 9.2 g/dl 
and a creatinine of 385 lujnol/1. On examination, he is 
severely short of breath and has bilateral basal 
inspiratory crackles on auscultation of the lung fields. 
Urgent renal biopsy the day after admission reveals a 
necrotising glomerulonephritis with linear 
immunoglobulin and complement deposits on the 
basement membrane. While awaiting a bed on the renal 
ward, he suffers a large haemoptysis, (20 -3 0ml of 
blood). 

Given the likeliest diagnosis, which step would be 
most appropriate in his initial management? 



No.: 77 

Commence IV 

cyclophosphamide 



methylpr edni solone 



and 






Plasmapheresis 

Commence oral prednisolone 

Commence oral cyclophosphamide 



Commence IV methylprednisolone and 
cyclophosphamide 



• 



Commence IV fiirosemide therapy 



This patient has strong evidence of Goodpasture's 
syndrome. Goodpasture's syndrome is an uncommon 
condition with an incidence of 0.5/1 000 000 per year. 
There is a male predominance, and age at 
presentation follows a bimodal distribution, young 
men presenting with a pulmonary-renal picture in 
the 20-30-year age group, and elderly women 
presenting with a predominantly renal picture. The 
safest way to secure a diagnosis is by renal biopsy, 
and the typical picture demonstrated is a necrotising 
glomerulonephritis, with positive staining for both 
immunoglobulin and complement. Where there is 
severe haemoptysis, rapid removal of anti-GBM 
antibody is indicated, and the best way to do this is 
by plasmapheresis at a specialist centre. This is 
usually accompanied by pulsed therapy with IV 
methylprednisolone and cyclophosphamide. 

Prognosis is dependent on presenting renal function; 
a high percentage of patients who have lost more 
than 50% of their renal function at diagnosis 
unfortunately progress to long-term renal 
replacement therapy. 
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You review a 54-year-old man who complains of 
progressive palmar contracture of the little and ring 
fingers of the left hand that has worsened over the past 
12 months or so. On examination of the palmar surface 
of the hand, you can feel a number of hard nodules and 
longitudinal firm cords that extend to the fingers. 
Which one of the following fits best with the 
underlying condition? 

a 

♦ 



Alcohol abuse is present in around 20% of sufferers 
There is an association with Ledderhose disease 
Atenolol may be of value as medical therapy 
Patients usually suffer associated pain 



. 



Previous myocardial infarction is not an associated 
risk factor 



No.: 78 

There is an association with Ledderhose disease 

This patient has Dupuytren's contracture. The 
condition is painless and has a male: female 
predominance of 10:1. Ledderhose disease is 
involvement of the plantar fascia by a similar process 
of nodule and cord formation leading to contraction 
of the toes. There are marked ethnic differences in 
the prevalence of Dupuytren's contracture, with 
prevalence rates approaching 25% in elderly 
Scandinavians. Alcoholism is an associated factor in 
around 10% of cases, diabetes mellitus in around 8% 
of cases. Other associations include previous 
myocardial infarction, hand trauma, HIV infection, 
and cigarette smoking. No medical therapy is of 
value, and surgery followed by physiotherapy to 
improve finger function is the recommended course 
of action. 



No.: 79 

You review a 42-year-old woman who complains of 
burning and tingling in her hands which begins in the 
early hours of the morning. On examination, this appears 
to be in the median nerve distribution, and there is 
bilateral wasting of the thenar eminences, more marked 
on the left than the right. 

Which of the following fit best with the underlying 
condition? 

a 



Coexistent hypothyroidism is a possibility 



• 



Medical therapy is associated with complete relief 
of symptoms in 50% at 1 year 



• 



Carpal canal pressure of 20 mmHg is likely 



Endoscopic repair is associated with a better long- 
term outcome 



♦ 



Bilateral disease is present in up to 25% of cases 



No.: 79 

Coexistent hypothyroidism is a possibility 

This patient has carpal tunnel syndrome, 
characterised by pain and abnormal sensation over 
the median nerve distribution in the hand and 
wasting of the thenar eminence. Associated 
conditions include hypothyroidism, alcoholism, and 
diabetes mellitus. The condition occurs with a sex 
ratio of females: males of around 2-5:1 and is most 
prevalent between 30 and 60 years of age. Diagnosis 
is commonly based on symptoms and nerve- 
conduction studies, although it is possible to measure 
pressure in the carpal canal where pressures of 
greater than 30 mmHg would be considered 
abnormal. Medical therapy with splinting and local 
steroid injection is associated with complete relief in 
only 22% of patients at one year, and surgical 
decompression via incision of the flexor retinaculum 
is the treatment of choice. Unfortunately, patients 
commonly present late, when some established nerve 
damage is inevitable. 
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No.: 80 

A 40 -year-old woman reports intermittent joint pains 
affecting her wrists, fingers and knees for the last 6 
months. She describes each episode as involving pain, 
swelling and erythema in one of the above joints, which 
usually resolves with anti-inflammatory drugs over 1 -2 
days. Recently the frequency of attacks has increased to 
2-3 times per week from the previous 2-3 attacks every 
month. The last episode involving the right wrist 
occurred 3 days ago. Examination in clinic was 
unremarkable for synovitis in any of the joints. 
Which one of the following will be most helpful 
initially? 

Ask the patient to report to the clinic during next 
attack 

X-ray of hands 

Bone scan 






Anti -nuclear antibody (ANA) 

Anti -neutrophil cytoplasmic antibody (ANC A) 



•A 



No.: 80 

Ask the patient to report to the clinic during next attack 

The patient is suffering from palindromic arthritis. 
This is characterised by one or more features of 
inflammation, such as pain, swelling and erythema 
affecting an articular or periarticular site which lasts 
less than 72 hours before recovering completely. Any 
of the joints may be affected. In approximately 50% 
of patients, this may progress to RA. The factors 
suggesting such a progression are the fact that small 
joints are affected, and a positive RF or anti-CCP. 

The most common cause of recurrent or relapsing 
arthritis, however, is crystal arthritis. It is therefore 
important to ask the patient to report to clinic in the 
event of a future attack so as to aspirate synovial 
fluid and examine it for urate and calcium 
pyrophosphate dehydrate (CPPD) crystals. 
Hyperuricaemia may be present but is not diagnostic 
and so testing for serum uric acid is not the correct 
answer here. 

Other diseases, such as systemic autoinflammatory 
disorders (periodic fever syndromes), Whipple's 
disease, arthritis associated with hyperlipidaemia and 
intermittent hydrarthrosis, should be taken into 
account in the differential diagnosis of patients with 
recurrent arthritis. 
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You make a diagnosis of RA in a 30-year-old woman. 
She has one 4-year-old son and informs you that she is 
interested in having another child. Her arthritis is very 
active, requiring treatment with DMARDs. 
According to current guidelines, which one of the 
following agents would be the most appropriate 
choice? 






Methotrexate 

Leflunomide 

Azathioprine 

Penicillamine 

Infliximab 



•A 
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Azathioprine 

None of the medications used in the treatment of 
arthritis is absolutely safe during pregnancy. Careful 
consideration of the risk-benefit ratio is needed, on 
an individual basis. Drugs that are definitely contra- 
indicated in pregnancy include NS AIDs (1 st 
trimester, due to risk of abortion) and methotrexate 
(teratogenicity). 

At present the recommended therapies are 
sulfasalazine and hydroxychloroquine, or 
azathioprine if the benefit-risk ratio is in favour of 
this. Women with severe rheumatic disease that is 
otherwise hard to control may use azathioprine 
during pregnancy. No apparent congenital 
malformations are known with doses up to 2 
mg/kg/day. Breastfeeding is not recommended. 
However in case series, the maternal use of 
azathioprine in pregnancy was associated with small- 
for-gestational-age infants, premature rupture of 
membranes, and intrauterine growth retardation 
Sulfasalazine can be safely used prior to and during 
all stages of pregnancy. It is compatible with 
breastfeeding, though should be advised with caution 
because of the rare possibility that the mother is a 
slow acylator. 

No increase in pregnancy or birth complications has 
been shown with infliximab. Less experience is 
available with adalimumab, which is so far not 
known to be teratogenic. While data on newer 
biological treatments (including anti-tumour necrosis 
factor A inhibitors) is reassuring in that so far no 
significant increased risk has been demonstrated, 
their use in pregnancy is not currently recommended. 
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A 24-year-old woman presents with pain, swelling and 
stiffness in the small joints of her hands and wrists for 2 
weeks. On further questioning she says she has been 
feeling more tired over the past 3 months and has given 
up her dance class because of aching joints in her feet. 
She has been previously fit and healthy. Her paternal 
aunt suffers from rheumatoid arthritis. She works as 
school teacher, smokes four cigarettes a day and drinks 
alcohol on occasions. 
Which is the most likely diagnosis in this case? 

Rheumatoid arthritis (RA) 

Systematic lupus erythematosus (SLE) 

Mixed connective tissue disease (MCTD) 

Undifferentiated connective tissue disease (UCTD) 

Early systemic sclerosis (SSc) 



• 



♦ 



No.: 82 

Rheumatoid arthritis (RA) 

RA commonly presents as a symmetrical arthritis 
affecting the small joints of the hands and wrists. 
Criteria for diagnosis include pattern of joint 
involvement, (number, large versus small, 
rheumatoid factor and anti-CCP antibody status, 
CRP and ESR measurement. 



•A 
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A 3 6 -year-old woman presents to clinic with a history of 
arthralgia affecting the small joints of her hands, feet and 
wrists for the past 4 months. She has been feeling 
extremely tired since the onset of joint symptoms and 
has itchy, dry eyes. She has noticed an erythematous 
non-pruritic rash over both legs. The examination reveals 
early synovitis of joints of the hands and feet and raised 
non-blanching erythematous purpurae over the extensor 
aspects of both legs. 
Investigations show the following: 



Hb 


1 1 .4 g/dl 


WBC 


4.2xlO y /l 


PLT 


180x1071 


ESR 


88 mm/hour 


CRP 


6.7mg/dl(<10) 


Anti -nuclear antibody (ANA) 


positive 


Rheumatoid factor (RF) 


positive 



Results of the X-ray of hands and feet are awaited. 
Which one of the following is the most likely 
diagnoses? 



• 



Juvenile chronic arthritis 
Mixed connective tissue disease 
Cryoglobulinaemia 
Subacute bacterial endocarditis 
Polyarteritis nodosa 



No.: 83 
Cryoglobulinaemia 

Joint symptoms accompanied by purpuric rash and a 
positive RF point towards the possibility of 
cryoglobulinaemia or Sjogren's. In RA, RF is positive 
in 80% of patients, whereas in Sjogren's syndrome 
and cryoglobulinaemia, it is prevalent in up to 90% 
of cases. 

All the above conditions and many others, such as 
interstitial fibrosis, chronic liver disease, 
scleroderma, silicosis, syphilis, brucellosis and human 
immunodeficiency virus (HIV), may be associated 
with presence of RF. In some of these, especially in 
infectious conditions, RF is only transiently present. 



"'J, 
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A 44-year-old woman is referred to the ENT department 
with recurrent sinusitis. She also has chronic joint pain 
and generalised malaise. On examination she is noted to 
have a collapsed nasal bridge. Blood testing reveals urea 
of 14.2 mmol/1 and creatinine of 310 Iptmol/l. 
Which one of the following is most likely to support 
the suspected diagnosis of Wegener's 
granulomatosis? 
(? 



♦ 
♦ 



Positive c-ANCA 

Thromb ocytopaenia 

Polycythaemia 

Microaneurysms on renal biopsy 

C-reactive protein CRP in the normal range 



No.: 84 
Positive c-ANCA 

Wegener's granulomatosis is a systemic vasculitis 
identified by a triad of systemic necrotising angiitis, 
necrotising granulomatous inflammation of the 
respiratory tract and necrotising glomerulonephritis. 
Features include positive c-ANCA (antineutrophil 
cytoplasmic antibodies), thrombocytosis, raised 
erythrocyte sedimentation rate (ESR) and C-reactive 
protein (CRP) and granulomatous inflammation on 
renal or lung biopsy. Treatment is with a 
combination of high-dose corticosteroids and 
cyclophosphamide to induce remission, followed by 
oral corticosteroids and a suitable second line steroid 
sparing agent. 



No.: 85 

A 32-year-old man presents to the general practitioner 
after returning from a holiday in Thailand. He complains 
of pain on passing urine, and cloudy urine that looks like 
pus on occasions. There is also joint pain predominantly 
affecting the knees and ankles, and itchy eyes. On 
examination there appears to be a psoriatic -type rash 
affecting the feet. 

Given the likeliest diagnosis, which one of the 
following treatments would best fit with the 
management of this condition? 



. 



* 



• 



Methotrexate 2.5mg po weekly 
Azathioprine 
Doxycycline 100 mg bd 
Prednisolone 40 mg po daily 
Coal tar skin creams 
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Doxycycline 100 mg bd 

This man has reactive arthritis, possibly as a result of 
Chlamydia infection acquired during his recent trip 
to Thailand. This is exemplified by his presentation 
with probable uveitis, arthritis, urethritis, and 
keratoderma blennorrhagica. Appropriate treatment 
during the acute stage would be doxycycline if 
Chlamydia infection is confirmed, and indomethacin 
as a non-steroidal agent for symptom relief. 



ANGELS TEAM 




PasTest 2012... MRCP 2... Rheumatology 



No.: 86 

A 38-year-old woman presents to her general 
practitioner complaining of symptoms of pain and 
tingling in her hands, which is particularly worse at 
night. She has an unremarkable past medical history. On 
examination, Tinel's sign is positive and there is some 
vague sensory loss over a median nerve distribution; 
there is also some weakness of the muscles of the thenar 
eminence. 

Which ONE of the following conditions is most likely 
to be the cause of this problem? 

Hypothyroidism 
#^» 

Chronic tendonitis 

'• 

Cervical radiculopathy 



a 



Radial artery occlusion 
Brachial artery thrombosis 



No.: 86 
Hypothyroidism 

This patient has symptoms of carpal tunnel 
syndrome, with pain and tingling at night, thenar 
eminence wasting, and positive Tinel's sign 
(reproduction of pain and tingling on tapping over 
median nerve). Associated conditions include 
hypothyroidism, raised oestrogen levels (oral 
contraceptive pill or pregnancy), Cushing's syndrome 
and obesity, amongst a number of additional related 
diseases. Treatment of choice for carpal tunnel 
syndrome is surgery, although in patients who are 
surgically unfit, non-steroidal anti-inflammatory 
drugs, locally injected corticosteroids and nocturnal 
splints may be usefully employed. Even with 
treatment of hypothyroidism, or birth of the child, 
symptoms of carpal tunnel syndrome may not 
resolve. 



No.: 87 

A 34-year-old sales representative presents with severe 
pain going down her neck and right arm. She admits that 
this pain is worse on sitting in her car while driving for 
long periods. Past history includes two previous road 
traffic accidents, but nil else of note. On examination 
there is weakness and sensory loss over a C5/C6 nerve 
distribution and pain with neck movement, particularly 
extension. An MRI of the spinal cord is arranged. 
Which other investigation would be most useful in 
this case? 

(i 

Nerve conduction studies 



No.: 87 



Nerve conduction studies 



♦ 



Myelogram 
Autoimmune profile 
Arthroscopy of the right shoulder 
Plain x-rays of the right elbow 



This patient has symptoms of cervical radiculopathy, 
resulting from disc degeneration, either due to 
herniation or degenerative change (spondylosis). 
When there are posterior osteophytes leading to 
anterior spinal cord compression, patients present 
with chronic radicular arm pain, numbness and 
tingling sensations. The investigation of choice is 
magnetic resonance imaging (MRI) scanning to 
assess spinal cord encroachment, and nerve 
conduction studies to assess the degree of nerve 
damage. Treatment is with cervical collar, 
physiotherapy and non-steroidal anti-inflammatory 
agents. Patients will usually improve with time, and 
surgical intervention is needed in less than 5% of 
patients. 
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A 64-year-old man is referred to you by the emergency 
department. He presents with a diffusely warm, swollen 
ankle joint although he does not seem in particular pain. 
Medications include gliclazide 160 mg/day. Examination 
in the emergency department reveals a grossly deformed 
red, swollen right ankle. 
Investigations reveal: 



Hb 


12.2 g/dl 


WCC 


6.5 1071 


Platelets 


186 1071 


C-reactive 
protein 


12mg/l 


Ankle x-ray 


Loss of joint margin, significant 
bone destruction and joint 
remodelling 



Which one of the following interventions is most 
appropriate in this case? 






Calcium and vitamin D 
IV Flucloxacillin 
Immobilisation in a plaster cast 
Surgical drainage 
Ibuprofen 400 mg po tds 



•A 
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Immobilisation in a plaster cast 

This patient has Charcot's arthropathy, the clue 
being that he likely has underlying type 2 diabetes, 
pointed to by his use of gliclazide. While the joint is 
hot and swollen, the normal C-reactive protein and 
white blood cell count make it unlikely that this is 
due to osteomyelitis. Immobilisation in a cast for 3-6 
months is the treatment of choice; this is thought to 
be complemented by use of bisphosphonates. The 
reduction in bone reabsorption associated with 
bisphosphonates is thought to accelerate healing. 
Good control of blood glucose to reduce the risk of 
microvascular complications is associated with 
decreased incidence of Charcot's arthropathy, 
although once established, it cannot be reversed. 



"'J, 
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A 45 -year-old woman presents with chest pain to the 
emergency department. She has a history of asthma for 
which she uses occasional salbutamol, and she smokes 
some 30 cigarettes per day. There is no history of 
hypersensitivity to non-steroidal anti-inflammatory 
agents. There is pain with coughing and deep breathing 
and tenderness of the 2nd to 5th cost ochondral junctions 
with the sternum. Chest X-ray is unremarkable and 
electrocardiogram (ECG) shows no acute changes; 
saturations are 98% on air. 
Which of the following would be the most 
appropriate intervention in this case? 



• 



Low-molecular weight heparin 
Aspirin 75 mg po 
Diclofenac 50 mg po tds 
Amoxicillin 500 mg po tds 
Fluticasone 50 ug inhaler bd 



No.: 89 

Diclofenac 50 mg po tds 

This patient has costochondritis, which has a higher 
prevalence in women and is commoner over the age 
of 40 years. It is associated with tenderness over the 
costochondral junctions and/or sternum, pain on 
coughing and deep breathing, and equal involvement 
with both sides of the chest. Non-steroidals would be 
an appropriate first line intervention for pain relief. 
It is of course an ideal opportunity to reinforce advice 
about smoking cessation. 



No.: 90 

A 36-year-old woman presents with pain in her right 
elbow on forearm extension and wrist extension. She is a 
keen gardener and has recently been planting spring 
bulbs. On examination the elbow is held in partial 
flexion, pain is reproduced on resisted wrist extension 
and there is pain on palpation over the lateral epicondyle. 
Which of the following interventions would be most 
appropriate for this patient? 



• 



♦ 



Local steroid/anaesthetic injection 

Flexion exercise programme 

Oral prednisolone 

Elbow immobilisation 

Early surgical intervention for medial tendon release 
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Local steroid/anaesthetic injection 

Local steroid/anaesthetic injection and use of non- 
steroidal anti-inflammatory agents may both be of 
benefit in lateral epicondylitis. Physiotherapy and, in 
particular, stretching exercises may also be of benefit. 
While restricted activity may be appropriate, it 
would be inappropriate for this patient to completely 
avoid gardening. Surgical intervention for lateral 
tendon release may be appropriate in patients who 
fail to respond to medical therapy. 
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A 64-year-old patient with a long history of rheumatoid 
arthritis attends the clinic for review. She is managed on 
low- dose methotrexate, folic acid and non-steroidal anti- 
inflammatory agents for her disease, but has noticed a 
worsening in her rheumatoid nodules over the past few 
months and has developed dry eyes most recently. On 
examination she has hepatosplenomegaly. 
Investigations reveal a low total white count of 3.4 10 9 /1; 
she is also anaemic with haemoglobin of 9.8 g/dl and has 
a platelet count of 105 10 9 /1. 

Which of the following interventions would be most 
appropriate initially in this case? 



• 



Cease methotrexate therapy 

Parenteral testosterone therapy 

Splenectomy 

Busulphan 

Pulsed corticosteroid therapy 
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Pulsed corticosteroid therapy 

This patient has Felty's syndrome, as evidenced by 
splenomegaly and worsening of extra-articular 
manifestations in a patient with a long-standing 
history of rheumatoid arthritis. This, coupled with 
the low white count, is highly suggestive of Felty's 
syndrome, which has a 60-70% female predominance 
and is usually recognised from the fifth decade 
onwards in patients who have had rheumatoid 
arthritis for an average of 10 years or more. Pulsed 
corticosteroid and/or cyclophosphamide therapy may 
be effective in raising neutrophil counts. Splenectomy 
is one option in patients who fail to respond to 
medical intervention. 



No.: 92 

A 54-year-old woman with a long history of diabetes 
mellitus, which is now managed with insulin, presents 
for review. She has acute pain and swelling over the first 
metatarsophalangeal joint of her left foot and there are 
rounded calcium-like deposits in her ear cartilage. 
Investigations reveal: 



Haemoglobin Ale 
(HbAlc) 


72.68 mmol/mol 
(8.8%) 


WCC 


6.8 1071 


Creatinine 


185 lumol/1 


Potassium 


5.8 mmol/1 


Sodium 


134 mmol/1 



| Sodium | 134 mm< 

Which of the following would be mc 
initial management of this patient? 

Diclofenac 50 mg po tds 
^■» 

Oral loading dose of colchicine 
Allopurinol 100 mg po daily 
Probenecid 250 mg po bd 
Prednisolone 40 mg po daily 



most appropriate 
it? 
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wr Is? 

Oral loading dose of colchicine 

This patient has chronic renal failure, probably as a 
result of long-standing poorly controlled diabetes 
mellitus. As such, colchicine would be the initial 
treatment of choice. Non-steroidals in this case may 
exacerbate salt and water retention and worsen renal 
function. The contraindication to allopurinol in renal 
impairment is relative, and this drug can be used 
even in moderate-severe renal failure as long as dose 
reduction is employed, although of course it should 
be begun after the acute episode. Corticosteroids are 
reserved for those patients in whom non-steroidal 
anti-inflammatory agents and colchicine are either 
contraindicated or there is patient intolerance. The 
incidence of renal stones is increased in patients with 
gout; 80% of these are uric acid stones. 
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A 34-year-old woman complains of severe pain and 
aching in her fingers and toes on going out into cold 
weather. She reports a triad of initial whitening of the 
fingers resulting from vasospasm, followed by blue 
discolouration and then reddening and pain. She is 
currently taking atenolol 50 mg po daily for hypertension 
and takes methysergide for intermittent migraine. She 
has a history of reflux nephropathy and her creatinine is 
180ug/l. Her methysergide is discontinued. 
Which other intervention would be most appropriate 
for this patient? 






Start isosorbide dinitrate 
Substitute ramipril for her atenolol 
Start prednisolone 40 mg po daily 
Start diclofenac 50 mg po tds 
Start verapamil 
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Substitute ramipril for her atenolol 

Both methysergide and atenolol are possible causes of 
Raynaud's phenomenon or exacerbate existing 
Raynaud's as described here. Other causes include 
ergotamine, vinblastine, bleomycin and oral 
contraceptives. Raynaud's phenomenon has many 
causes: these include systemic sclerosis, mixed 
connective tissue disease, systemic lupus 
erythematosus (SLE), rheumatoid arthritis, 
polycythaemia and thromboangiitis obliterans. ACE 
inhibitors also have the best evidence for reno- 
protection where there is underlying autoimmune 
pathology. For persistent Raynaud's even after 
withdrawing the methysergide and the atenolol, 
dihydropyridine calcium channel antagonists such as 
amlodipine may be of value in improving symptoms. 



No.: 94 

A 63 -year-old lady presents with a five-year history of 
Raynaud's phenomenon affecting the fingers and to a 
lesser extent the toes. Recently this has become a lot 
worse, with attacks coming on unprovoked by 
temperature changes and lasting longer. She has noticed 
some swallowing difficulties and symptoms of acid 
reflux recently. Her fingers have become increasingly 
restricted over five years, but now they are more swollen 
and painful. She feels tired with a recent onset of 
headaches and has lost six pounds in weight with loss of 
appetite. Examination of the fingers reveals acrocyanosis 
of the digits with splinter haemorrhages in a warm 
examination room. Her blood pressure is 210/115 
mmHg. The rest of the examination is unremarkable. 
Which of the following is the most important initial 
investigation with respect to determining her 
outlook? 



No.: 94 

Urea and electrolytes 

This lady's presentation is very suggestive of a 
connective tissue disease with a recent acceleration 
and deterioration of severe progressive Raynaud's. 
The other features raise the possibility of 
scleroderma, but the diagnosis is secondary to 
determining the extent of vital organ involvement. 
The presence of splinter haemorrhages raises the 
likelihood of an immune complex vasculitis. The 
elevated blood pressure and headaches immediately 
raises the possibility of a renal component. Therefore 
U&Es have a crucial role with respect to detennining 
prognosis and appropriate therapeutic intervention. 






Double-stranded DNA antibodies 

Liver function tests 

Random glucose 

Urea and electrolytes 

Anti-neutrophil cytoplasmic antibodies 
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A 25 -year-old lady presents with episodic discoloration 
of the fingers of both hands, white followed by a bluish 
tinge, first noticed 2 years ago. She otherwise has been 
fit and healthy and denied any previous medical 
problems. 

Which of the following investigations would be most 
useful in determining whether the Raynaud's is 
related to vasculitis? 

Rheumatoid factor (RF) testing 

Erythrocyte sedimentation rate (ESR) 

X-ray of the hands 

X-ray of the chest 

Nail fold capillaroscopy 
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Nail fold capillaroscopy 

This young woman has symptoms of Raynaud's 
syndrome. It will be important to differentiate 
between primary and Raynaud's secondary to 
connective tissue disease (CTD). The most useful 
initial assessment must include nail fold capillary 
loop examination, ideally by capillaroscope or, if not 
available, by ophthalmoscope using magnification. 
Measurement of anti-nuclear antibodies, whilst being 
non specific may provide additional clarification. 
Patients with CTD such as systemic sclerosis most 
often will show a positive ANA and dilated, distorted, 
missed nail fold capillary loops. 



No.: 96 

A 42-year-old woman complains to her GP of stiff 
fingers with thickened skin. She complains that she 
particularly feels the cold and that her fingers are 
intensely painful if she goes outside without gloves or 
puts her hands into cold water to do the washing up. 
Only past history of note includes indigestion for which 
she was prescribed a proton pump inhibitor 1 year 
earlier. Lung function testing reveals reduced carbon 
monoxide diffusion capacity and a reduced vital 
capacity. 

Given the likely diagnosis, which of the following 
features is most likely to be found? 






♦ 



Positive antinuclear antibodies 
Positive anticentromere antibodies 
Anti-PM Scl antibodies 
Normal oesophageal motility 
B-lymphocyte infiltration on skin biopsy 
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Positive antinuclear antibodies 

This patient has systemic sclerosis as evidenced by 
sclerodactyly, Raynaud's phenomenon, oesophageal 
dysmotility and pulmonary fibrosis. Antinuclear 
antibodies are positive in 90%+ of patients; 
anticentromere and anti-PM Scl antibodies, although 
associated with systemic sclerosis, are positive in less 
than 50%. Ground glass appearance on CT scan is 
suggestive of active alveolitis. Skin biopsy often 
demonstrates T -lymphocyte infiltration, responsible 
for fibroblast recruitment and collagen deposition. 
Lung disease tends to be progressive and is associated 
with pulmonary hypertension Patients with diffuse 
disease have 10-year survival rates of only around 
20%. Factors associated with poor prognosis include 
young age at presentation, ethnic black African 
origin, anaemia, rapid progression of skin symptoms 
and lung or renal involvement. 



ANGELS TEAM 




PasTest 2012... MRCP 2... Rheumatology 



No.: 97 

You review a 4 8 -year-old woman who complains of 

sudden visual loss affecting her left eye. On examination 

you see flame haemorrhages and cotton wool spots in 

one segment of the retina. Blood testing reveals a 

prolonged APTT and fasting plasma glucose of 9.1 

mmol/1. 

Which one of the following diagnoses would you 

consider as the most important cause of her visual 

loss? 

(• 

Wegener's granulomatosis 
^» 

Antiphospholipid antibody syndrome 
Diabetes mellitus 
Open angle glaucoma 
Carotid artery atheroma 
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Antiphospholipid antibody syndrome 

This patient has branch retinal vein occlusion 
(BRVO) and the prolonged APTT is suggestive of a 
thrombophilic syndrome such as SLE or 
antiphospholipid antibody syndrome. No link 
between diabetes mellitus or open angle glaucoma 
and branch retinal vein occlusion has been 
demonstrated. Other conditions associated with 
BRVO include sarcoidosis, Lyme disease and other 
causes of thrombophilia. Anticoagulants were 
previously used in the management of this condition, 
although their effectiveness is doubtful. The fasting 
plasma glucose indicative of diabetes is an incidental 
finding here and hasnt significantly contributed to 
the risk of BRVO. 



No.: 98 

A 5 6 -year-old lady who suffered a road traffic accident 
some years ago presents to the clinic for review. She has 
been complaining of increasing pain and weakness in her 
right arm over the past few months and is now unable to 
work. Past history of note includes osteoarthritis. On 
examination there is weakness and wasting of the 
triceps, wrist and finger extensors, loss of the triceps jerk 
and sensory loss over the middle fingers of the hand. 
Prolapse of which intervertebral disc is most likely to 
be responsible for her symptoms and signs? 

a 

♦ 



C4,5 

C5,6 

C6,7 

C7,T1 

T1,T2 
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C6,7 

A lateral cervical disc protrusion at C6,7 level (i.e. the 
disc between the 6th and 7th cervical vertebrae) 
compresses the exiting C7 nerve and thus causes pain 
and weakness over the C7 myotome (triceps, wrist 
and finger extensors), loss of the triceps jerk and loss 
of sensation over the C7 dermatome. Pain relief and 
immobilisation may be appropriate for initial 
management, although in those who fail to respond, 
MRI and assessment for surgical decompression are 
recommended. 
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A 40-year-old male with a history of diabetes presented 
to the clinic with bilateral knee pain. He works as an 
insurance salesman; he is a non-smoker but drinks on 
most weekends. He is on insulin for the diabetes and also 
takes sildenafil occasionally for erectile dysfunction. 
On examination, he appeared suntanned with sparse 
body hair. The knees were swollen and tender with 
limited range of movement. 
Investigations revealed: 



Sodium 


135 mmol/1 


Potassium 


5.0mmol/l 


Creatinine 


110 umol/1 


Albumin 


35g/l 


Bilirubin 


30 umol/1 


Serum alanine 
aminotransferase (ALT) 


75U/1 


Serum aspartate 
transaminase (AST) 


65U/1 


Gamma glutamyl 
transferase 


160 U/l 


Glucose 


14 mmol/1 


Luteinising hormone (LH) 


0.6 U/l (1-10 U/l) 


Follicle- stimulating 
hormone (FSH) 


0.5 U/l (1-7 U/l) 


Testosterone 


6.8 mnol/1 (9- 
35nmol/l) 


X-ray of the knees 


showed 
calcification 



What is the most likely cause of the joint 
abnormality? 

(• 



• 



Osteomalacia 

Ochronosis 

Cystinosis 

Chondrocalcinosis 

Gout 
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Chondrocalcinosis 

The mechanism of articular damage is development 
of pyrophosphate arthropathy with subsequent 
chondrocalcinosis involving the articular cartilages. 
Given his constellation of symptoms, 
haemochromatosis is a consideration, which is 
inherited in the majority of cases as an autosomal 
recessive disorder. There is impaired iron 
metabolism, with excess iron deposited in organs and 
tissues. The classical triad is: diabetes, bronze skin 
pigmentation (a€cebronze diabetesa€) and liver 
cirrhosis. It should be remembered that liver 
function tests can be normal in cirrhosis, as is the 
case in this patient. 

Excess iron deposition is found in the pituitary gland, 
testes, liver, pancreas and skin. 

Pituitary and testicular involvement leads to 
development of hypogonadotrophic hypogonadism. 
Biochemical findings are: high serum iron, ferritin 
and transferrin saturation Liver biopsy shows 
staining for excess iron 
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A- 19-year old male was referred to the rheumatology 
clinic with a long history of pain in the back and knee 
joints. The initial problem started with recurrent back 
and wrist pain when he was 6 years old. 
He was treated for possible juvenile arthritis, which 
often responded to analgesia. Over the year the disease 
has been relapsing and remitting, but since last year the 
back pain has been constant all over the spine and has 
not responded to analgesia. 

Several investigations in the past include X-ray of the 
spine and knee, rheumatoid factor, antinuclear antibody 
and autoimmune profile. All these investigations were 
reported as normal. 

He had a normal childhood with no illness and there is 
no family history of note. He has seen the dermatologists 
for an abnormal dark-brown pigmentation in his ears and 
sclera, but no cause was found. On examination, his 
knees are swollen and painful. He also has tenderness all 
over his spine. Both sclera and ears show an abnormal 
dark-brown pigmentation. 
Investigations reveal: 



X-ray of the 
spine 


Calcification of intervertebral 
disc 


X- ray of the 
knees 


Soft tissue swelling with 
meniscal calcification 


Hb 


10.3 g/dl 


WCC 


9.8 1071 


Platelets 


250 1071 


Sodium 


145 mmol/1 


Potassium 


4.3 umol/1 


Calcium 


2.6 mmol/1 


Phosphate 


0.9 mmol/1 


Alkaline 
phosphatase 


110U/1 


Glucose 


4.2 mmol/1 






Urinalysis: 






Colour 


Dark colour 




Glucose 


+++ 




Blood 








What is the probable underlying diagnosis? 

Osteogenesis imperfecta 
Ankylosing spondylitis 
Phenylketonuria 



♦ 



• 



<? 



Alkaptonuria 
Polyarticular Still's disease 



No.: 100 
Alkaptonuria 

Alkaptonuria is a hereditary disease characterised by 
a deficiency of the enzyme homogentisic oxidase 
responsible for the degradation of homogentisic acid 
produced from phenylalanine and tyrosine. 
Accumulation of homogentisic acid causes 
pigmentation of the urine, sclera and connective 
tissues. Deposition in the joints causes cartilage 
pigmentation (ochronosis) and degeneration. 
Homogentisic acid is a reducing agent, therefore it 
gives a false positive Glucostix test but normal 
Clinitest. Urine, after standing, becomes dark 
coloured due to oxidation of the product. 
The knees and spine are commonly affected. The 
sacroiliac joint may be spared. No curative treatment 
is available yet. 
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No.: 101 

A 16-year-old boy presents with arthritis affecting his 
wrists, knees, ankles, and some of his finger joints. He 
also has marked morning stiffness and a rash which 
affects his trunk and extremities. You understand from 
his mother that he has little interest in sport. You also 
notice a pericardiac rub. 
Bloods; 



ESR 


58 mm/hr 


Hb 


10.2 g/dl 


MCV 


79 fL 


PLT 


145 xl07l 


WCC 


5.6xl0 9 /l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


100 umol/1 


ANA 


+ve 1:160 



MRI both knees suggestive of synovitis 
Echocardiogram suggestive of pericarditis 

Which of the following is the most likely diagnosis? 

* SLE 






♦ 



Juvenile idiopathic arthritis 
Rheumatoid arthritis 
Sarcoidosis 
Kawasaki disease 



•A 



No.: 101 

Juvenile idiopathic arthritis 

Whilst juvenile idiopathic arthritis (Still's disease) 
normally occurs in younger children, it may 
occasionally present in adolescents or young adults. 
Up to 25% of patients have a positive anti-nuclear 
antibody status. A microcytic anaemia which tends to 
be resistant to iron replacement and pericarditis is 
often found. Patients may also present with 
symptoms consistent with uveitis. Options for 
pharmacotherapy include NSAIDs, corticosteroids, 
methotrexate, and anti-TNF biologicals. 
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No.: 102 

A 66-year-old man presents with bony pain affecting his 
left hip and pelvis. He has a past history prostatism for 
which he received a transurethral resection of prostate 
(TURP) some 3 years earlier. On examination there is 
pain on left hip flexion, internal and external rotation. 
Investigations; 



Hb 


12.1 g/dl 


WCC 


5.0xl0 9 /l 


PLT 


191 xl07l 


Na + 


139mmol/l 


r 


4.6 mmol/1 


Creatinine 


145 umol/1 


PSA 


2.0 ug/1 


ALP 


360 U/l 


Ca ++ 


2.3 mmol/1 



X-ray left hip and pelvis, areas of osteolysis and 

increased bone density, changes consistent with 

osteoarthritis 

Which of the following is the most likely diagnosis? 

Metastatic prostatic carcinoma 

Osteoarthritis of the left hip 

Myeloma 

Paget' s disease 

Hyperparathyroidism 






•A 



No.: 102 
Pager's disease 

The site described is a typical one for Paget's disease. 
The x-ray appearance, raised alkaline phosphatase 
and normal calcium also fit with this. It is likely that 
his previous TURP was for benign prostatic 
hypertrophy. His PSA level now does not give any 
cause for concern. A radionucleotide bone scan may 
be useful at a later stage for detemiining the extent of 
disease. Both prolonged oral course of 
bisphosphonates and intermittent IV courses are 
used for the treatment of Paget's. They inhibit 
osteolysis and as such lead to a reduction in serum 
alkaline phosphatase (which can be used for serial 
measurement of treatment response), and reduce the 
pain associated with Paget's. For patients who fail to 
respond to bisphosphonates or cannot tolerate them, 
calcitonin may be a suitable alternative. 
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No.: 103 

A 34-year-old woman is admitted via the Emergency 
department after suffering acute lower back pain. X-ray 
in the department revealed two compression fractures 
suspicious of osteoporosis. Past medical history of note 
includes depression and anxiety. On examination her 
BMI is 16, her BP is 125/72 mmHg, with a pulse of 
65/min regular. 
Investigations; 



Hb 


11.2 m 


WCC 


4.6 xl07l 


PLT 


202x1071 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


102 umol/1 


T score 


-3.1 



Which of the following is likely to be the most 
important contributory factor to her condition? 

Low BMI leading to secondary ovarian failure 






Genetic predisposition to osteoporosis 
Hyperthyroidism 
Hypovitaminosis D 
Calcium deficiency 



No.: 103 

Low BMI leading to secondary ovarian failure 

This patient has a very low BMI, and further 
questioning may reveal that she is not currently 
menstruating and may not have been for some time. 
Hyperthyroidism is another possibility, but we are 
given no information that she has symptoms or signs 
of this, dearly a genetic predisposition to 
osteoporosis might also increase the risk of fracture 
at an early age, but BMI is almost certainly the 
greatest contributor to risk here. Given that she has 
significant life years ahead of her, gaining weight is 
the most appropriate option with respect to re- 
starting ovulation and oestrogenisation. Given 
questions about long term efficacy of 
bisphosphonates, they would not be the best option 
here. 
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No.: 104 

A 41 -year-old female presents to her general practitioner 
complaining of dry eyes, dry mouth and vaginal dryness 
on sexual intercourse. There is no significant past 
medical history; specifically there is no history of 
rheumatoid arthritis or connective tissue disease. 
Which of the following is a likely clinical feature in 
this case? 



• 



♦ 



4mm wetting per 5 min on Schirmer's testing 
Increased parotid salivary gland flow 
Negative anti-Ro antibodies 
Negative antinuclear antibodies 
Low oestrogen levels 



No.: 104 

4mm wetting per 5 min on Schirmer's testing 

This woman has Sjogren's syndrome, as evidenced 
by her symptoms of dry mouth and dry eyes and the 
fact that other mucosal surfaces are affected. It may 
be primary or secondary (related to other 
autoimmune conditions). There is plasma cell 
infiltration of salivary and lacrimal glands with 
positive anti-Ro and anti-La antibodies and a 
definitive positive Schirmer's test is defined as less 
than 5mm wetting per 5 min). Treatment involves use 
of artificial tears and screening for ophthalmic 
(corneal dryness and ulceration) and dental (caries) 
complications. 
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No.: 1 

An 84-year-old woman presents with increasing 
forgetfiilness. Her GP commenced her on a low dose of 
haloperidol for agitation a year ago. Her daughter, who 
lives with her, has become concerned that her mother 
seems to be more confused and has developed twitching 
movements in her face and hands. Three weeks ago the 
GP went to see her at home and stopped the haloperidol, 
but it seems that the twitching has actually got worse 
now and is also affecting her legs. The only other 
medication she takes is aspirin and amlodipine. The 
MTS score was 5/10. On examination, there were some 
semi -purposeful movements of her arms and legs and 
intermittent yawning and evidence of cogwheel rigidity 
on examination of her upper limbs. A CT brain scan 
revealed cerebral atrophy and calcification of the basal 
ganglia. 

What is the most likely diagnosis which underlies the 
twitching? 

Extrapyramidal side-effect of haloperidol 

Parkinson's disease 

Parkinson's-plus syndrome 

Dementia of Lewy body type 

Alzheimer's disease 



No.: 1 

Extrapyramidal side-effect of haloperidol 

This patient has clinical evidence of parkinsonism 
and dyskinesia. The most likely cause for her 
symptoms is haloperidol Chronic tardive dyskinesias 
are the more serious complication of dopamine 
antagonists such as haloperidol and affect 20% of 
patients on chronic neuroleptic therapy. They usually 
occur after a patient has been on treatment for at 
least 3 months and can be made worse on stopping 
the drug. In two-thirds of cases the dyskinesia 
resolves over 3 years after stopping the drug. 
Cerebral calcification is an incidental finding in 0.5% 
of CT scans of the elderly population. Dementia of 
Lewy Body type is typically associated with marked 
fluctuations in cognitive function and prominent 
visual hallucinations, as well as Parkinsonian signs; 
as this is not the picture described here, this is 
therefore a less likely diagnosis. 



"'J, 



ib 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 2 

A 29-year-old PhD student with blurred vision is 
referred to the neurology clinic by her GP. She gives a 3- 
week history of headache and a 4-day history of blurred 
and double vision. Her double vision is worse on looking 
to the left. Systemic review reveals a long history of 
menstrual irregularity. On examination there is no neck 
stiffness and fundoscopy shows bilateral papilledema. 
External ocular examination reveals weakness of the left 
eye on abduction. The rest of the examination is 
unremarkable. 

Given this clinical history, which investigation from 
those listed below should be performed next? 



♦ 



Lumbar puncture 
Cerebral angiography 
Skull X-ray 
Ocular pressure 
CT scan 



No.: 2 

CT scan 

This woman has idiopathic intracranial hypertension, 
a condition typically associated with obese women 
The condition is not benign and can sometimes 
rapidly lead to severe visual loss. Raised intracranial 
pressure is caused by vitamin A toxicity. Other 
causes include tetracycline overdose, oestrogens, 
hypothyroidism, lead poisoning and pheno thiazides. 
She has a left Vlth nerve palsy, which is a false 
localising sign and is due to raised intracranial 
pressure. The first investigation to perform from the 
options listed would be a CT scan, which is readily 
available compared to MRI. However MR 
venography may be required to exclude venous sinus 
thrombosis. Lumbar puncture with a raised opening 
pressure can confirm an increased intracranial 
pressure. 



No.: 3 

A 5 6 -year-old man has been admitted to the stroke unit 
after having suffered a stroke. He had no past medical 
history of stroke, myocardial infarction, hypertension, 
hyper chol ester olaemia or diabetes mellitus. On 
examination his blood pressure is 170/105 mmHg and 
his pulse is 66 bpm and regular. Neurological 
examination reveals severe left-sided weakness, left 
homonymous hemianopia and left sensory inattention. 
The CT scan shows haemorrhage in the right middle 
cerebral artery area. Echocardiography reveals evidence 
of left ventricular hypertrophy with normal ejection 
fraction. Chest X-ray, FBC, ESR and blood biochemistry 
are normal. 

What is the most important next step in the 
management of this patient? 

Aggressive antihypertensive treatment should be 
started without delay 

Aspirin should be started 

Meticulous nursing to optimise nutrition and 
prevent pressure sores 

(#! 

Patient should be anticoagulated 

Patient should be thrombolysed 



No.: 3 

Meticulous nursing to optimise nutrition and prevent 
pressure sores 

This patient has had a haemorrhage in the middle 
cerebral artery territory, resulting in the total 
anterior circulation syndrome. Most strokes are 
occlusive and only about 10% of strokes are 
haemorrhagic in origin. There is evidence that 
patients cared for in specialised units have a better 
outcome than those nursed in general wards. 
Rehabilitation plays a vital role in the management of 
stroke. This patient should not be anticoagulated 
because the CT scan clearly shows that the stroke is 
haemorrhagic in nature. Aspirin is given in ischaemic 
strokes. Agressive control of hypertension may 
precipitate worsening of stroke symptoms due to 
inadequate perfusion of "at-risk" areas of the brain. 
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No.: 4 

An 1 8-year-old man is admitted to A&E after collapsing 
at a dance party. He is drowsy but oriented and able to 
answer questions. This was his first week at university 
and he had decided to go out to a dance party withhis 
friends. He was given some tablets at the party to make 
him more relaxed and he was advised to drink a lot of 
fluids. All he remembers was that he went onto the 
dance floor and everything blacked out. When he came 
round, he was lying on the floor with people standing all 
around him and then he was brought to the hospital. On 
examination, his temperature was 37.1l°C, blood 
pressure was 140/85 mmHg, and his pulse was 104 bpm 
and regular. Apart from being slightly drowsy, his 
neurological examination was essentially normal. 
Blood results: 



Na + 


123 mmol/1 


K + 


3.2mmol/l 


Urea 


1.8 mmol/1 


Creatinine 


67 umol/1 


Hb 


12g/dl 


WCC 


5 10 y /l 


MCV 


90 fl 


PLT 


200 10 9 /1 



What is the most appropriate step in the immediate 
management of this patient? 






Restrict fluid intake 






Give dantrolene 1 mg/kg intravenously 



The patient should be given intravenous hypertonic 
saline solution 

Give metoprolol 5-10 mg intravenously 

Give diazepam 0.1-0.3 mg/kgPO 



No.: 4 

Restrict fluid intake 

Ecstasy is the common usage name for 3,4- 
methylenedioxymethamfetamine, which is 

psychoactive drug. It is a class A drug and is illegal in 
the UK. It is commonly used at dance parties and 
changes the mood through its effects on 
dopaminergic and serotoninergic pathways. It has a 
short duration of action of about 4-6 hours and is 
usually ingested in the dose of 75-150 nig orally. It 
eifects are said to relax the users and make them 
morefriendly to other people. Its side effects are 
unpredictable and include: nausea, sweating, 
hypertension, tachycardia, disseminated 

intravascular coagulation and liver failure. Deaths 
have been reported from heat stroke and water 
intoxication Recognised psychiatric disturbances 
include: depression, anxiety, psychosis, hallucinations 
and panic attacks. This young man had 
hyponatremia from excessive water intake that led 
to convulsions. 
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No.: 5 

A 66-year-old man presents to the clinic with his wife. 
He was started on a selective serotonin-reuptake 
inhibitor (SSRI) antidepressant 2 weeks ago because of 
severe depression. His depression appeared to have been 
triggered by the death of his pet dog, which he had for 
15 years. His wife complains that she hasnt seen any 
improvement in the 2 weeks he had been on the 
antidepressant, and is further worried by the 
pronouncement in the press that there is an increased 
suicide rate among patients taking SSRIs. 
How would you best advise this couple? 

Patient should continue with the SSRI but it will 
probably not be successful 



Patient should discontinue the SSRI 



More time is needed for the SSRI to start having a 
therapeutic effect 






Media reports are fabrications 
Their concerns are baseless 



No.: 5 

More time is needed for the SSRI to start having a 
therapeutic effect 

SSRIs are better than the older tricyclic 
antidepressants in that they are free from sedative 
and anticholinergic side effects. SSRIs are also safer 
in overdose and compliance is better. Recently there 
have been media reports linking SSRI uptake to 
increased suicide rate. The couple should be 
reassured that there is still no evidence of increased 
suicide among SSRI users. Depending on how 
convinced the couple is about media reports, tact is 
needed and a compromise struck on whether to 
change to an alternative antidepressant or continue 
with the SSRI. SSRIs should be given more time 
before antidepressant effects are seen. SSRIs are 
contraindicated in under- 18 year olds. 
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No.: 6 

A 31-year-old housewife attends the diabetic clinic for 
her annual review. She has been an insulin-dependent 
diabetic for 8 years and her blood sugar level isusually 
between 5 and 9 mmol/1. She leads a sedentary lifestyle, 
is obese and smokes aboutlO cigarettes/day. On 
examination her blood pressure is 140/95 mmHg and her 
pulse is 68 bpm and regular. 
Blood results: 



Hb 


13.4 g/dl 


WCC 


5.2 10 y /l 


MCV 


78 fl 


pits 


214 10 y /l 


Hb Ai c 


8.5 oftheHb fraction 


Na 


135 mmol/1 


K 


4.0 mmol/1 


urea 


7.3 mmol/1 


creatinine 


131 mmol/1 


24-hour urine protein 


30 mg 


Fundoscopy 


normal 



How often would you screen this patient for 
retinopathy? 

Every 2 years 

Every 6 months 

Annually 

No need for screening for the next 5 years 

Screening only when she has visual symptoms 



No.: 6 

Annually 

Screening for type I diabetics: 

- Newly diagnosed; no screening for the first 5 years. 

- Five to ten years from initial diagnosis; annually. 

- Over 10 years after initial diagnosis; every 6 
months. 

Screening for type II diabetics: annually. 
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No.: 7 

A 54-year-old woman with type-2 diabetes mellitus has 
been referred to the diabetic clinic by her GP for 
difficulty in reading small print. This visual problem had 
gradually developed over several months. She has been 
diabetic for 1 1 years and has been controlled by 
metformin. The patient is obese and smokes 15 
cigarettes a day. She has a past medical history of 
hypertension and hyperlipidaemia and takes atenolol 50 
mg od. On examination her blood pressure was 140/85 
mmHg and her pulse was 66 bpm and regular. 
Fundoscopy reveals non-proliferative diabetic 
retinopathy (NPDR) and some hard exudates one- disc 
diameter from the macula. Her HbAlC was 8.0. 
How would you best manage this patient? 

Non-urgent referral to an ophthalmologist for 
consideration of photocoagulation therapy 

Screen the patient every 6 months for close follow 
up 

Screen the patient annually for early detection and 
treatment of proliferative retinopathy 



♦ 



Advice the patient to see an optician for spectacles 
Add a sulphonylurea to the drug treatment 



No.: 7 

Non-urgent referral to an ophthalmologist 
consideration of photocoagulation therapy 



for 



This patient would need a non-urgent referral to an 
ophthalmologist for photocoagulation, which will 
stabilize visual acuity. The ability to alter the course 
of visual loss in diabetic macular involvement 
favourably is a major advance. The patient should be 
cautioned that the most likely result of treatment is 
stabilisation, not improvement, of her visual acuity. 
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No.: 8 

A 54-year-old woman with type-2 diabetes mellitus has 
been referred to the diabetic clinic by her GP for 
difficulty in reading small print. This visual problem had 
gradually developed over several months. She has been 
diabetic for 1 1 years and has been controlled by diet 
alone. The patient is obese and smokes 15 cigarettes a 
day. She has a past medical history of hypertension and 
hyperlipidaemia and takes atenolol 50 mg od. On 
examination her blood pressure was 135/85 mmHg and 
her pulse was 66 bpm and regular. Fundoscopy reveals 
non-proliferative diabetic retinopathy (NPDR). Her FBC 
and U/Es are normal. Her HbAlC was 8.0. 
What is the most likely outcome of replacing diet by 
drug treatment in this patient? 

Intensive blood glucose control would significantly 
decrease the risk of macro vascular disease 

Intensive blood glucose control would lead to a 
reduction in the progression of retinopathy and 
deterioration of visual acuity 

Intensive blood glucose control would reverse the 
progression of the retinopathy and improve her vision 

Metformin would increase fasting plasma insulin 

Metformin would be associated with less weight 
gain but with frequent hypoglycaemic episodes 



No.: 8 

Intensive blood glucose control would lead to a 
reduction in the progression of retinopathy and 
deterioration of visual acuity 

The United Kingdom Prospective Diabetes Study 
(UKPDS) was designed to establish whether intensive 
blood glucose control was of benefit in reducing the 
microvascular and macrovascular complications of 
type-2 diabetes. It also studied the outcome with 
different treatments. Diabetic control was assessed by 
measurements of Hb A lc and was found to be 
significantly better in drug treatment groups than 
those treated by diet alone. There was a 25% risk 
reduction of developing microvascular complications 
in the drug-treated groups compared to those on diet 
alone. However, intensive blood glucose control did 
not significantly decrease the risk of macrovascular 
disease or mortality. 

A study comparing metformin with diet in 
overweight type-2 diabetics revealed a risk reduction 
in any diabetes-related endpoint, diabetes-related 
death or mortality from any cause in the metformin- 
treated group. Improved glucose control was 
achieved without weight gain. Metformin lowers 
fasting plasma insulin but enhances insulin 
sensitivity, thereby increasing peripheral uptake of 
glucose. 

The UKPDS showed that the control of hypertension 
in type-2 diabetics led to a reduction in diabetes - 
related deaths and complications, including 
progression to retinopathy and deterioration in visual 
acuity. 
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No.: 9 

You see a 43 -year-old man with rigors. He had suddenly 
become unwell 12 hours ago and had four episodes of 
diarrhoea, according to his home help she found him 
lying on the floor when she arrived. He was discharged 
from hospital 2 weeks ago after treatment for 
osteomyelitis. His medications included paracetamol, 
tramadol, fluoxetine and linezolid. 
On examination he was confused and agitated with a 
temperature of 40.7l°C. His pulse was 142 bpm and 
regular, and his respirations were 32 breaths per min. 
Cranial nerve examination revealed rapid sustained eye 
movements. Peripheral nerve examination demonstrated 
generally increased tone, rapid contraction and 
relaxation of his ankle and hyperreflexia. 
Results of tests showed: 



Na + 


143 mmol/1 


K + 


6.1 mmol/1 


Creatinine 


181 lumol/1 


Urea 


12.2 mmol/1 


Creatine kinase 


24,000 U/l 


CRP 


243 lug/1 


WCC 


24.1 1071 


Hb 


12.4 g/dl 


Platelets 


93 1071 


PT 


21 s 



What is the most likely diagnosis? 

Neuroleptic malignant syndrome 



: 






Rhabdomyolosis 
Haemolytic Uraemic Syndrome 
Serotonin syndrome 
Lethal catatonia 



No.: 9 

Serotonin syndrome 

The serotonin syndrome is characterised by changes 
in autonomic, neuromotor and cognitive-behavioural 
function triggered by increasedserotoninergic 
stimulation with potentially fatal side effects. Signs 
andsymptoms can overlap with those seen in 
neuroleptic malignant syndrome and lethal catatonia, 
(although the marked increased tone seen in NM S is 
not normally so marked in serotonin syndrome), 
however, the original diagnostic criteria forserotonin 
syndrome excluded the addition of, or increase in, an 
antipsychotic agent. 

The clue in the history is the combination of 
tramadol, linezolid andfluoxetine. Tramadol has 
opioid and serotonin-reuptake inhibiting properties. 
Linezolid is an oxazolidinone antibiotic with 
relatively weak,non-specific, but reversible 
monoamine oxidase (MAO) inhibition. 

Treatment involves stopping the offending 
medications. Cyproheptadineand propranolol have 
been used as they block serotonin. The patient 
mayneed to be managed in ITU and treated for 
hyperthennia,rhabdomyolysis, acute renal failure 
and disseminated intravascularcoagulation In cases 
of hyperthermia, supportive measures and standard 
treatments include muscle relaxants, cooling and 
intubation. 
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A 40 -year-old woman, with a history of depression, 
presents to the A&E department complaining of feeling 
unwell, headaches and blurred vision. She says the 
headaches have been getting worse over the last 2 weeks 
and seem to be worse in the mornings. Her pulse is 40 
bpm and her BP is 190/1 10 mmHg. Fundoscopy reveals 
bilateral swollen discs and there is diplopia on lateral 
gaze bilaterally. 
What is the best next step in her management? 



Request an urgent CT of the brain 



♦ 



Perform a lumbar puncture and measure the CSF 
pressure 

Commence cefotaxime and aciclovir 






Admin ster steroids urgently 
MRI angiography 



No.: 10 

Request an urgent CT of the brain 

This woman has classical symptoms andhas signs of 
increased intracranial pressure. The differential 
diagnosis includes meningoencephalitis, an 

intracerebral bleed,a space-occupying lesion and 
idiopathic intracranial hypertension Imaging is the 
first step: CT is more practical than MRI and has a 
higher sensitivity for a cerebral bleed. 



No.: 11 

A 34-year-old builder is admitted with an acute inferior 
myocardial infarction and is thrombolysed immediately. 
His risk factors for ischaemic heart disease include 
smoking 40 cigarettes a day and hypercholesterolaemia. 
He is a heavy drinker but denies any illicit drug use. The 
following day he becomes tachy cardie and sweaty. 
Although his ECG shows no new ischaemic changes, 
there is a lot of baseline interference due to the 
development of a tremor. 
What is the appropriate next step in his 
management? 



No.: 11 

Commence a reducing course of benzodiazepines 

Given the life style of this gentleman and the 
symptoms he has developed, it is likely that he is a 
heavy drinker and the most likely diagnosis here is 
that he is suffering withdrawal symptoms. 



♦ 



• 



Re-thrombolyse 

Give chlorphenamine and hydrocortisone 
Transfer to a cardiac surgical centre 
Commence broad-spectrum antibiotics 
Commence a reducing course of benzodiazepines 
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No.: 12 

An otherwise fit-and-well 36-year-old woman was 
running along the rail station platform to catch her train 
when suddenly, according to eye witnesses, she stopped, 
grabbed the back of her head and collapsed, started 
shaking and became unconscious. On questioning of her 
close family, they report that she is a smoker and apart 
from the occasional headache, she had no other illnesses 
and was not on any other medication. An urgent 
computed tomography (CT) brain scan confirmed the 
diagnosis of subarachnoid haemorrhage. 
Which of the following treatment modalities is not 
normally instituted as a means of preventing 
secondary cerebral ischaemia in such patients? 

Close monitoring and control of the blood pressure 

Maintaining adequate hydration of the patient to 
prevent hypovolaemia 

♦ 

The use of a calcium antagonist, eg nimodipine 

Administration of aspirin to prevent platelet 
activation 

Early surgical intervention to clip the aneurysm 



•A 



No.: 12 

Administration of aspirin to prevent platelet activation 

A subarachnoid haemorrhage (SAH) is characterised 
by a history of an unusually severe headache of 
sudden onset - patients generally describe it as if 
being hit on the back of the head. Classically the 
headache from an aneurismal rupture develops in 
seconds and aneurysm is the cause in 85% of cases. 
The risk factors for SAH include a familial 
predisposition (with 5-20% of patients having a 
positive family history), the heritable disorders of 
connective tissue, smoking, hypertension and 
excessive alcohol consumption. If a SAH is suspected, 
the first line of investigation must be a CT scan of the 
head, because of the characteristically hyperdense 
appearance of the extravasated blood in the basal 
cisterns. This should be followed by a lumbar 
puncture if the CT scan is negative and there are no 
other contraindications to a lumbar puncture. 
Several measures have proven to be of value in 
reducing the risk of delayed cerebral ischaemia. 
These include a liberal supply of fluids, close 
monitoring and control of blood pressure and 
administration of nimodopine. In a systematic 
review, the rate of poor outcome was not significantly 
different between patients treated with antiplatelet 
drugs, including aspirin and controls. Surgical 
obliteration of the aneurysm is the mainstay of 
treatment with an increasing tendency for early 
clipping of the aneurysm (ie within three days of the 
initial bleed). Early clipping may help to prevent 
cerebral ischaemia since the presence of 
subarachnoid blood is a powerful predictor of 
delayed cerebral ischaemia. 
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A 17-year-old girl presents to the Accident and 
Emergency Department complaining of the sudden onset 
of a squint in her left eye since the previous evening. She 
reports she was watching TV when she began to notice 
double vision. She denies any previous history of eye 
problems, even as a child and is not on any medication. 
She denies any other neurological symptoms. On 
examination, she had no other cranial nerve palsies apart 
from an abduction deficit of her left eye, compatible with 
a sixth nerve palsy. Her neurological and general 
examination were both normal. She is apyrexial. Routine 
bloods were requested and a chest X-ray (CXR) 
performed, which were normal. 
While waiting for her head computed tomography 
(CT) scan, which of the following would be LEAST 
likely to feature in your differential diagnosis for the 
cause of the patient's symptoms? 



• 



Giant cell arteritis 
Myasthenia gravis 
Multiple sclerosis 
Thyroid eye disease 
Sarcoidosis 
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Giant cell arteritis 

The differential diagnosis of a sixth nerve palsy 
includes any condition that can produce an abduction 
deficit, such as the restrictive myopathy associated 
with thyroid eye disease. Myasthenia gravis may 
mimic any ophthalmoplegia including a sixth nerve 
palsy. Multiple sclerosis should be considered very 
strongly in the differential diagnosis of a new isolated 
non-traumatic sixth nerve palsy in a young adult. 
Inflammatory lesions (eg sarcoidosis) anywhere along 
the path of the sixth nerve may also manifest as an 
isolated sixth nerve palsy. Giant cell arteritis (GCA), 
although it can present with an isolated nerve palsy, 
is a disease of the elderly and virtually never 
manifests under the age of 60. Blood tests, including 
erythrocyte sedimentation rate (ESR) and C-reactive 
protein (CRP) and eventually a temporal artery 
biopsy are required to confirm the diagnosis of GCA. 
The sudden onset of this patient's symptoms related 
to her sixth nerve palsy and the lack of other 
symptoms and signs would make the other four 
choices less likely since they would normally progress 
with a constellation of symptoms and signs over a 
period of time. The differential diagnosis for a 
mononeuritis multiplex (where more than two 
separate nerves are affected) are many, but include 
trauma (causing nerve compressions), leprosy, 
diabetes mellitus, amyloid, sarcoid and polyarteritis 
nodosa. 
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A 19-year-old man is referred to the Neurology Out- 
patients' Department by his GP who suspects that he may 
have neurofibromatosis. The family history of the man is 
unavailable since he was adopted. He is of short stature 
and has mild learning difficulties. He also suffers from 
mild hypertension. 

Which of the following combinations of criteria 
would establish a diagnosis of neurofibromatosis type 
1(NF1) in this patient? 

Six or more caPO-au-lait macules >5 mm and 
axillary freckling 

(+ 

Six or more caPO-au-lait macules >15 mm and the 

presence of a juvenile cataract 

Two or more neurofibromas of any type and a Lisch 
nodule 



Sphenoid dysplasia and two or more Lisch nodules 



♦ 



Renal artery stenosis and freckling in the inguinal 
region 
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Sphenoid dysplasia and two or more Lisch nodules 

Type I neurofibromatosis (von Recklinghausen's 
disease) is an autosomal dominant condition with 
variable expression. The affected gene is on 
chromosome 17. The diagnosis is made if two of the 
following criteria are found: 

\ m six or more caf©-au-lait macules >5 mm 
(prepubertal) or >15 mm (post pubertal) 

\' two or more neurofibromas of any type or one 
plexiform 

1* freckling in the axillary or inguinal regions 

T* optic glioma 

i* two or more Lisch nodules on the iris 

1* distinctive osseous lesion typical of NF1, eg 
sphenoid dysplasia 

]• first degree relative with NF1 

Mild learning difficulties are common in these 
patients and hypertension may occur in association 
with renal artery stenosis or phaeochromocytoma. 
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A 21 -year-old woman presents to her GP complaining of 
headaches and occasional greying of vision, worse upon 
awakening. She also suffers from occasional dizziness 
and nausea but which are independent of the headache. 
She is otherwise fit and well and the only medication she 
takes is the oral contraceptive pill. On examination, she 
is noted to be overweight. General examination is 
normal but on ophthalmoscopy she is noted to have 
bilateral but asymmetrical optic disc swelling. A 
computed tomography (CT) scan of the head is 
performed, which rules out the presence of a space- 
occupying lesion, followed by a lumbar puncture, which 
shows a high opening pressure but which is otherwise 
normal in colour and clarity. The results from the 
laboratory investigations on the cerebrospinal fluid 
(CSF) are all within normal limits as are her routine 
blood tests. 

Which of the following treatments is NOT indicated 
in the medical management of this patient? 



pill 

♦ 



A strict regime of weight loss 

Discontinuation of her use of the oral contraceptive 

Oral acetazolamide 

A short course of oral corticosteroids 



Aspirin 
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Aspirin 

To diagnose idiopathic intracranial hypertension (IIH) 
(also known as pseudotumour cerebri and, previously 
benign intracranial hypertension), four diagnostic criteria 
must be met: 



□ the symptoms and signs associated with increased 
intracranial pressure 

□ normal- or small-sized ventricles seen on neuroimaging 
studies 

□ increased cerebrospinal fluid (CSF) pressure with a 
normal composition 

□ papilledema. 



The pathophysiology remains unclear, with a presumed 
role of imbalance of CSF reabsorption. There is also the 
notion of a possible cerebrovascular mechanism. 
A strong predilection of this disease exists for women with 
the female : male ratio ranging from 2 : 1 to 10 : 1, with 
most patients presenting in the third decade of life, 
although individuals of any age may be affected. A typical 
patient is a young adult female who is obese but with no 
other health problems. Other risk factors include systemic 
diseases, disruption of cerebral venous flow, endocrine or 
metabolic disorders and exposure to or withdrawal from 
certain exogenous substances, most notably oral 
progestational agents. Certain other medications are also 
implicated in provoking IIH, including tetracyclines, 
steroids, levodopa, lithium, retinoids and cyclosporin. 
Patients may complain of headache, transient visual 
obscurations (orthostatic changes, such as standing up or 
bending over, induce this symptom) and diplopia. The 
aims of treatment are to maintain optic nerve function by 
controlling the raised intracranial pressure. Medical 
management includes weight control for patients who are 
obese, treatment of associated risk factors including 
cessation of the oral contraceptive pill, and the use of 
diuretics to control the intracranial pressure. In addition, 
corticosteroids are effective in lowering the intracranial 
pressure in those patients with a supposed inflammatory 
aetiology for their idiopathic intracranial hypertension and 
a trial of steroids may be indicated in particularly severe 
cases at risk of visual impairment due to papilledema. 
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During the examination of an elderly confused and non- 
coherent man who was brought to casualty by a 
concerned neighbour, you notice that he has bilateral 
small pupils, which do not appear to react to light. Under 
the circumstances, it is difficult to judge their response to 
accommodation. 

Which of the following conditions may not account 
for the pupillary appearance in this patient? 
«? 

♦ 



Opiate analgesia 

Acute alcohol intoxication 

Pilocarpine eye drops for glaucoma 

Diabetes mellitus 

Old age 
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Acute alcohol intoxication 

Bilateral small pupils that are irregular and do not 
react to light but do react to accommodation are 
known as Argyll Robertson pupils, causes of which 
include neurosyphilis, chronic alcoholism, multiple 
sclerosis, diabetes mellitus and sarcoidosis. In this 
case, all the listed causes produce bilateral small, 
constricted pupils except for acute alcohol 
intoxication, which causes pupillary dilatation. 
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A 21 -year-old student at home during the holidays is 
brought to the Emergency Department by her parents. 
She was initially complaining of headache and 
photophobia which has become more marked over the 
last couple of hours. She has vomited once. On 
examination she has a fever of 38°C but no evidence of a 
rash. She has enlarged cervical lymph nodes but 
auscultation of the chest was clear. Following routine 
blood investigations, a computed tomography (CT) scan 
of her head is performed, which excluded a mass lesion 
and raised intracranial pressure. 

A lumbar puncture was subsequently performed and 
the cerebrospinal fluid (CSF) results are shown 
below: 



appearance 


clear 


cells 


mononuclear predominantly 


cell count 


4.52/ml(5/ml) 


glucose 


3.9 mmol/1 (3.3-4.4 mmol/1) 


plasma glucose 


5.1 mmol/1 


protein 


0.53 g/1 (0.15-0.45 g/1) 



What diagnosis would best fit this clinical picture? 

Herpes simplex encephalitis 

♦ 



♦ 



Coxsackie meningitis 
Meningococcal meningitis 
Pneumococcal meningitis 
Tuberculous meningitis 
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Coxsackie meningitis 

Aseptic meningitis is an inflammation of the 
meninges caused by non-bacterial organisms or other 
disease processes. It tends to be more common in 
children than in adults. Headache, neck stiffness and 
photophobia are common in both bacterial and 
aseptic meningitis but fever may or may not be 
present. Other non-specific symptoms include 
arthralgia, myalgia, malaise and a sore throat. A 
travel history may also be pertinent. On examination, 
it is important to look for and exclude a non- 
blanching petechial rash (which would suggest a 
meningococcal infection). Lymphadenopathy may 
also be present. If there are any signs of raised 
intracranial pressure (decreased consciousness, 
severe headache, fits) it is important to do a CT scan 
first followed by a lumbar puncture since the latter is 
critical to the diagnosis. Typical findings in aseptic 
meningitis include a clear cerebrospinal fluid (CSF) 
with a pressure that is within the normal range or 
increased, CSF protein concentration of 0.5-2 g/1 and 
a CSF glucose >50% blood glucose level. In viral 
encephalitis, clinical features would usually include 
signs of altered consciousness and diffuse 
neurological dysfunction; in terms of CSF findings, 
the cell count is increased and the CSF glucose is 
normal with a raised protein concentration Focal 
medial temporal lobe swelling may also be seen on 
the magnetic resonance imaging (MRI) scan in 
patients with herpes simplex encephalitis while CT 
scanning may show reduced attenuation in one or 
both frontal or temporal lobes 
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A 42-year-old woman is undergoing investigations to 

confirm a suspected diagnosis of multiple sclerosis. As 

part of her work up she is referred to the local 

ophthalmology department for an examination of her 

eyes. 

Which of the following eye signs is least likely to be 

found in a patient with multiple sclerosis? 



• 



* 



Visual field defect 
Optic atrophy 
Ptosis 



Normal abduction in left eye and failure of 
adduction in the right eye on left gaze 

Nystagmus 
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Ptosis 

Multiple sclerosis (MS) is a chronic, idiopathic, 
relapsing/remitting inflammatory demyelinating 
disorder that causes plaques of demyelination at sites 
throughout the CNS. It tends to be commoner in 
temperate climates - adult travellers take their risk 
with them, but children under the age of 15 acquire 
the risk of the climate they settle in. Throughout 
adulthood the female : male ratio is 2 : 1. The main 
ways in which MS can present include optic neuritis, 
leg weakness, numbness or tingling in the extremities 
due to involvement of the posterior columns or 
brainstem or cerebellar symptoms and signs such as 
diplopia, nystagmus, ataxia and vertigo. UhthofFs 
symptom is exacerbation of the clinical features of 
MS during a hot bath. With respect to the eye, signs 
that may be seen include optic atrophy following 
repeated episodes of optic neuritis, which in turn may 
cause a permanent visual field defect, diplopia, 
nystagmus, internuclear ophthalmoplegia, abnormal 
pupillary responses and/or the loss of smooth eye 
pursuit movement. MS very rarely causes isolated 
III rd nerve dysfunction (outwith the context of 
internuclear ophthalmoplegia) and as such ptosis 
would be an extremely unusual sign. 
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A 54-year-old man is referred by his GP to the local 
Neurology Department for intractable headaches for the 
last 3 months, more recently associated with a constant 
feeling of nausea. The patient's family have also been 
concerned since they have noticed that the patient has 
become increasingly forgetful recently. The patient has 
otherwise been well apart from mild hypertension 
controlled by dietary modifications. The only other 
notable finding in his history is that he worked at a 
petrochemical plant for 24 years. Routine laboratory 
investigations were normal and negative for an 
underlying infective or metabolic process. Imaging 
studies performed on the patient showed an irregularly 
shaped hypodense mass with a surrounding ring of 
cerebral edema located in the left temporal lobe. These 
findings were consistent with a diagnosis of glioma. 
Which of the following clinical signs would have best 
localised this lesion to the temporal lobe? 






Ipsilateral superior homonymous quadrantanopia 

Contralateral superior homonymous quadrantanopia 

Asterognosis 

Dysdiadochokinesis 

Ipsilateral deafness 
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Contralateral superior homonymous quadrantanopia 

Glioblastoma multi-forme is the most frequent 
primary brain tumour, accounting for approximately 
12-15% of all intracranial neoplasms. Males tend to 
have a slight preponderance over females, with a 
ratio of 1.5 : 1. The most common presentation of 
patients is with a slowly progressive neurological 
deficit, but alternatively, patients may present with 
generalised symptoms of raised intracranial pressure, 
which include headaches, nausea and vomiting and 
altered consciousness or with seizures. The only 
consistently identified risk factor is chronic exposure 
to petrochemicals. The focal neurological deficit 
depends on the site of the tumour, so it is important 
to first ask where the tumour is, before establishing 
the type of tumour. False localising signs may be 
misleading and are usually caused by raised 
intracranial pressure. The most common of these is a 
sixth nerve palsy and this is due to its long 
intracranial course. Signs that would localise the 
lesion to the temporal lobe include temporal lobe 
seizures, auditory hallucinations, visual-field defects 
(a superior contralateral quadrantanopia; an inferior 
contralateral quadrantanopia is caused by a lesion in 
the parietal lobe), Wernicke-like aphasia, spatial 
disorientation and impaired perception of verbal 
commands. 
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A 73 -year-old man known to be suffering from small- 
cell lung cancer is bought to his GP by his daughter 
since she is concerned that her father has grown 
considerably weaker and she feels he may not be able to 
cope alone at home. On further questioning, the patient 
does report problems with walking up stairs or bending 
his legs to dress in the mornings and that has got 
progressively worse over the last few months. He also 
reports problems with a dry mouth and swallowing, as if 
the food gets stuck in his throat. On examination, the 
patient is mildly cachectic. Neurological examination 
confirms weakness of the muscles of the thighs and hips. 
Abnormal lower- limb reflexes were also observed. 
Given the likely clinical diagnosis, which of the 
following observations would best help distinguish 
this syndrome from true myasthenia gravis? 



♦ 



♦ 






Involvement of the autonomic nervous system 

Hyperreflexia 

Marked response to edrophonium 



Facilitation shown on testing of several muscle 
groups 

Involvement of the respiratory and oropharyngeal 
muscles is common 
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Involvement of the autonomic nervous system 

The Lambert Eaton myasthenic syndrome (LEMS) 
usually occurs in association with malignancy and 
results from an autoimmune attack directed against 
the voltage-gated calcium channels (VGCC) on the 
presynaptic motor nerve terminal. Around 50-70% of 
LEMS cases have an identifiable malignancy, the 
majority being bronchial cell carcinoma. It is 
primarily a disease of the middle-aged and elderly 
and has an almost equal sex distribution. Unlike 
myasthenia gravis, it affects particularly the 
proximal limbs and trunk and while respiratory 
muscle is usually involved to some extent, the 
involvement is usually not as severe as with 
myasthenia gravis. Many patients with LEMS have 
some degree of autonomic dysfunction, usually 
characterised by a dry mouth, which may be the 
initial presenting symptom This is in contrast to 
myasthenia gravis in which autonomic symptoms are 
very rare. Facilitation (strength improvement after 
exercise) is common and differentiates this syndrome 
from true myasthenia only if it is noted after repeated 
testing of many separate muscle groups. As such it is 
a much "softer" sign than the presence of autonomic 
features and is therefore not the correct answer here. 
There is hyporeflexia. The detection antibodies to 
components of the neuromuscular junction helps to 
differentiate these conditions: acetyl-choline receptor 
antibodies are present in the majority (80-90%) of 
cases of myasthenia gravis, while anti-voltage-gated 
calcium channel (VGCC) antibodies are present in 
LEMS. (Those cases of myasthenia gravis without 
Ach antibodies are known as seronegative 
myasthenia, many of these having antibodies to 
muscle-specific kinase (MUSK)). Electrophysiology 
plays an important role in differentiating between 
myasthenia gravis and LEMS as the latter 
characteristically shows measureable transient post- 
exercise facilitation of compound motor action 
potentials. 
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A 25 year old man visits his GP complaining of a resting 
tremor in one hand that has become progressively more 
noticeable over the last few months. He has also found 
getting dressed in the mornings to be particularly 
difficult due to a lack of co-ordination. On further 
questioning, he reports that he 'feels tired all the time' 
and admits to feeling depressed and lonely. He has not 
worked since leaving college and lives with his 
parents. On examination, the patient has a relatively 
expressionless face with a paucity of blinking. A fine 
resting tremor of the left hand is noted. Examination of 
the patient's wrists shows rigidity of movement on 
flexion and extension. Mental examination shows some 
slowing of higher functions and a midly blunted 
affect. Observing the patient walking shows the left arm 
not to swing fully and the left foot mildly scraping the 
floor. 

Given this clinical presentation, which one of the 
following conditions should be considered within the 
differential diagnosis? 



♦ 



. 






Bazin's disease 
Bornholm disease 
Menetrier's disease 
Wilson's disease 
Whipple's disease 
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Wilson's disease 

Wilson disease, or hepatolenticular degeneration, is a 
neurodegenerative disease of copper metabolism. 
Wilson's disease typically presents in childhood or 
adolescence and rarely presents after the 3rd decade. 
After patients become symptomatic, Wilson disease is 
lethal if untreated. Patients who present with fulminant 
liver failure have a mortality rate as high as 70%. Liver 
disease is the most common initial manifestation in 
children. Older individuals often present with 
neuropsychiatric symptoms. About 40-50% of patients 
present with liver disease, and 35-50%, with neurologic 
or psychiatric symptoms. Neurological symptoms and 
signs include parkinsonism but may present in many 
other forms including dystonias, particularly of the face 
(rictus), eye movement disorders and psychiatric 
changes including emotional lability, personality 
changes and depression. This condition should therefore 
be excluded in any young person presenting with a 
movement disorder. 
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As the medical registrar, you are called to see an 83- 
year-old female patient on the surgical wards who is 
recovering from a total hip replacement operation and 
who has gradually become increasingly confused over 
the last 24 h. Her past medical history is significant for 
type II diabetes and hypertension. You are not able to 
hold a conversation with her, since she appears to be 
disorientated in time and place with perseveration of 
speech. She keeps complaining that she can see ants 
crawling over her body. Examination of her chest and 
cardiovascular systems appear normal. Routine blood 
tests are performed and an electrocardiogram (ECG) is 
requested. She is apyrexial. 

Which of the following is least likely to be the cause 
of this patient's symptoms? 






Urinary tract infection 
Opiate analgesia 
Hypoglycaemia 
Transient ischaemic attack 
Myocardial infarction 
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Transient ischaemic attack 

An acute confusional state is common in hospitalised 
patients, especially the elderly and characteristically 
takes place over hours or days and is usually 
accompanied by signs of physical ill health such as 
infection or drug toxicity. It has a fluctuating course, 
being worse at night with lucid spells during the day. 
The person is often disorientated for time and place, 
but not for people. The patient is usually fearful, 
irritable and may be aggressive: paranoid ideas, 
visual and auditory hallucinations are common. 
Causes include systemic infections (especially chest 
infection or urinary tract infection), drugs, metabolic 
(hypo/hyperglycaemia, uraemia, liver failure), 
hypoxia, hypercapnia, vascular (stroke or myocardial 
infarction), trauma (especially a subdural 
haematoma after a head injury) and withdrawal of 
alcohol following regular use. All symptoms resolve 
with treatment of the underlying cause. A transient 
ischaemic attack, although able to produce central 
nervous system (CNS) signs and symptoms, fully 
resolves by definition by itself within 24 hours and is 
often much shorter in duration. Furthermore, there 
is no disorientation of time or space associated with a 
transient ischaemic attack 
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A 29-year-old man presents to the Accident and 
Emergency Department complaining of progressive 
weakness of both legs that has been getting progressively 
worse over the last 2 weeks. The weakness appears to be 
symmetrical in both legs. He is also complaining of pain 
in his lower back and buttocks. He has noticed that the 
left side of his face has become weak and this is evident 
in his speech, as the left mouth does not move properly. 
On further questioning, he reports that he has recently 
recovered from a flu-like illness. 
Which of the following organisms would be most 
likely to cause a similar clinical picture? 

a 



♦ 



♦ 



Streptococcus pneumoniae 
Hepatitis B 

Mycobacterium tuberculosis 

Shigella 

Yersinia 
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Hepatitis B 

Oassic Guillain-Barre syndrome (GBS) is an acute, 
ascending andprogressive neuropathy characterised 
by weakness, paraesthesias and hyporeflexia. 
Insevere cases, muscle weakness may involve the 
respiratory muscles leading to progressiverespiratory 
failure, which is the main danger. It has a bimodal 
distribution with peaksin age ranges of 15-35 years 
and 50-75 years and a male : female ratio of 3 : 2. 
Maximalweakness typically occurs 2 weeks after the 
initial onset of symptoms and usually 
stopsprogressing after 5 weeks. Weakness is almost 
always symmetrical. Unlike otherneuropathies, 
proximal muscles are more affected and cranial 
nerves may also be involved (indecreasing order of 
frequency: facial, bulbar palsies, muscles of 
mastication). Unlikeextremity weakness, facial 
weakness may be asymmetrical. Patients often 
complainof pain in the lower back and buttocks. 
Parasthesiae usually begin at the toes, 
progressingupward and centrally. Absolute features 
required for the diagnosis of GBS include progressive 
weakness of all four limbs and areflexia. Two-thirds 
of patients have a history of gastrointestinal (GI) or 
respiratory infection from 1-3 weeks before theonset 
of weakness. Common infections include Chlamydia, 
Campylobacter jejuni, hepatitis B virus, Mycoplasma 
pneumoniae, cytomegalovirus, Epstein-Barr virus, 
herpeszoster virus and HIV. 
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A 50 -year-old unemployed man presented with a 7- 
month history of word- finding difficulty. He had been 
feeling depressed over the same period after losing two 
jobs in the last year. His wife commented that he had lost 
all motivation and spent most of the day at home. His 
appetite had changed and he had become very fond of 
sweet foods, with his weight increasing 2 stone in the 
last year. Higher mental function testing revealed 
problems with naming and in tasks requiring planning. 
Examination of the cranial nerves and limbs was normal. 

What is the most likely diagnosis? 

Dementia with Lewy bodies 



♦ 
♦ 



♦ 



Frontotemporal dementia 
Alzheimer's disease 
Creutzfeldt-Jakob disease 
Huntington's disease 
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Frontotemporal dementia 

The diagnosis is most likely to be frontotemporal 
dementia, a collection of disorders affecting the 
frontal and temporal lobes. The age of onset is 
normally between 45 and 60 years of age with a 
positive family history in up to 50% of patients. 
There are three cardinal syndromes: frontal variant 
frontotemporal dementia which presents mainly with 
behavioural disturbance (decreased motivation, 
impulsiveness, disinhibition and loss of social skills 
are all seen); semantic dementia which presents with 
a fluent aphasia and difficulty naming objects due to 
a loss of semantic knowledge; and progressive non- 
fluent aphasia which presents with speech production 
difficulties. Overlap between the syndromes is seen. 
Patients often develop a sweet tooth or other changes 
in appetite. Problems with planning and judgment 
may cause them to lose their job. There is currently 
no treatment for the underlying condition. 
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A 3 5 -year-old builder presented with a 7-month history 
of progressive left hand weakness and a 3 -month history 
of similar progressive weakness in his right hand. He had 
been otherwise well apart from being involved in a car 
crash 3 years previously. On examination he had 
fasciculations in both deltoid muscles with increased 
tone in both arms, weakness of intrinsic hand muscles 
bilaterally and all upper limb reflexes were brisk. Co- 
ordination and sensory examinations were normal. 
Lower limb examination was normal. 

What is the most likely diagnosis? 

Chronic inflammatory demyelinating 
polyneuropathy (CIDP) 



/• 



Motor neurone disease 



He has both lower and upper motor neurone signs 
with no sensory signs and the most likely diagnosis is 
therefore of motor neurone disease (MND). MND has 
a range of onset from 20 to 90 years of age with the 
mean age being around 60 years. It is more common 
in men than women. In most patients symptoms start 
in the limbs with a smaller group (about 25%) 
presenting with bulbar symptoms e. g. tongue 
fasciculations and wasting, dysphagia, dysarthria. 
There is no curative treatment and death is usually 
due to respiratory failure. 






Multiple sclerosis 
Cervical myelopathy 
Syringomyelia 
Motor neurone disease 
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A 57-year-old man presents with slowly worsening 
walking over the last few years. He has become 
increasingly slower in his walking and has particular 
difficulty turning around. In the last 2 years he has 
developed shaking of his right hand and he has difficulty 
doing his buttons up on his shirt. On neurological 
examination he is hypomimic with a hypophonic voice, 
and he has a resting tremor prominent on the right side. 
He has increased tone with cogwheel ing that is greater in 
the right arm than the left. He also has difficulty with 
fine finger movements on the right side. He has a 
stooped gait with decreased arm swing. The rest of his 
neurological examination is normal. 
Which of these drugs would be the best initial 
treatment for this patient? 



♦ 



Pramipexole 

Entacapone 

Levodopa 

Benzhexol 

Propranolol 



No.: 26 
Pramipexole 

The most likely diagnosis in this gentleman's case is 
idiopathic Parkinson's disease, exhibiting the 
classical triad of rigidity, bradykinesia and tremor. 
For younger patients the first-line treatment is a 
dopamine agonist e.g. pramipexole or ropinirole. 
Levodopa tends to be used only for first-line 
treatment in older patients (often in those aged over 
75 years). Anticholinergic treatment as a sole first - 
line agent may be useful in younger patients with 
predominant tremor and little rigidity or 
bradykinesia. 
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A 14-year-old boy is referred by his general practitioner 
(GP) after he presented complaining of right ocular pain 
and blurred, hazy vision for several weeks. 
The fundal appearance is shown below: 




What is the most likely cause of this appearance? 

Toxoplasmosis 
Retinitis pigmentosa 



G 



. 



r 



Retrobulbar neuritis 
Cytomegalovirus (CMV) 
Retinal detachment 



No.: 27 
Toxoplasmosis 

This is chorioretinitis caused by Toxoplasma gondii 
infection The symptoms associated with ocular 
toxoplasmosis include unilateral, mild ocular pain, 
blurred vision and new onset of floating spots. 
Patients often describe their vision as hazy. Clinical 
findings may include granulomatous iritis, vitritis, 
optic disc swelling, neuroretinitis, vasculitis and 
retinal vein occlusion in the vicinity of the 
inflammation, in the actively involved eye. 
Fundoscopically, active toxoplasmosis presents with 
white-yellow, chorioretinal lesions and vitreous cells. 
There may be old, inactive lesions in the other eye. 
Congenital toxoplasmosis accounts for the majority 
of cases encountered in clinical practice. Infection 
may also occur from ingestion of contaminated or 
undercooked meat and dairy products, and direct or 
indirect ingestion of cat faeces. Treatment is with 
pyriniethamine/sulphadoxine for 6-12 months or 
longer if relapses occur. 



-j 
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A 52-year-old woman presents to her general 
practitioner with recurring headaches. 
He refers her as an emergency to your clinic after 
observing the fundal appearance shown below: 




What is the most likely diagnosis? 

Hypertensive retinopathy 
Hyperviscosity syndrome 



♦ 



Papilledema 
Diabetic retinopathy 
Central retinal vein occlusion 



No.: 28 

Hypertensive retinopathy 

This is severe (stage III) retinopathy occurring as the 
result of previously undiagnosed hypertension 

The stages are classified as: 

• Stage I - focal/diffuse thinning of arterioles relative 
to venules 

• Stage II - obvious arteriolar narrowing with focal 
areas of attenuation Vessels with a wide light reflex 
exhibit 'copper wiring'. As the vessels become 
fibrotic the light reflex becomes a thin white stripe, a 
phenomenon known as 'silver-wiring'. Continued 
thickening of the arterioles causes indentation of the 
venule in the common adventitial arteriovenous (AV) 
sheath, referred to as A-V nipping 

• Stage III - Stage II plus cotton wool spots, exudates, 
and haemorrhages 

• Stage IV - Stage III plus swollen optic disc 
resembling papilledema. 



Stages I and II are similar to arteriosclerosis of 
ageing. Stage III and IV are medical emergencies 
referred as malignant hypertension 



Moderate hypertensive retinopathy signs, such as 
isolated microaneurysms, haemorrhages and cotton- 
wool spots, are strongly associated with subclinical 
cerebrovascular disease and predict incident clinical 
stroke, congestive heart failure and cardiovascular 
mortality, independent of blood pressure and other 
traditional risk factors. 
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A 34-year-old man presents to the emergency 
department with general malaise and a red eye (see 
picture, below). He describes a dull, aching sensation in 
the eye itself and around the orbital area as well as 
blurred vision. Over the past week he has had a sore 
throat and intermittent fever and has had a course of 
antibiotics from his general practitioner. He then 
developed bilateral swollen knees and ankles with a rash 
over both shins. Visual acuity is 6/6 in the right eye and 
6/24 in the left (affected) eye. 




Picture courtesy of Charlie Goldberg, M.D., UCSD 
School of Medicine and VA Medical Center, San Diego, 
California 

What is the most likely ophthalmological diagnosis? 

Acute iritis 
Episcleritis 

Bacterial conjunctivitis 
• Toxocara 

Herpes zoster conjunctivitis 



No.: 29 
Acute iritis 

This condition is seen mainly in young people, and 
may occasionally be associated with systemic 
conditions such as ankylosing spondylitis and 
sarcoidosis (as in this case); other associated 
conditions include Reiter's syndrome, syphilis, 
herpes, toxoplasmosis, inflammatory bowel disease 
and psoriatic arthropathy. Presentation is with a red, 
painful eye (with pain being a more severe and more 
constant feature than in episcleritis, which may 
produce mild-moderate discomfort in some but not 
all patients), and visual acuity is reduced to a varying 
degree. This latter aspect would not be expected to be 
present in episcleritis or conjunctivitis. The pupil is 
usually constricted or irregular, reacting poorly to 
light. The patient should be seen by an 
ophthalmologist within 24 h for slit lamp diagnosis. 
Treatment is then with topical steroids and mydriatic 
drops (to reduce the risk of acute glaucoma due to 
the iris sticking to the cornea). Appropriate 
investigations for underlying systemic disease should 
then be carried out if there is a suspicion of this. 



*J 
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65-year-old woman with a past history of hypertension 
presents with transient visual obscurations of the right 
eye, followed by progressive loss of vision over the last 
6 days. She has some vague discomfort of the right eye. 
On examination acuity is 6/36 in the affected eye, and 
6/12 in the left eye. Pupillary reactions are normal. 
The fundoscopic appearance is shown below: 





What is the most likely diagnosis? 

Papilledema due to space -occupying lesion 

Papilledema due to idiopathic intracranial 
hypertension 



♦ 



Branch retinal vein occlusion (BRVO) 
Central retinal vein occlusion (CRVO) 
Central retinal artery occlusion (CRAO) 



No.: 30 

Central retinal vein occlusion (CRVO) 

This is an important cause of visual impairment in 
the middle-aged and elderly. A history of diabetes, 
hypertension, clotting disorders or vasculitis may 
predispose to CRVO. Two types are recognised: 
ischaemic (haemorrhagic) retinopathy and non- 
ischaemic (venous stasis) retinopathy. The prognosis 
of these is very different; the non-ischaemic type is 
relatively benign, whereas the ischaemic type is 
associated with severe blinding complications 
including optic atrophy, vitreous haemorrhage and 
anterior segment neovascularisation leading to 
neovascular glaucoma. About 80% of cases are the 
non-ischaemic type. Some clinical features may help 
distinguish the two types: the ischaemic cases are 
more likely to be associated with markedly reduced 
acuity at presentation, peripheral field deficits and 
relative afferent pupillary defect. Fundoscopic 
appearance is less helpful in distinguishing the two, 
as cotton wool spots and haemorrhages are seen in 
both Fluoroscein angiography can help in 
classification A variety of medical and surgical 
treatments have been used with varying success in 
this disorder, including local or systemic 
anticoagulation, local or systemic steroids, 
plasmapheresis and surgical decompression 
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A 48-year-old merchant seaman presents with recent 
weight loss of 2 kg. On further questioning, he 
complains that for some time he has also noticed painful 
sensations in his legs at night, reduced sensation in his 
feet, and some problems with balance. On examination 
he has diminished proprioception at the toes, his ankle 
reflexes are absent, and a small area of painless 
ulceration is seen on the ventral aspect of the big toe. 
Nerve conduction studies (NCS) demonstrate reduced 
motor conduction velocities (75% of normal) in the legs, 
with small, poorly formed sensory nerve action 
potentials. Electromyography (EMG) shows evidence of 
active denervation in the lower limbs with positive sharp 
waves and fibrillations. 

What is the most likely diagnosis? 

Alcoholic neuropathy 
Diabetic neuropathy 
Paraneoplastic neuropathy 
Multifocal motor neuropathy 



Chronic inflammatory demyelinating 
polyneuropathy (CIDP) 



•A 
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Diabetic neuropathy 

This can present in a myriad of ways but the clinical 
and electrophysiological features here are typical of 
the most common presentation; that of a distal 
symmetric sensorimotor polyneuropathy with both 
axonal and demyelinating features. Autonomic 
dysfunction may also be present, perhaps 
contributing to this patient's balance problems. The 
painless ulcer is also typical. On the other hand 
painless ulcers virtually never occur in alcoholic 
neuropathy, which gives rather a pure axonal 
sensorimotor picture on electrophysiological studies. 

The pathological origin of diabetic neuropathy 
remains incompletely understood but is probably 
multi-factorial, involving vascular insufficiency, 
metabolic dysfunction and possibly auto-immune 
factors. Other patterns of diabetic peripheral nervous 
system dysfunction include: mononeuropathy (e.g. 
carpal tunnel syndrome); mononeuropathy 
multiplex; small fibre neuropathy (prominent lower 
limb pain); large fibre neuropathy (rarer); pure 
autonomic neuropathy (rare); diabetic neuropathic 
cachexia (older men, significant weight loss); cranial 
mononeuropathy (commonest ocular movement 
abnormalities (III, IV, VI), optic neuropathy (II) and 
facial palsy (VII); diabetic polyradiculopathy 
(thoracoabdominal neuropathy or lumbosacral 
radiculoplexopathy); a diffuse demyelinating 
neuropathy resembling chronic inflammatory 
demyelinating polyneuropathy (CIDP). 
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A 45 -year-old man is referred with poor appetite, 

difficulty sleeping and low mood. His wife divorced him 

last year on grounds of unreasonable behaviour, when he 

became withdrawn and refused to do anything around 

the house or interact with her. On further questioning he 

also admits to hearing voices telling him that he is 

useless. 

What is the most likely diagnosis? 

(? 



♦ 



Depression 
Personality disorder 
Manic depression 
Schizophrenia 
Phobic anxiety 



No.: 32 
Depression 

The history of organic symptoms of depression (poor 
appetite and difficulty sleeping) and derogatory 
voices in the third person is highly suggestive of 
severe depressive disease. Schizophrenic patients do 
also suffer auditory hallucinations, but this history is 
more suggestive of depression, in schizophrenia the 
auditory hallucinations may not be predominantly 
derogatory and can take other forms including 
controlling voices. This patient would definitely be 
indicated for antidepressant drug therapy, with 
serotonin reuptake inhibitors being the most 
commonly used medication class. Medication should 
usually be continued for six months or more, shorter 
courses of medication are associated with increased 
rates of relapse. 



No.: 33 

A 30 -year-old male attends the outpatient clinic. He has 
an obsession with washing his hands and spends up to 
one hour doing this each morning and evening. He says 
he feels that he is dirty. He is also concerned about 
security and checks the doors at home a number of times 
before leaving the house. On examination he was of low 
mood. He is slowed up in speech but coherent. 
Which of the follow diagnoses fit best with this 
clinical picture? 

♦ 



. 



acute schizophrenia 
major depressive illness 
obsessive-compulsive disorder 
manic-depressive disorder 
anxiety neurosis 



No.: 33 
obsessive-compulsive disorder 

Given this clinical picture of repetitive behaviour that 
is intrusive and consumes a significant amount of 
time during the day, obsessive-compulsive disorder 
(OCD) appears to be the most likely diagnosis. 
Associated depression is quite possible and is related 
to inability to overcome the repetitive cycles of 
behaviour. The incidence of OCD may be as high as 
1-2% of the adult population and the condition 
occurs with roughly equal sex incidence. Cognitive 
therapy or selective serotonin reuptake inhibitors are 
effective treatments. 
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You are called to see a 35-year-old intravenous drug 
abuser who in the last few days has developed 
progressive weakness of his arms and legs. On 
questioning the patient reports that he had a wound 
abscess drained a few days previously and has had a 
stomach bug a few days earlier. Absent bilateral lower 
limb reflexes are noted on examination. 

Which of the following diagnoses fit best with this 
clinical picture? 

Guillain-Barre syndrome 






botulism 
tetanus 
septicaemia 
spinal abscess 



No.: 34 
Guillain-Barre syndrome 

Guillain-Barre syndrome is a rare post-infective 
polyneuropathy with progressive symmetrical muscle 
weakness. It occurs due to a process of acute 
demyelination of nerve roots and peripheral nerves. 
In some cases, it is found to be associated with 
Campylobacter infection. There may be associated 
sensory symptoms and associated mild glove and 
stocking sensory neuropathy. Botulism presents with 
diplopia, blurred vision, photophobia, pseudobulbar 
palsy and ataxia. In severe cases there is 
cardiorespiratory failure. Tetanus presents with a 
prodrome of fever, malaise and headache before the 
onset of the classical features of trismus, risus 
sardonicus, opisthotonus and spasms. 



No.: 35 

A 72-year-old man attends clinic after his recent cerebral 
infarct. He has been a heavy smoker in the past and has a 
history of hypertension for which he takes ramipril. He 
has made a generally good recovery and is left with 
some left sensory inattention as his only residual deficit. 
Carotid Doppler showed 90% stenosis of right internal 
carotid. He is taking clopidogrel. 
What would be the most appropriate treatment for 
this man? 



• 



Start warfarin 

Add aspirin 

Refer for carotid endarterectomy 

Add dipyridamole 

Switch to aspirin and dipyridamole 



No.: 35 

Refer for carotid endarterectomy 

The most appropriate intervention for this man is 
surgical referral for consideration of carotid 
endarterectomy. In patients with a symptomatic 
carotid stenosis of greater than 70%, successful 
surgical intervention reduces the risk of further 
strokes by around 75%. Of course, surgery does 
entail a greater immediate risk, and some patients do 
opt to refuse surgery. 
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A 28-year-old woman with known alcohol abuse and a 
previous history of haematemesis presents semi- 
conscious to the Emergency Department. She is 
resuscitated adequately with fluids and blood sugar is 
normal in the Emergency Department. She made a 
recovery over the next 24 hours. In the course of her 
treatment she was given 5 mg diazepam for alcohol 
withdrawal, and IV thiamine. The next morning she was 
found unresponsive. You check her blood sugar and turn 
rer on her side with an airway in place. Bloods show: 



Na 


137 mmol/1 


K 


3.3 mmol/1 


urea 


3.8 mmol/1 


Cr 


118 umol/1 


bilirubin 


17 umol/1 


aspartate aminotransferase (AST) 


62U/1 


alanine aminotransferase (ALT) 


38U/1 


?-glutamyl transferase (GGT) 


59U/1 



Which of the following is the most appropriate next 
management step? 

Neurological observation and iv fluids 






Aciclovir and cefotaxime iv 
Naloxone iv 

Computed tomography (CT) brain 
Flumazenil iv 



No.: 36 

Computed tomography (CT) brain 

Although this woman may be encephalopathic and 
deterioration could have been precipitated by 
diazepam treatment, it is crucial to exclude subdural 
haematoma in a woman with obvious alcoholism. As 
such a CT brain scan would be the next investigation 
of choice. There would be little reason to give 
naloxone, as this is an opiate antagonist. Thiamine iv 
would always be given as part of the early treatment 
after admission in such a patient; and as such CT 
brain scan would be of more importance at this stage. 
Flumazenil is generally avoided as it may precipitate 
fitting. 



"'J, 
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No.: 37 

A 72-year-old man had been started on a selective 
serotonin reuptake inhibitor (SSRI) by his GP after 
presenting with symptoms of depression. He had 
responded well to treatment, but three months later 
returns to see you. He is worried about things he has read 
in the newspaper saying that this medication could be 
harmful; in particular that it may cause suicidal thoughts. 
What should you do? 

Reassure and continue current treatment 






• 



Reduce dose by 50% 

Refer to psychiatrist 

Change to tricyclic antidepressant 

Stop antidepressant treatment 



No.: 37 

Reassure and continue current treatment 

SSRIs are suitable for the vast majority of patients 
with depression. In a small number of cases it has 
been suggested that the may be linked to 
psychomotor agitation in the initial few days after 
commencing treatment. In addition, some patients 
may experience a return of symptoms after treatment 
withdrawal, so that abrupt cessation of treatment is 
not recommended. Significantly, patients who 
discontinue treatment after 3 months are at 
significantly higher risk of relapse. Tricyclic 
antidepressants would be associated with 
significantly more side-effects, particularly in this age 
group. 
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A 3 5 -year-old woman had been started on fluoxetine 2 
months ago by her GP for depression. She returned 
complaining of ongoing depressive symptoms. Her 
fluoxetine was stopped and she was started moclobemide 
1 week later. 

Two days later she presents with collapse, on 
examination she is pyrexial (38°C) with generalised 
increased tone and neck stiffness: 



CK 


785 U/l (24-170) 


Urea 


15.4 mmol/1 


Creatinine 


153 lumol/1 


Other bloods 


unremarkable 



What is the most likely cause of her recent 
symptoms? 

Neuroleptic malignant syndrome 

«^» //^^ 

Selective serotonin reuptake inhibitor (SSRI) 
withdrawal 



Serotonin syndrome 
Urinary tract infection 
Rhabdomyolysis 



No.: 38 

Serotonin syndrome 

The serotonin syndrome is characterised by agitation, 
hyperthermia, tachycardia, labile blood pressure, 
hyperreflexia and increased tone. It may be caused 
by any of the drug classes, which result in increased 
serotonin, eg SSRIs or monoamine oxidase inhibitors 
(MAOIs) such as moclobemide. Removal of the 
causative agent and supportive therapy are the 
mainstays of treatment. Some case reports suggest 
that non-specific serotonin antagonists such as 
chlorpromazine may be helpful in some cases. 
Symptoms usually resolve over a period of 24-36 
hours. 






*\& 



No.: 39 

A 22-year-old female presented with progressive 
dysarthria, ataxia and horizontal nystagmus. On 
examination she had upper limb muscle wasting, 
especially of the small muscles of hand and lower limb 
muscle stretch reflexes were absent. She had bilateral 
extensor plantar s and loss of position and vibration 
sense. 
What is the most likely diagnosis? 






• 



Friedrich's ataxia (FA) 

Chiari I malformation 

Multiple sclerosis 

Sub-acute combined degeneration of spinal cord 

Motor neurone disease 



No.: 39 

Friedrich's ataxia (FA) 

FA has an equal sex incidence and is characterised by 
progressive limb and gait ataxia before the age of 25 
years and absent lower limb muscle stretch reflexes. 
The chromosomal defect responsible is found on 
chromosome 9. In addition there are extensor 
plantars and absent position and vibration sense. 
Diagnostic evaluation involves documentation of an 
axonal sensory neuropathy. Magnetic resonance 
imaging (MRI) scan shows shrinkage of the cervical 
spinal cord. An electrocardiogram (ECG) shows 
widespread T wave inversion and LVH (left 
ventricular hypertrophy) in around 65% of patients. 
Chiari I malformation, if neurological signs are 
present, is classically associated with downbeat 
nystagmus, and/or signs of central cord compression 
and bulbar dysfunction. 
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A 52-year-old woman presents with increasing 
weakness. She consulted her GP 4 days earlier, unable to 
get out of a chair. Her husband has brought her to the 
Emergency Department as she is choking when she eats 
and seems only able to mumble sounds. On examination 
there appears to be global weakness with absent reflexes 
bilaterally. On further questioning, there is a history of 
recent food poisoning. Electrophysiological studies show 
evidence of conduction block at multiple sites. 
What is the most likely diagnosis? 



♦ 



Motor neurone disease 
Multiple sclerosis 
Guillain-Barre syndrome (GBS) 
Poliomyelitis 
Botulism 
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Guillain-Barre syndrome (GBS) 

GBS has an incidence of 1 to 2 cases/100 000 
annually, increasing with age. It is an acute 
inflammatory demyelinating polyradiculopathy, 
predominantly affecting motor function, that often 
follows Campylobacter infection. Nerve conduction 
studies show slowed conduction velocity and 
conduction block due to impaired transmission along 
demyelinated nerves. Crucial to clinical care is 
monitoring of respiratory function testing as early 
deterioration is associated with markedly increased 
mortality and is an indication for intensive care 
intervention. Mortality from Guillain-Barre 
syndrome is approximately 3%; 15-20% of patients 
may be left with minor residual motor deficits. 
Botulism causes a syndrome of failed neuromuscular 
transmission that can be confirmed 

electrophysiologically and readily distinguished from 
peripheral polyneuropathy and radiculopathy. 



No.: 41 



i 



You review the MRI scans of a 42-year-old man who 
presents with a 15-month history of chronic lower back 
pain. The scan looks very abnormal with signal 
enhancement within the spinal cord, which appears to 
extend from T 12 to L3. There is less signal enhancement 
in the vertebral bodies relative to the cord. 
What diagnosis fits best with this clinical picture? 



♦ 



Osteomyelitis 

Metastasis within the spinal cord 

Vertebral fracture 

Chronic disc prolapse 

Ependymoma 



No.: 41 
Ependymoma 



Ependymomas appear as an area of intense signal 
enhancement on T2 weighted MRI within the spinal 
cord tissue. Those which affect the filum terminale 
present with chronic back pain +/- sciatica over a 
number of months. Ependymomas of the filum 
terminale are usually of the myxopapillary type and 
are seen more commonly in younger man patients. 
They make up around 13% of ependymomas. 



ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 42 

A mother suffers from muscle weakness, bilateral ptosis, 
and cataracts. The baby was born blue and required 
assistance with ventilation. Father has cataracts. 
What disease does the mother suffer from? 






Galactosaemia 
Myotonic dystrophy 
Myasthenia gravis 
Hypothyroidism 
Muscular dystrophy 
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Myotonic dystrophy 

The mother suffers from congenital myotonic 
dystrophy, which is associated with cataracts, mild 
intellectual impairment, cardiomyopathy and 
conduction defects, glucose intolerance and low 
serum IgG. Myotonic dystrophy is a single gene 
disorder which results in increased 'triplet repeats', 
where the CTG nucleotide triplet may be repeated up 
to 35 times. It appears that the number of repeats 
increases in offspring and as such offspring of 
parents with myotonic dystrophy may actually suffer 
a worse phenotype. 



No.: 43 

You are asked to review a 72-year-old man in the 
neurology clinic. He has a convergent squint and a left 
sided facial weakness. 
Where is the most likely site of his lesion? 



No.: 43 



Pons 



♦ 


Pons 


♦ 


Medulla 


• 


Cortex 


♦ 


Cerebellum 


♦ 


Upper spinal cord 



•A 



The sixth-nerve nucleus is encircled by seventh-nerve 
fibres in the pons. So pontine lesions of the seventh 
cranial nerve are often associated with a convergent 
squint (due to lateral rectus palsy). Causes include 
pontine tumours (such as a glioma), demyelination 
due to multiple sclerosis and vascular lesions. 
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A 24-year-old man is admitted via the Emergency 
Department. He was found in the street acting in a 
peculiar way. He has one previous admission for heroin 
overdose and has been living in a hostel. On admission 
le appeared acutely confused and drowsy. 



computed 

tomography 

(CT)scan 



cerebrospinal fluid 
(CSF) 



CSF glucose 



Blood glucose 



CSF protein 



reveals evidence of 

ob structive hydroc ephalu s 



reveals a lymphocytic 
picture with 700 cells per 
mm cubed 



2.4 mmol/1 



5.7mmol/l 



1.8 g/1 



Which of the following is the most likely diagnosis? 

Neisseria meningitis 

♦ 



Viral meningitis 
Cryptococcal meningitis 
Pneumococcal meningitis 
Tuberculous meningitis 



•A 
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Tuberculous meningitis 

The very low CSF glucose, marked lymphocytosis 
and markedly raised CSF protein (with CSF 
obstruction) all point towards a diagnosis of 
tuberculous meningitis. It is likely he has acquired 
tuberculosis (TB) while living in the hostel and may 
well be HIV positive. Tuberculosis meningitis may 
present with a chronic picture involving malaise for a 
number of weeks or may present acutely with focal 
neurological signs, obstructive hydrocephalus or 
cranial nerve palsies due to an acute vasculitis/ 
arachnoiditis. 

Cryptococcal meningitis could potentially give a 
similar clinical and CSF picture, although the protein 
may tend to be less high than in TB meningitis, and 
the CSF glucose not as low; in any case TB meningitis 
is the commoner condition so is the correct answer 
here. 




No.: 45 

An iv-drug abuser sustains an open head injury and is 
admitted overnight for observation. The next morning 
she is ok and is discharged. A week later she is re- 
admitted with fluctuating hard neurological signs. Blood 
results show neutrophilia and raised C-reactive protein 
(CRP). On examination she has bilateral papilledema 
that is more marked on the left side, and bilateral 
extensor plantar responses. She is mildy confused. 
Which of the following is the most appropriate initial 
step given this clinical picture? 

Lumbar puncture 

Computed tomography (CT) scan with contrast 

IV amphotericin 

IV aciclovir 
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Computed tomography (CT) scan with contrast 

The raised white blood cell count and CRP are 
clearly suggestive of infection and the fluctuating 
neurological signs are suggestive of an expanding 
cerebral mass such as an abscess or haematoma. For 
this reason the initial treatment step of choice is CT 
scan with contrast, which must be carried out before 
consideration of lumbar puncture. Clearly, if an 
abscess is demonstrated on CT scan, then 
neurosurgical review should be obtained. The patient 
would clearly also need broad spectrum IV antibiotic 
therapy (following blood cultures), as a bacterial 
cause is by far the most likely source of CNS infection 
here. Staphylococci are particularly associated with 
post-traumatic cases of intra-cranial infection but 
many possible causal organisms exist. 



IV dexamethasone 
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A 58-year-old obese man (body mass index 38) 
continues to have transient ischaemic attacks despite 
being on aspirin 75 mg. He suffered a minor stroke 
which left him with permanent loss of balance some 4 
years earlier. Blood pressure is relatively well controlled 
on ramipril at 145/82 and fasting blood glucose is 5.0 
mmol/1. He remained in sinus rhythm through out a 48- 
hour electrocardiogram (ECG) hotter monitor. 
Which of the following represents the best evidence 
based treatment for this man? 



♦ 

♦ 



Aspirin 150 mg 

Aspirin 75 mg and dipyridamole 

Clopidogrel 75 mg 

Warfarin 

Aspirin 300 mg 
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Clopidogrel 75 mg 

Oopidogrel 75 mg is now recommended as standard 
therapy for recurrent TIAs in the context of a 
previous stroke according to recent NICE guidance. 
Previously aspirin and dipyridamole was standard 
therapy in light of the ESPS-2 study. Warfarin would 
be indicated in patients with atrial fibrillation or a 
valvular lesion and risks of haemorrhage would be 
considered before starting therapy. 



No.: 47 

A 42-year-old woman presents 12 hours after a sudden 
onset occipital headache, which began suddenly during 
sexual intercourse. Computed tomography (CT) scan is 
unremarkable; lumbar puncture reveals evidence of 
xanthochromia. Her blood pressure on admission is 
145/95. 

What is the most appropriate management for this 
patient? 



♦ 



Reassurance and discharge 
Commence aspirin therapy 
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Consider referral for magnetic resonance angiography 

This patient has xanthochromia, which is suggestive 
of subarachnoid haemorrhage (SAH). Around 4% of 
subarachnoid haemorrhages occur after sexual 
intercourse, but not all postcoital headaches are due 
to SAH. This patient should definitely be considered 
for angiography to determine if she has a lesion that 
is likely to bleed again or is amenable to intervention. 
If she didn't have xanthochromia then migraine 
would be an alternative diagnosis. 



Commence angioten sin-converting enzyme (ACE) 
inhibitor therapy and discharge 

Consider referral for magnetic resonance 
angiography 

S 

Commence triptane therapy 
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A 78-year-old woman is referred to the elderly care 
clinic with frequent falls. She attended with her daughter 
who reported that there had been a significant 
deterioration in her cognitive function, walking and 
handwriting during the past few months. On examination 
she has cogwheel rigidity, tremor and bradykinesia. 
There are additional cerebellar signs and a 30 mmHg 
drop in her blood pressure on standing. 
Which diagnosis fits best with this clinical picture? 



♦ 



Parkinson's disease 
Multiple system atrophy 
Friedreich's ataxia 
Pick's disease 
Multi-infarct dementia 



•A 
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Multiple system atrophy 

There are a number of defined syndromes where 
there is parkinsonism and a number of other 
features. Progressive supranuclear palsy consists of 
parkinsonism, axial rigidity, falls, dementia and 
inability of lateral and upward gaze. Olivo-ponto- 
cerebellar degeneration involves parkinsonism and 
additional cerebellar signs. They are progressive and 
poorly responsive to dopamine agonist therapy and 
have a very high rate of mortality within 10 years of 
diagnosis. 

In 1900, Dejerine and Thomas first introduced the 
term olivopontocerebellar atrophy (OPCA). Since 
then, the classification of idiopathic acquired ataxias 
has evolved a great deal. OPCA has not been proven 
to be a single entity. The nosology of these disorders 
has been extremely confusing, as the OPCAs overlap 
with spinocerebellar atrophies (SCAs) and multiple 
system atrophies (MSAs). Clinical distinction of these 
entities is based on the dominant feature, which may 
be cerebellar ataxia (observed in OPCA, SCA, and 
MSA), parkinsonism (observed in MSA), or 
autonomic failure (observed in MSA). The term 
OPCA has been retained to describe a form of 
progressive ataxia distinguished by pontine flattening 
and cerebellar atrophy on brain imaging studies and 
at autopsy. Thus defined, OPCA also may qualify as 
an SCA or as an MSA. 

The autonomic symptoms count against pure 
Parkinson's disease here and Friedreich's ataxia 
would be expected to present for the first time at a 
significantly younger age. Pick's disease is associated 
with frontal lobe signs, and multi-infarct dementia 
would not be associated with such prominent 
symptoms of Parkinsonism. 
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A 31-year-old woman is brought to the Emergency 

Department by her husband. She has been ill recently 

with 'stomach flu' and now is increasingly drowsy and 

has complained of double vision. On examination she 

has ophthalmoplegia, with absent reflexes and an ataxic 

gait. 

What diagnosis fits best with this clinical picture? 

■V 

Miller-Fisher variant of Guillain-Barre (GBS) 
syndrome 

Multiple sclerosis 

Viral encephalitis 

a 

Meningitis 
^» 

Guillain-Barre syndrome 
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Miller-Fisher variant of Guillain-Barre (GBS) syndrome 

This is the Miller-Fisher variant of GBS 
characterised by ophthalmoplegia, absent reflexes 
and an ataxic gait. Infections associated with the 
onset of GBS include Campylobacter infection, 
cytomegalovirus, Epstein-Barr virus, hepatitis B 
virus and herpes simplex virus. The current favoured 
treatment is iv immunoglobulin infusion. Prognosis is 
related to speed of onset, age and requirement for 
ventilation 



No.: 50 

You review a 41 -year-old man who plays Sunday-league 
rugby for his local club. He complains of numbness over 
the middle, ring and index finger of left hand. 
Examination reveals weakness of finger extensors and an 
absent triceps reflex. 

Which of the following stems best describes the likely 
site of the nerve lesion? 



* 



C6,7 disc prolapse 
C5,6 disc prolapse 
C4,5 disc prolapse 
C8,T1 disc prolapse 
C3,4 disc prolapse 
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C6,7 disc prolapse 

A C7 lateral disc protrusion is the commonest site of 
disc prolapse affecting the cervical cord. There is 
often root pain, which radiates into the C7 myotome 
and sensory disturbance, tingling and numbness 
affecting the C7 dermatome. Weakness or wasting of 
the triceps, wrist and finger extensors is seen and 
there is loss of the triceps jerk. Many cases recover 
with rest and analgesics, when recovery is delayed, 
patients are considered for surgical root 
decompression 
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A 50 -year-old publican is admitted with poor short-term 
memory. He admits to drinking up to eight pints per day. 
He tells a quite fanciful story about his activities that 
day. He has mild anaemia with a mean corpuscular 
volume (MCV) of 108. 

Which of the following is the treatment of choice in 
this case? 






* 



♦ 



Thiamine 

Aspirin 

Vitamin Bi 2 

Glucose iv 

Iron supplementation 
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Thiamine 

This man has Wernicke-Korsakoff syndrome with 
poor short-term memory and confabulation. 
Thiamine should be given parenterally as treatment 
of choice in all patients who present in this way. 
Untreated, memory loss may become permanent. 
Other signs include a broad-based gait, cerebellar 
signs and vestibular paralysis. Nystagmus is present 
on eye examination. 



No.: 52 

A 3 3 -year-old known patient with epilepsy is brought to 
the casualty department by blue-light ambulance 
following a grand-mal seizure. Although the seizure has 
now stopped, the patient continues to be drowsy. 
Following taking a history from the accompanying 
family members and performing a clinical examination, 
you want to perform some blood investigations. 
Which of the following metabolic abnormalities is 
least likely to be found in this patient? 






Hypoglycaemia 

Hyperglycaemia 

Hyponatraemia 

Hypocalcaemia 

Hypercalcaemia 
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Hypercalcaemia 

Epilepsy is characterised by unprovoked, recurring 
seizures that disrupt the nervous system and can 
cause mental and physical dysfunction. Convulsions 
are the motor signs of electrical discharges. While a 
healthy individual may have seizures under certain 
circumstances, they would not be said to have 
epilepsy. If the seizures have a known cause, they are 
referred to as secondary epilepsy. Some of these 
causes include tumour, head injury, alcohol 
withdrawal and drug abuse. Metabolic causes include 
hypo-/hyperglycaemia, hypoxia, uraemia, hypo- 
/hypernatraemia and hypocalcaemia. Before a 
seizure, there may be a prodrome, which may last for 
days, that consists of a change of mood or behaviour. 
After a generalised seizure, the return to 
consciousness is gradual and the patient may be 
briefly confused or even amnesic. It is important to 
identify any triggering factors that may bring on an 
attack eg flickering lights (TV) to try to avoid them 
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A softly speaking 37-year-old man is brought to his GP 
by his mother, with symptoms of depression, poor 
concentration and "personality change". He tends to cry 
very easily. He also complains of a resting tremor in one 
hand that has become progressively more noticeable 
over the last few months. He has also found getting 
dressed in the mornings to be particularly difficult due to 
a lack of co-ordination. On examination, the patient has 
a relatively expressionless face with a paucity of 
blinking. A fine resting tremor of the left hand is noted. 
Examination of the patient's wrists shows rigidity of 
movement on flexion and extension. Mental examination 
shows a mini-mental score of 26/30. Observing the 
patient walking shows the left arm not to swing fully and 
the left foot mildly scraping the floor. General 
examination reveals hepatomegaly. 
Given this clinical presentation, which one of the 
following conditions should be suspected? 



♦ 



Idiopathic Parkinson's disease 

New variant Creutzfeldt Jakob disease 

Haemochromatosis 

Wilson's disease 



Whipple's disease 



•A 
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Wilson's disease 

This patient has late-onset Wilson's disease. 
Although presentation of this autosomal recessive 
disorder of copper metabolism is typically in children 
or adolescents (usually around 10-12 years for liver 
disease and 18-20 years for neuropsychiatric 
symptoms), later presentations can more rarely 
occur, even in patients >40 years. Copper and 
caeruloplasmin levels should therefore be tested even 
in older patients with this type of presentation 
The most common presenting neurologic feature is 
asymmetric tremor, occurring in approximately half 
of individuals with Wilson disease. A parkinsonian 
picture is the most common presentation but 
dystonic, pseudosclerotic (resembling multiple 
sclerosis) or choreic presentations can also occur. 
About 10-20 % of patients have neuropsychiatric 
features (emotional lability, disinhibition, cognitive 
impairment). Kayser-Fleischer rings are observed in 
up to 90% of individuals with symptomatic Wilson 
disease and are almost invariably present in those 
with neurologic manifestations. 



,MJ 
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As the GP on call, you are making a home visit to a 
patient recovering from a chest infection after a recent 
stroke. To assess the degree of disability of the patient to 
be able to arrange appropriate home care, you perform a 
neurological examination on the patient to assess the 
effects of the stroke. The positive findings from this 
neurological examination include nystagmus, 
involvement of the right fifth, and eighth cranial nerves. 
The patient has an impaired gag reflex and sluggish 
palatal movement, with obvious dysphagia. 
Infarction of which vessel is most likely to have 
caused this patient's stroke and subsequent 
neurological symptoms? 

Anterior cerebral artery 






Middle cerebral artery 
Posterior cerebral artery 
Anterior superior cerebellar artery 
Posterior inferior cerebellar artery 
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Posterior inferior cerebellar artery 

Lateral medullary syndrome (Wallenberg's 
syndrome) results from infarction of the lateral 
medulla and the inferior surface of the cerebellum 
The deficits are due to involvement of one side of the 
nucleus ambiguous, trigeminal nucleus, vestibular 
nuclei, cerebellar peduncle, spinothalamic tract and 
autonomic fibres. These deficits consist of nystagmus, 
ipsilateral involvement of the V, and VIII cranial 
nerves, ipsilateral Horner's syndrome, ipsilateral 
ataxia and a dissociated sensory loss (pain and 
temperature sensory loss on ipsilateral face and 
contralateral trunk and limbs). Any one of the five 
following vessels can be occluded: posterior inferior 
cerebellar artery, vertebral artery, superior, middle 
or inferior lateral medullary arteries. 



•A 






J 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 55 

A 21 -year-old man has recently been diagnosed with 
Becker's muscular dystrophy. Appropriate genetic 
counselling is arranged for the patient, but in 
informing him about his disease condition, which of 
the following statements is true for his condition? 

The condition affects males and females equally 
»^» 

Cardiomyopathy is less frequent in patients with 

Becker's muscular dystrophy compared with 

Duchenne's muscular dystrophy 

The lifespan of a patient with Becker's muscular 
dystrophy is similar to that of a patient with Duchenne' s 
muscular dystrophy 

Both Becker's and Duchenne's muscular dystrophy 
have a similar age of onset 

Calf pseudohypertrophy and contractures are 
invariant features in both Becker's and Duchenne's 
muscular dystrophy 



•A 
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Cardiomyopathy is less frequent in patients with 
Becker's muscular dystrophy compared with 
Duchenne's muscular dystrophy 

Becker's muscular dystrophy (BMD) is an inherited 
disorder characterised by slowly progressive muscle 
weakness of the legs and pelvis. The disorder is 
inherited in an X-lined recessive pattern and hence 
almost exclusively afflicts males. It is very similar to 
Duchenne's muscular dystrophy (DMD) except that 
it progresses at a much slower rate with motor 
dysfunction usually occurring at least a decade later. 
DMD clinically manifests usually between the ages of 
3-7 years, with development of a waddling gait and 
the Gowers' sign (to stand, the patient climbs up its 
own legs) and most patients are wheelchair bound by 
age 12 years. BMD follows a much more variable 
course, manifesting any time from age 3 years to 
adulthood and patients may become wheelchair 
bound as early as age 20 years or as late as age 70 
years. While cardiomyopathy is less frequent in 
patients with BMD, conduction abnormalities may 
dominate and even necessitate the implantation of a 
defibrillator. Patients who are less affected may 
actually die of other diseases after a near-normal 
lifespan Muscle weakness is milder than in DMD and 
calf pseudohypertrophy and contractures are not 
invariant features. 
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Three days after being admitted for a myocardial 
infarction, a male patient complains of sudden change in 
vision. The medical registrar examines the patient and 
finds that the patient's vision in both eyes is significantly 
reduced although the patient still claims that he can see. 
The pupils are equal in size and the pupil responses are 
normal with normal fiindoscopy. Significantly, the 
patient has now developed atrial fibrillation. A referral is 
made to the ophthalmologist who confirms bilateral 
blindness. Despite this, however, the patient fervently 
believes that he can see and has taken to describing 
objects that he has not seen previously in discriminating 
detail. 
What is the most likely diagnosis? 

a 



♦ 



♦ 



Bilateral central retinal artery occlusion 
Bilateral central retinal vein occlusion 
Bilateral posterior cerebral artery occlusion 
Bilateral occipital cortex infarction 
Distal basilar artery occlusion 
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Bilateral occipital cortex infarction 

The supply of the posterior cerebral arteries includes 
the medial area of the occipital lobes and the inferior 
aspects of the temporal lobes. Bilateral infarctions of 
the primary visual cortex located in the occipital 
lobes produces varying degrees of cortical blindness 
depending upon the extent of the lesion Cortically 
blind patients have no vision but their pupillary 
responses are intact and fiindoscopy is also normal. 
However, both visual evoked potentials and 
optokinetic nystagmus are absent. If the lesions are 
more extensive, patients may be in denial of their 
blindness, a condition termed Anton's syndrome, a 
state in which patients fervently believes that they 
can see when they cannot. 
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A 26 -year-old female is referred by her GP with a 24- 
hour history of gradual deterioration in her right visual 
acuity, associated with pain on eye movement, to the 
extent that she can now only perceive light. She also 
complains of a general feeling of fatigue for the past few 
weeks. She has no other neurological symptoms. There 
is nil to find on general examination but on fundoscopy 
of her right eye, the optic disc appears to be swollen. Her 
left optic disc is normal in appearance. 
What would be the most appropriate investigation to 
institute at this stage? 



Blood investigations including ESR,CRP and 
autoantibodies 

Visual evoked responses 



CT head then lumbar puncture 
CT scan head 
MRI scan head 



•A 
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MRI scan head 

Optic neuritis (ON) is a demylinating inflammation 
of the optic nerve and although it is strongly 
associated with multiple sclerosis (MS), it can also 
occur on its own. Decreased visual acuity secondary 
to optic neuritis may be permanent. Optic neuritis 
affects Caucasians more commonly than other races 
and there is a male to female ratio of 1 :2. Symptoms 
include a rapid decline in visual acuity in one eye 
(rarely both) associated with pain exacerbated by eye 
movement and dyschromatopsia (change in colour 
perception). Typically, patients with first time acute 
ON are otherwise healthy young adults. In some 
cases, a history of preceding viral illness may be 
present. In acute ON, the optic disc may appear 
normal since two-thirds of cases of ON are 
retrobulbar. However, the optic nerve may become 
pale over time. Patients with MS may have recurrent 
attacks of ON. Therefore, a history of previous 
episodes of decreased vision in the same or the fellow 
eye must be sought. A previous history of 
neurological problems, such as transient episodes of 
extremity/facial numbness, weakness or pins and 
needles, suggests a diagnosis of MS. A family history 
of MS may exist. In a typical case of ON without any 
clinical signs and symptoms of a systemic disease the 
yield from blood tests is low and CSF examination is 
non-contributory to the diagnosis. MRI can be used 
to assess inflammatory changes in the optic nerves 
and helps exclude structural lesions. Whether or not 
to treat first episodes of confirmed or suspected 
demyelination including optic neuritis has been the 
subject of much recent debate and research. The 
current NICE guidelines (2003) recommend offering 
a course of high dose IV steroids in a first disabling 
episode of optic neuritis such as that as described 
here. 
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A 57-year-old Caucasian female with type-2 diabetes 
accompanied by her daughter presents to the emergency 
department complaining of a headache and right- sided 
weakness. The daughter became increasingly concerned 
after the patient started to become confused and her 
speech became slurred. The patient is on some 
medications for her diabetes but the daughter does not 
know the names. Apart from the diabetes, the daughter is 
not aware of any other medical problems suffered by her 
mother but she knows that there have been difficulties 
with the control of the diabetes. On examination, the 
patient is tachy cardie, pyrexial and has a mental score of 
5/10. Communication with her is difficult due to 
dysphasia. Neurological examination confirms the 
presence of right-sided weakness. Cardiovascular and 
respiratory examinations are normal. Apart from routine 
bloods, a CXR and an ECG, an urgent CT scan of the 
head is requested. The CT without contrast shows a 
lesion in the left frontoparietal area, and with contrast, a 
ring enhancement pattern is seen. 
What is the underlying diagnosis? 






(♦ 



Cerebral metastases 
Tuberculoma 
Cerebral abscess 



i 



Cerebrovascular accident due to thrombosis 
Cerebrovascular accident due to haemorrhage 
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Cerebral abscess 

A cerebral abscess may follow from spread from a 
contiguous focus of infection, such as otitis media, 
mastoiditis, infection of the paranasal sinuses or 
dental infection In neonates, bacterial meningitis is 
the most common cause of cerebral abscess whereas 
fungal and nocardial infections tend to occur in 
patient with diabetes or other causes of 
immunosuppression The clinical manifestations are 
dependent on the size and location of the abscess, 
although the most usual site of abscess formation is at 
the corticomedullary junction within the frontal and 
parietal lobes. Diagnosis can be made with cranial 
CT scans with and without contrast, although the 
preferred imaging modality is MRI with and without 
gadolinium enhancement. The CT findings depend on 
the stage of formation of the abscess but in general 
CT with contrast shows an ill-defined contrast- 
enhancing area within an oedematous region with an 
irregular enhancing rim that surrounds a central 
low-attenuating area. The differential diagnosis of 
ring-enhancing lesions includes primary brain 
tumours, metastatic brain tumours, granulomas, 
haematomas and infections (eg cysticercosis). The 
wall of a cystic neoplasm is generally thick and 
irregular whereas in pyogenic abscesses, the ring is 
smooth and thin walled. 
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A 16-year-old girl is brought to the casualty department 
by her concerned mother. The patient has been 
complaining of severe diffuse back pain for 3 days 
which has not been relieved with regular analgesics. She 
has also suffered increased clumsiness and difficulty 
carrying heavier objects. Over the last 48 hours, she has 
also had a rapid onset of weakness in both her legs to the 
extent that she is unable to lift her legs off the bed. She is 
not known to suffer from any other medical conditions 
but she has had a number of upper respiratory tract 
infections in the preceding weeks. She is on no 
medications. The only past medical history of note is that 
she had an episode of meningitis 4 years previously from 
which she recovered well and was discharged from 
hospital 2 months later. On examination, she is noted to 
have normal sensation but reduced power in both her 
legs. The reduction in power is symmetrical. Her tendon 
reflexes are absent but she has normal abdominal 
reflexes. Examination of her cranial nerves confirms that 
she has weakness of eye closure but fundoscopic 
appearance of the optic nerves appears normal. No other 
cranial nerve abnormalities were elicited. She is not 
dyspnoeic, has no fever and is not tachycardic. Routine 
investigations are performed in the casualty department, 
including a lumber puncture (LP). The results of the LP 
show slightly raised protein levels and normal cell 
counts. Her serum white cell count is 11 x 10 9 /1. 
Based on this patient's history and the laboratory 
results, what would be the most appropriate 
investigation to perform at this stage to direct further 
management? 
<? 



♦ 



Gadolinium-enhanced MRI of the lumbosacral spine 

Antibody screen 

Pregnancy test 

Forced vital capacity measurement 

Nerve conduction studies 
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Forced vital capacity measurement 

The patient is suffering from Guulain-Barr^© 
syndrome, an acute ascending neuropathy that 
usually manifests as a progressive weakness of all 
four limbs and areflexia. It is the proximal muscles 
that are more affected but the muscles of the trunk 
and respiration can also be affected. The weakness is 
almost always symmetrical. Progressive respiratory 
involvement poses the greatest danger. The condition 
can affect all ages although there is a bimodal 
distribution with peaks in the age ranges of 15-35 
years and 50-75 years. Sensory symptoms, such as 
backache, shoulder and thigh ache, are common. The 
cranial nerves are involved in up to three-quarters of 
cases, especially the facial nerve. A variant, known as 
the Miller Fisher syndrome, is characterised by the 
neuropathy beginning with cranial nerve 
involvement. Two-thirds of patients have a history of 
a gastrointestinal or respiratory infection from a few 
weeks prior to the onset of their symptoms. Diagnosis 
is usually made clinically and confirmed with 
appropriate investigations. Lumbar puncture may 
show an elevated protein level with or without an 
elevated lymphocyte count. Gadolinium-enhanced 
MRI of the lumbosacral spine typically shows 
enhancement of cauda equina nerve roots in the 
majority of patients with a classical presentation, 
though nerve conduction studies are more helpful in 
confirming the diagnosis as well as offering 
prognostic information Antibodies to peripheral and 
central nerves may be present but it is the forced vital 
capacity that is the most helpful in directing therapy 
and predicting the outlook. Nerve conduction studies 
are usually unhelpful if made within the first 2 weeks 
after the onset of symptoms. 
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A 32-year-old painter presented with a two- day history 
of sudden-onset occipital headache associated with 
nausea and vomiting. The next day his right hand 
became weak for a few hours. On the same day he had 
an episode of sensory disturbance in his right upper limb 
consisting of tingling in his hand that spread up the arm 
to his shoulder over the next minute and lasted two 
minutes in total. On the day of admission he had a 
similar episode of sensory disturbance lasting 30 s in 
total. On examination he had bilateral papilledema, no 
neck stiffness and an otherwise normal neurological 
examination. 

What is the most likely diagnosis? 

Migraine 
Viral meningitis 



♦ 



Venous sinus thrombosis 

Embolic transient ischaemic attack (TIA) 

Carotid dissection 



No.: 60 

Venous sinus thrombosis 

Cerebral venous sinus thrombosis (CVST) has an 
annual incidence of 0.22 per 100 000 and is associated 
with headache (>90% of cases), seizures (focal with 
or without secondary generalisation - almost 50%), 
focal weakness (40%) and papilledema (40%), all 
seen in this patient. Risk factors for CVST include 
genetic or acquired prothrombotic disorders, 
pregnancy, the oral contraceptive pill, vasculitis, 
malignancy, dehydration and infection. However, 
there are multiple other associated factors. Diagnosis 
is normally confirmed with magnetic resonance 
venography (MRV). Treatment is with 
anticoagulation, initially with heparin and 
subsequently with warfarin. 



No.: 61 






A 45-year-old woman complained of feeling shaky all 
the time. She thought it had started just after losing her 
job when she noticed her hands became shaky whenever 
she was doing something. She had become particularly 
anxious since losing her job as she had not been able to 
find work since. She also mentioned that her mother had 
had similar problems with shakiness for many years. On 
examination she had a tremor in both arms that was 
present when holding the arms outstretched but was not 
there at rest. Tone was normal in all four limbs and gait 
was normal. There were no other neurological 
abnormalities on examination. 

What is the best initial management for this patient? 

Levodopa 

Propranolol 

Paroxetine 
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Propranolol 

The most likely diagnosis is of an essential tremor. It 
is a postural tremor, not present at rest, made worse 
by anxiety. There are no parkinsonian features on 
examination and there is a family history of a similar 
tremor. Around 50% of patients will show some 
response to a beta-blocker but anti-parkins onian 
drugs will not help. 



♦ 






Ropinirole 
Benzhexol 
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A 66-year-old man presented with a one-year history of 
difficulty walking, finding it particularly difficult to turn 
around. He had also been complaining that his right arm 
seemed stiff er, with worsening of his handwriting in 
recent months and his wife commented that his right arm 
appeared to move uncontrollably at times. His wife had 
also noticed he had been having difficulty over the same 
period with getting his words out and occasionally said 
words incorrectly. 

On examination his higher mental function was normal 
apart from difficulties with speech - he had some word- 
finding difficulties and his speech was at times effortful 
with the occasional wrong word. Cranial nerve 
examination was normal. However, limb examination 
revealed increased tone in his right arm and leg with 
difficulty of fine finger movements on the right. Power 
was normal throughout as were his reflexes, co- 
ordination and sensation. 

What is the most likely diagnosis? 



♦ 



. 






Corticobasal degeneration 
Progressive supranuclear palsy 
Wilson's disease 
Dementia with Lewy bodies 
Multiple system atrophy 
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Corticobasal degeneration 

Corticobasal degeneration (CBD) is a cause of adult - 
onset parkinsonism, often being classified amongst 
the ' Parkinson-plus ' syndromes. Symptoms are 
usually unilateral initially but can progress to affect 
both sides. As well as rigidity and bradykinesia, there 
may also be myoclonus, apraxia or a dystonia of a 
limb. A particularly characteristic feature of CBD is 
the development of an 'alien limb' phenomenon, 
where a limb, usually an arm, appears to move on its 
own. Cortical sensory loss is also seen and there is 
sometimes a supranuclear gaze palsy. Some patients 
will develop cognitive impairment that may include a 
progressive non-fluent aphasia. There is no curative 
treatment. 
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A 45 -year-old woman presented with a 6-month history 
of difficulty swallowing. She had been well until 18 
months ago when she had noticed she could not hear as 
well in her left ear. Shortly after this she noticed she 
could hear her heart beating loudly in her left ear. These 
problems had continued over the last year and a half but 
in the last 6 months she had also noticed problems 
swallowing, particularly liquids. Her husband had 
commented that over the same time period her voice was 
much hoarser than it had been previously. 
On examination she had a hoarse voice, wasting of the 
sternocleidomastoid and trapezius on the left and a 
decreased gag reflex. Rinne's test showed AC > BC on 
the right, BC > AC on left (AC = air conduction, BC = 
bone conduction); Weber's test lateralised to the left ear. 
The rest of the neurological examination was normal. 

What is the most likely diagnosis? 

Multiple sclerosis 
Carcinomatous meningitis 
Acoustic neuroma 
Motor neurone disease 
Glomus jugulare tumour 



No.: 63 

Glomus jugulare tumour 

This combination of cranial nerve lesions (IX, X, XI) 
is often caused by a jugular foramen syndrome, and 
in this case it is most likely to be secondary to a 
glomus jugulare tumour. The onset of conductive 
hearing loss and pulsatile tinnitus in the left ear 
about one year before the onset of other cranial nerve 
signs is common in glomus jugulare tumours. These 
vascular, slow -growing tumours are rare, the annual 
incidence being approximately one in a million. 
However, they are still the most frequently found 
tumour of the middle ear. They are more common in 
women and the age of onset is normally between 40 
and 70 years of age. 
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A 25 -year-old African Caribbean woman presented with 
progressively deteriorating mobility over the last five 
years. She had been in the UK for the last 3 years, 
having previously lived in Jamaica. She originally 
complained of back pain and then started to drag her feet 
while she was walking which resulted in a number of 
falls. In the last 2 years she had a regular urge to pass 
urine and had been incontinent twice. She was also 
constipated over the same period. She said that her 
partner had also been suffering from similar problems. 
On examination, her cranial nerves and upper limbs were 
normal. Lower limb examination revealed increased tone 
bilaterally, pyramidal distribution weakness of both 
limbs and increased reflexes throughout with upgoing 
plantars. Co-ordination was normal but there was a 
sensory level at T10. Generalised lymphadenopathy was 
also noted. 

What is the most likely diagnosis? 

Neurosyphilis 






Tropical spastic paraparesis 
Multiple sclerosis 
Hereditary spastic paraparesis 
Systemic lupus erythematosus 



: 
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Tropical spastic paraparesis 

This patient has a spastic paraparesis of which there 
are many causes. The clue in this question comes 
from the fact that her husband also has similar 
problems (i.e. a presumed spastic paraparesis) and 
the cause is therefore likely to be a transmissible one. 
Tropical spastic paraparesis (HTLV-1 -associated 
myelopathy) is common in areas where HTLV-1 is 
endemic (the Caribbean, equatorial Africa, and 
South America in particular). HTLV-1 is a retrovirus 
which is passed through blood and sexual contact. 
However, it is important to note that only around 5% 
of people who are HTLV-1 seropositive will develop 
tropical spastic paraparesis. There is no curative 
treatment. All of the disorders on the list can cause a 
spastic paraparesis: in neurosyphilis it is a feature of 
tertiary syphilis and is therefore unlikely to occur at 
this age; a transverse myelitis only occurs rarely in 
lupus and there are no other features suggesting 
either this or multiple sclerosis. There is no family 
history to suggest hereditary spastic paraparesis. 
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A 5 6 -year-old man presented with a 3 -year history of 
progressive leg weakness with particular problems 
walking up the stairs. This was associated with 
intermittent pains in his thighs anteriorly. In the previous 
year he had also noticed problems unscrewing lids from 
jars, which he felt was due to his grip being generally 
weaker. He had been well otherwise with no recent 
weight loss or other symptoms. 
Examination revealed wasting of the forearms and the 
quadriceps with distal weakness in the upper limb, and 
proximal weakness in the lower limb. Reflexes were 
present with downgoing plantar s. Sensation and co- 
ordination were normal. 



What is the most likely diagnosis? 

Myotonic dystrophy 
Motor neurone disease 
Addison's disease 
Inclusion body myositis 
Polymyositis 
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Inclusion body myositis 

Inclusion body myositis (IBM) is the most common 
acquired myopathy in those aged over 50 years, being 
more common in men than women. There is often 
fairly selective muscle involvement with wasting and 
weakness of the quadriceps and the long finger 
flexors being the most common. Muscles can also be 
affected asymmetrically. The pattern of muscle 
involvement is thus different to polymyositis (PM) or 
dermatomyositis (DM), and the rate of progression is 
generally slower than with these diseases. Creatine 
kinase (CK) is raised (around 1000 IU/1) but 
generally not as high as in PM or DM. 
Electromyography (EMG) and sometimes muscle 
biopsy will help in the diagnosis. IBM is much less 
responsive to immunosuppressive treatment than PM 
or DM. 
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A 34-year-old man complained of a 6-month history of 
feeling depressed and a feeling of people following him 
wherever he goes. He had previously been well and been 
taking no prescription medication, although he admits to 
smoking cannabis intermittently since being a teenager 
and more frequently in the last 6 months. The onset of 
the illness was not long after hearing that his father had 
committed suicide 10 months ago. 
On neurological examination he had infrequent facial 
grimacing and writhing limb movements. Tone, power 
and reflexes were all normal. Cranial nerve examination 
was normal apart from slowed saccadic eye movements 
and difficulty maintaining tongue protrusion. 

Which would be the most appropriate test to make 
the diagnosis? 

♦ 



♦ 






Blood film 

Urine toxicology screen 

Genetic testing 

Magnetic resonance imaging (MRI) of the brain 

Copper studies 
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Genetic testing 

The most likely diagnosis here is Huntington's disease 
which would be confirmed with genetic testing. It is 
an autosomal dominant disorder with 100% 
penetrance: his father is likely to also have had 
Huntington's in this example - the suicide rate is five 
times that of the general population It is a 
trinucleotide repeat disorder and shows anticipation 
ie. it presents earlier and with increased severity in 
successive generations. The disease is characterised 
by the triad of movement disorders, behavioural 
disturbance and cognitive impairment. The 
movement disorder most commonly seen is that of 
chorea, although dystonia and myoclonus are also 
seen. Eye movement disorders such as slow saccades 
are also found. The most frequent behavioural 
disturbance seen is affective in nature, with 
depression in up to 50% of patients. Psychosis and 
particularly paranoid delusions are also common 
Cognitive impairment is probably inevitable in all 
cases. There is no curative treatment. 
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A 61 -year-old woman presented with difficulty lifting 
her right arm in the air. Her problems had started shortly 
after being discharged from hospital three weeks 
previously following an uncomplicated laparoscopic 
cholecystectomy. She had suddenly developed severe 
pain in her right shoulder that was excruciating and 
continuous despite taking regular paracetamol and 
codeine phosphate. The pain had slowly improved over 
the next few weeks, but when it had settled she realised 
that she could not lift her right arm up. 
On examination there was wasting around the shoulder 
girdle and weakness of shoulder abduction on the right. 
There was also winging of the scapula on the same side, 
but power in other muscle groups was normal. There was 
a patch of sensory loss over the outer aspect of the upper 
arm on the right. 

What is the most likely diagnosis? 

Axillary nerve palsy 
C5 root compression 
Cervical myelopathy 
Brachial neuritis 
Syringomyelia 
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Brachial neuritis 

Brachial neuritis (also called neuralgic amyotrophy) 
has an uncertain aetiology but sometimes follows an 
infection, vaccination, surgery or trauma. It 
classically starts with severe continuous pain in the 
upper arm or neck that may radiate down the arm. 
After a 2-3-week period the pain subsides and 
weakness (and sometimes wasting) of muscles around 
the upper arm/shoulder girdle becomes apparent 
(most commonly the deltoid, serratus anterior, 
infraspinatus and supraspinatus). There can be 
sensory loss, most frequently over the area supplied 
by the axillary nerve. Most patients will functionally 
recover although time to improvement varies 
between a few months and 12 years. Treatment is 
symptomatic. 
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You are asked to see a 75 -year-old man on the 
orthopaedic ward at 3 am. He has been very agitated at 
night since his admission five days ago and his team 
prescribed a prn dose of haloperidol on his drug chart 
earlier in the day. When he became agitated he was 
given 2 mg of intramuscular haloperidol and the nurses 
are now worried as he is not moving very much in his 
bed. Examination is difficult but he is rigid and not 
moving his limbs very much although he is fully alert. 
On further questioning the nursing staff they comment 
that the daytime staff have had no problems and that he 
has been sleeping for much of the day. They also tell you 
that when he has been agitated he has been reaching out 
in front of him as if there was something there. You read 
the medical notes and there is no mention of any 
previous problems before coming in to hospital. 

What is the most likely diagnosis? 

Dementia with Lewy bodies 






♦ 



Alzheimer's disease 
Frontotemporal dementia 
Vascular dementia 
Alcohol-related dementia 
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Dementia with Lewy bodies 

Dementia with Lewy bodies (DLB) is a progressive 
disorder of cognitive impairment, most commonly 
starting over the age of 65 years. The clues to the 
diagnosis in this case are the sensitivity to neuroleptic 
drugs causing severe parkinsonian features of 
akinesia and rigidity, fluctuations in his cognitive 
function, daytime sleeping with night-time 
restlessness and agitation associated with possible 
visual hallucinations. 
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A 23 -year-old man presented to the outpatient clinic 
complaining of difficulty with his memory over the last 
few years. He had been unable to hold down a regular 
job because of this. He had found it very difficult to 
concentrate at work, feeling extremely tired most of the 
time and occasionally falling asleep at his desk. He 
suffered from recurrent headaches which happened on 
most days of the week for 1-4 h and were bi frontal and 
throbbing in nature. He had recently had a few episodes 
where he had fallen to the ground without warning. On 
further questioning he complained of problems with 
sleeping at night, occasionally waking up in the middle 
of the night with a feeling that he could not move. 

What would be the best treatment for this condition? 






Sodium valproate 

Paroxetine 

Amitriptyline 

Carbamazepine 

Modafinil 
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Modafinil 

The most likely diagnosis is narcolepsy. This is a 
condition which presents in the teens or 20s and 
consists of a tetrad of excessive daytime sleepiness, 
cataplexy (a sudden loss of voluntary muscle tone, 
often triggered by emotional stimuli), sleep paralysis 
(feeling that you are awake but cannot move) and 
hypnagogic/hypnapompic hallucinations 

(hallucinations on going to sleep/waking). However, 
not all of these have to be present to make a 
diagnosis. There is a human leucocyte antigen (HLA) 
association in a number of patients: DR2 and 
DQB1*0602 are both associated with narcolepsy with 
cataplexy (around 90% of patients). Diagnosis can be 
confirmed with a multiple sleep latency test. 
Excessive sleepiness can be alleviated by use of 
modafinil. 
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A 45 -year-old man presented with a 7-month history of 
pain in his feet. He had also had increased difficulty over 
the same period with walking and had fallen over a 
number of times. In the last few months he had had 
difficulty opening jars and carrying his shopping. He had 
been generally well but had recently suffered from 
gastro-oesophageal reflux for which he was taking 
lansoprazole. He was an only child and both of his 
parents had died when he was young. On neurological 
examination he had no wasting or fasciculations. Tone 
was normal throughout but he was globally mildly weak 
in all four limbs. He was areflexic with a loss of 
vibration and proprioception sensation to the wrists and 
knees bilaterally. 

Nerve conduction studies showed the following: 

• motor conduction velocities were less than 60% of 
normal in all nerves tested 

• distal motor latencies were prolonged in three out of 
four of the nerves tested 

• there was one region of conduction block in the median 
nerve 

• F waves were absent 

What is the most likely diagnosis? 

a 



Vitamin Bi 2 deficiency 



i 



Chronic inflammatory demyelinating 
polyneuropathy (CIDP) 






Drug-induced neuropathy 
Vasculitic neuropathy 
Charcot-Marie-Tooth disease type 2 
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Chronic inflammatory demyelinating polyneuropathy 
(CIDP) 

The nerve conduction studies suggest a demyelinating 
neuropathy (decreased motor conduction velocities, 
prolonged distal latencies, absent or prolonged F 
waves and areas of conduction block) and therefore 
the most likely diagnosis is CIDP. This is commonly 
sensorimotor hence the clinical signs here. The causes 
of a chronic demyelinating neuropathy are CIDP, 
paraproteinaemic neuropathies, hereditary 

neuropathies (e.g. Charcot-Marie-Tooth type 1, 
Refsum's disease) and some drug-related 
neuropathies (e.g. amiodarone). First -line treatment 
for CIDP is normally either oral prednisolone or 
intermittent intravenous immunoglobulins: evidence 
suggests they are of equal efficacy in the short term, 
and they have not been compared in the long term. 
Other immunosuppressants have been tried but there 
is little evidence for any of them: the most commonly 
used is azathioprine as a steroid-sparing agent. 
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A 19-year-old university student presented with 
progressive unsteadiness of walking over the previous 
year. She had been otherwise well apart from recent 
difficulty hearing her lecturer in classes. She took no 
prescription medication but had occasionally taken 
cocaine during her first year of college. She drank up to 
30 units of alcohol per week and smoked 10 cigarettes a 
day. Her parents were both well but she remembers her 
father's sister having problems with her walking before 
she died. 

Examination revealed normal tone and power throughout 
all four limbs. Reflexes were normal in the upper limbs 
but decreased at the knees and absent at the ankles. Co- 
ordination was normal in all four limbs but her gait was 
ataxic. Sensation in the upper limbs was normal but there 
was decreased vibration sense and proprioception to the 
ankles bilaterally. 

What is the most likely diagnosis? 

Ataxia telangiectasia 






Friedreich's ataxia 

Multiple sclerosis 

Dentatorubr opall idoluys ian atrophy 

Vitamin B12 deficiency 
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Friedreich's ataxia 

Friedreich's ataxia is an autosomal recessive 
trinucleotide repeat disorder that normally starts 
before the end of the teens. It has an annual incidence 
of around 1 in 50 000. Neurological features are of a 
progressive ataxia, cerebellar dysarthria, lower limb 
areflexia, decreased vibration and proprioception, 
pyramidal weakness and extensor plantars. Pes cavus 
and scoliosis are both seen. Cardiomyopathy occurs 
in over 70% of cases. Less common features are optic 
atrophy, diabetes mellitus and deafness. 
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A 26 -year-old woman with known epilepsy is seen in 
outpatient clinic. She has been taking carbamazepine as 
her only anti-epileptic medication for the last three years 
and has had no seizures for the last year on her current 
dose. She is keen to start the oral contraceptive pill and 
comes to you for advice. 

What is the best management for her? 

Start the progestogen -only oral contraceptive but 
change her anti- epileptic medication to lamotrigine 

Start the combined oral contraceptive at a lower 
dose than normal 

Start the combined oral contraceptive but change 
her anti-epileptic medication to lamotrigine 

Start the combined oral contraceptive at a higher 
dose than normal 

Start the progestogen -only oral contraceptive 
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Start the combined oral contraceptive at a higher dose 
than normal 

The effectiveness of the combined oral contraceptive 
and the progestogen-only contraceptive may be 
reduced by interaction with carbamazepine, a drug 
that induces liver enzyme activity. Advice is to take a 
daily intake of at least 50 ug of ethinylestradiol (a 
higher dose than normal of the combined oral 
contraceptive), although there is some uncertainty 
about the effectiveness of this regimen 
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A 45 -year old woman presented with 4-month history of 
an erythematous rash over her cheeks, her anterior upper 
chest and the backs of her hands. Over the same period 
she had become short of breath on exertion. In the last 
month, she had also complained of difficulty walking up 
the stairs at home. General examination revealed a rash 
as noted above and dilated capillaries at the base of some 
of the fingernails. On examination of the chest there 
were a fewbibasal crepitations. Neurological 
examination revealed mild weakness of hip flexion but it 
was an otherwise normal exam. 

What is the most likely diagnosis? 

Der matomyo siti s 
Churg-Strauss vasculitis 






Rheumatoid arthritis 
Acute intermittent porphyria 
Systemic lupus erythematosus 
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Dermatomyositi s 

The rash of dermatomyositis (DM) is similar to that 
seen in systemic lupus erythematosus (SLE): it is 
photosensitive and most commonly seen in sun- 
exposed areas - the cheeks (in a malar distribution), 
upper anterior and posterior chest and over the 
backs of the hands. It often presents before any 
muscle weakness, and can rarely occur without any 
weakness (dermatomyositis sine myositis). 
Approximately 10% of patients with DM have 
interstitial lung disease, which is strongly associated 
with the presence of anti-Jol antibodies. Except in 
childhood DM, investigations should include a search 
for an associated malignancy. In terms of treatment, 
steroids are the mainstay (normally pulsed 
intravenous methylprednisolone followed by oral 
prednisolone). If response to steroids is poor, there 
are major side-effects from steroids, or the 
maintenance dose of steroids remains high, then 
immunosuppressants are used - methotrexate, 
azathioprine, mycofenolate, cyclosporin and 
cyclophosphamide have all been used. Intravenous 
immunoglobulins have also been shown to be 
effective and their main use is in patients who are 
resistant to steroids and immunosuppressants. 
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A 26 -year-old woman presented with progressive 
unsteadiness of gait and blurred vision over a 2-week 
period. The day before admission she became very 
drowsy although rousable. Her partner said she had been 
previously well apart from a recent viral illness a few 
weeks ago. On examination she was mildly confused and 
drowsy. Her observations were normal and 
cardiovascular, respiratory and abdominal examinations 
were unremarkable. She had decreased upgaze and 
abduction bilaterally, but her other cranial nerves were 
normal. Limb examination was normal apart from brisk 
reflexes throughout and upgoing plantar s. 

What is the most likely diagnosis? 

Bacterial meningitis 



♦ 



TB meningitis 
Bickerstaff s encephalitis 
Herpes simplex encephalitis 
Limbic encephalitis 
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Bickerstaff s encephalitis 

Bickerstaff s brainstem encephalitis causes a 
progressive, fairly symmetrical ophthalmoplegia, 
ataxia, disturbance of consciousness and extensor 
plantar responses +/- hyperreflexia. It may be related 
to Guillain-Barre syndrome, and in particular the 
Miller-Fisher variant with which it shares the 
ophthalmoplegia and ataxia. However, in the Miller- 
Fisher syndrome there is areflexia and, in particular, 
there is no disturbance of consciousness. Like Miller- 
Fisher, anti-GQlb antibodies are often positive. 
There is normally an antecedent illness (often an 
upper respiratory tract infection). Steroids, 
immunoglobulins and plasma exchange have all been 
used as treatment. 
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A 74-year-old man presented with a 6 -week history of 
generalised fatigue and weakness. It had started initially 
with a feeling of heaviness in his arms and legs and by 2 
weeks into the illness he was having difficulty getting 
out of his chair and going upstairs. When walking he 
often had to stop for a rest before being able to carry on. 
He suffered from hypothyroidism for which he took 
levothyroxine tablets, but he was otherwise well with no 
other prescription medications. He drank about 10 units 
of alcohol per week and smoked 30 cigarettes per day, 
which he had done since being young. Systemic enquiry 
revealed some difficulty swallowing and constipation for 
the last few months and he had also lost a stone in 
weight over the previous 6 weeks. 
General examination was normal. Cranial nerve 
examination was normal. Limb examination showed 
normal tone with mild proximal weakness in his upper 
and lower limbs. Reflexes were decreased throughout 
but were normal after exercising the particular muscle 
group. Co-ordination and sensation were normal. 

What test would confirm the diagnosis? 



Nerve conduction and EMG studies 



♦ 



Acetylcholine receptor antibodies 
Serum creatine kinase (CK) 



A 



Magnetic resonance imaging (MRI) of the cervical 



spine 



Muscle biopsy 



No.: 75 

Nerve conduction and EMG studies 

The diagnosis is Lambert-Eaton myasthenic 
syndrome (LEMS). This is a disorder of the 
neuromuscular junction and is an autoimmune 
disease with antibodies to voltage-gated calcium 
channels. It can be either sporadic or a 
paraneoplastic syndrome - if the latter, most 
frequently associated with small cell lung carcinoma. 
It commonly presents with insidious onset of 
proximal muscle weakness (legs greater than arms 
and rarely ocular or bulbar muscles) and autonomic 
symptoms. Neuromuscular symptoms include 
generalised fatigue and proximal muscle weakness. 
Respiratory failure is rare as a presenting feature but 
can develop later. Autonomic symptoms occur in up 
to 75% of patients and include dry mouth, 
constipation, blurred vision, postural hypotension 
and impaired sweating. Signs on examination include 
proximal muscle weakness (legs greater than arms) 
and characteristically hypoactive or absent reflexes 
that return after brief exercise of the appropriate 
muscle. Other signs include sluggish pupillary 
reflexes, postural hypotension and a dry mouth 
There are two parts to investigations: firstly to 
confirm the disease, and secondly to search for an 
underlying malignancy. The disease is confirmed 
with characteristic findings on nerve conduction 
studies: compound motor action potentials have 
small amplitudes which after exercise or with 
repetitive stimulation will immediately increase by 
more than 100%. Single fibre examination may 
demonstrate jitter and block. Voltage-gated calcium 
channel antibodies are seen in almost 100% of LEMS 
patients with cancer and in more than 90% of 
individuals without cancer. Management is of the 
underlying cancer if there is one and 
symptomatically, normally with the potassium 
channel blocker 3,4-diaminopyridine which helps to 
maintain depolarisation of the nerve terminal by 
preventing repolarisation, leading to more calcium 
entering the nerve terminal. 
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A 43 -year-old African-Caribbean woman presented with 
a 12-month history of progressive dysphagia and change 
in voice character. She also described a 2-year history of 
dry cough. On examination she had nasal speech, a 
decreased gag reflex on the left, palatal weakness, 
atrophy of the left side of the tongue with deviation to 
the left, but otherwise normal cranial nerves. Limb 
examination was normal. 

What is the most likely diagnosis? 

Systemic lupus erythematosus 
Multiple sclerosis 
Motor neurone disease 



♦ 






Lymphoma 
Sarcoidosis 



No.: 76 
Sarcoidosis 

The most likely diagnosis is sarcoidosis which causes 
a basal meningitis and therefore lower cranial nerve 
palsies, and would also cause a dry cough. The 
annual incidence of sarcoidosis in Europe is 
somewhere between 10 and 40 per 100 000, although 
there is large geographical variation. Around 5% of 
patients with sarcoidosis will have neurological 
complications - as well as cranial nerve palsies other 
features include the following: optic neuritis, 
mononeuritis multiplex, myelopathy, seizures, 
granulomas causing mass effect and neuropsychiatric 
manifestations. 
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A 52-year-old man presented with a 3 -week history of 
confusion and difficulty remembering where he had put 
things in the house. He had recently had to ask his wife 
to drive him to work as he could no longer remember 
how to get there. The admission to hospital was 
precipitated by a generalised tonic-clonic seizure at 
home, witnessed by his wife, lasting 2 min. He was 
apyrexial with otherwise normal general observations. 
Respiratory, cardiovascular and abdominal examinations 
were normal. Cognitive examination was difficult 
because of his confusion but the rest of the neurological 
examination was normal. 

Initial investigations showed: 



Sodium 


128mmol/l 


Potassium 


4.2 mmol/1 


Urea 


7.5 mmol/1 


Creatinine 


110 mmol/1 


Haemoglobin (Hb) 


13.2 g/dl 


White cell count (WCC) 


10.5 x 1071 


Platelets 


255 x 10 9 /1 



What is the most likely diagnosis? 

TB meningitis 



(• 



♦ 
♦ 



Limbic encephalitis 
Wernicke-Korsakoff syndrome 
Subdural haematoma 
Alzheimer's disease 
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Limbic encephalitis 



either a 

It presents 

impairment, 

psychiatric 

and sleep 



Limbic encephalitis is normally 
paraneoplastic or autoimmune disease, 
with a subacute onset of memory 
disorientation +/- seizures and 
disturbances (hallucinations, agitation 
disturbance). Hypothalamic disease (hyperthermia, 
weight gain, endocrine dysfunction, hypersomnia) is 
also seen. Medial temporal lobe changes are seen on 
magnetic resonance imaging (MRI). Cerebrospinal 
fluid (CSF) shows raised protein and unmatched 
oligoclonal bands in the majority of patients, with 
around half the patients having white cells present. A 
recently described subgroup of patients has 
antibodies to voltage-gated potassium channels. Most 
of them (around 80%) have resistant hyponatremia. 
Other features are similar to above, but only 10% of 
those described had unmatched oligoclonal bands. 
This group has shown an improvement with 
immunosuppressive treatment (IVIg, plasma 
exchange, steroids) - both clinically and with a 
decrease in the titre of voltage-gated potassium 
channel antibodies. 
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A 21 -year-old man presented with a 7-month history of 
difficulty gripping things. He complained of finding it 
particularly difficult in the cold weather. He had lost 
contact with his father but he remembered him having 
similar problems. On examination he had a bilateral 
ptosis with weakness of the facial muscles. He also had 
difficulty opening his eyes quickly. Limb examination 
revealed distal weakness in both hands with difficulty 
opening and closing both hands quickly. 

What is the most likely diagnosis? 

Myopathy, encephalopathy, lactic acidosis and 
stroke-like episodes (MELAS) 



♦ 
♦ 



♦ 



Becker's muscular dystrophy 

Myotonic dystophy 

Polymyositis 

Duchenne's muscular dystrophy 
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Myotonic dystophy 

Myotonic dystrophy is the most likely diagnosis. This 
is an autosomal dominant trinucleotide repeat 
disorder which shows anticipation. It is a multisystem 
disorder causing cognitive impairment, cataracts, 
cardiac problems and testicular atrophy as well as 
affecting the muscles. Patients have muscle weakness, 
normally worse distally, and/or myotonia (which is 
worse in cold weather). On examination patients may 
also have frontal balding, a myopathic fades, 
bilateral ptosis, an ophthalmoplegia and wasting of 
facial muscles and other limb muscles. Myotonic 
dystrophy is associated with diabetes mellitus and 
pituitary dysfunction. Diagnosis is normally based on 
clinical features with a characteristic 
electromyogram (EMG) of myotonic discharges. 
Creatine kinase is generally normal and muscle 
biopsy is non-specific. 
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A 65-year-old man complained of a limp in his right leg 
that had developed over the last few months, associated 
with pain down the front of his leg. On examination of 
his lower limbs he had normal tone, weakness of knee 
extension, foot inversion and foot dorsiflexion on the 
right but full power in other groups, a decreased knee 
reflex on the right but all other reflexes were present 
with downgoing plantars. Sensation to pin prick and 
light touch was decreased over the medial part of the 
right calf. 

Which nerve root on the right side is affected? 

L2 
• L3 
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L4 



The L4 dermatome is over the anteromedial part of 
the shin. L4 is also part of the knee reflex and is 
involved in hip adduction, knee extension, ankle 
dorsiflexion and foot inversion. In comparison, the 
L5 dermatome is over the anterolateral shin and 
dorsum of the foot. L5 is involved in hip extension, 
knee flexion, ankle dorsiflexion and big toe extension. 
The SI dermatome is mainly over the sole of the foot. 
SI is part of the ankle reflex and is involved in hip 
extension, ankle plantar flexion and foot eversion. 






L4 
L5 
SI 
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A 19-year-old man presented with blurred vision which 
had been slowly worsening over the previous 5 months. 
It was accompanied by increased difficulty seeing at 
night and unsteadiness walking. On examination he had 
an ataxic gait and a bilateral ptosis, greater on the right 
than left. He also had decreased upgaze and abduction in 
the right eye. 

What is the most likely diagnosis? 

Kearns-Sayre syndrome 



♦ 



Multiple sclerosis 
Abetalipoproteinaemia 
Refsum's disease 
Friedreich's ataxia 
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Kearns-Sayre syndrome 

Kearns-Sayre syndrome is one of the mitochondrial 
diseases and normally starts before the age of 20 
years. It has the following features: a chronic 
progressive external ophthalmoplegia, ptosis, retinitis 
pigmentosa, cardiac conduction defects and a 
cerebellar syndrome. Other features include 
sensorineural hearing loss and endocrine pathology. 
Chronic progressive external ophthalmoplegia 
(CPEO) can occur as an isolated finding without the 
other features of Kearns-Sayre syndrome. Other 
mitochondrial myopathies include MELAS 
(myopathy, encephalopathy, lactic acidosis and 
stroke-like episodes), which normally presents in 
childhood with one or more of the features in its 
name, and MERRF (myoclonic epilepsy with ragged 
red fibres) which presents in late childhood or early 
adulthood with seizures, myopathy, deafness and 
ataxia. 
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A 3 5 -year-old man presented with a 9-month history of 
tremor of his right hand with increasing difficulty over 
the same period with writing. In the last few months he 
had also felt increasingly nauseous a lot of the time with 
a loss of appetite. He described his uncle as developing 
similar problems with writing at about the same age. On 
examination he was mildly icteric. Respiratory, 
cardiovascular and abdominal examinations were 
otherwise normal. On neurological examination he had a 
mild tremor that was present at rest and also when his 
hands were outstretched. The tremor was bilateral but 
more prominent on the right. He had difficulty with fine 
finger movements and there was a mild increase in tone 
in his upper limbs bilaterally. The rest of the 
neurological examination was normal. 

Which investigation is most likely to help support the 
diagnosis? 

Vitamin Bi 2 

♦ 



Liver function tests 
Iron studies 
Genetic testing 
Copper studies 
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Copper studies 

The most likely diagnosis is Wilson's disease. This is 
an autosomal recessive condition due to mutations of 
a copper-transporting protein on chromosome 13. 
The major features are neurological (normally a 
progressive extrapyramidal disorder due to 
deposition in the basal ganglia), psychiatric 
(behavioural changes being prominent), hepatic 
(presenting with features of liver failure/cirrhosis) 
and ocular (the brownish coloured Kayser-Fleischer 
rings - copper deposition in Descemet's membrane, 
best seen on slit-lamp examination). Diagnosis can be 
made on copper studies (increased urinary copper 
excretion, reduced serum caeruloplasmin and serum 
copper). Treatment is with copper chelation, with the 
first -line treatment normally being pencillamine. 
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A 3 5 -year-old woman presented with sudden onset 
severe neck pain on the right-hand side. On examination 
she had a mild ptosis on the right with a small pupil on 
the same side. The rest of the neurological examination 
was normal. A computed tomography (CT) scan of her 
brain was reported as normal. 

Which is the most appropriate next investigation for 
this patient? 






Transoesophageal echocardiography 

Cervical MRI 

Cranial MRI 

Carotid Doppler Ultrasound scan 

Carotid angiography 
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Carotid angiography 

The most likely diagnosis is a Horner's syndrome 
secondary to a carotid dissection Horner's syndrome 
classically consists of ptosis, miosis and anhydrosis, 
with an apparent enophthalmos and facial flushing 
on the affected side. It is due to a deficit in the 
sympathetic innervation to the eye and face. Causes 
of Horner's syndrome can be thought of as central, 
preganglionic or postganglionic with the most 
common causes for each type being stroke, trauma or 
tumour, and carotid pathology or vascular headache 
syndromes respectively. Imaging of the neck vessels 
would confirm the diagnosis (carotid angiography 
being the gold standard; CT angiography may show 
a similar pattern; MR angiography is slightly less 
sensitive than CT in this situation). A Cochrane 
review in 2004 by Lyrer has suggested current 
evidence is inconclusive as to whether heparin is 
more effective than aspirin in this condition 
However in view of the risk of recurrent embolic 
events, many specialists use anticoagulation for 3-6 
months followed by anti-platelet therapy in proven 
cases of dissection. 
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A 5 5 -year-old woman presented with a 3 -year history of 
recurrent falls. The majority of the falls had been 
backwards and she had injured her head multiple times. 
Her walking had become progressively slower over the 
last 3 years and she had particular difficulty with turning. 
She had also recently developed problems with vision 
which she described as blurred. She had been depressed 
for many years and had been taking amitriptyline for 
over 5 years. The only other medication she had been 
taking was enalapril for hypertension. 
On examination of her cranial nerves she had difficulty 
with downgaze but a full range of eye movements with 
the 'doll's head' manoeuvre. She had axial rigidity with 
symmetrically increased tone in both upper limbs. 
Power, reflexes and co-ordination were normal as was 
sensation. She had decreased arm swing on walking with 
a stooped festinating gait. 

What is the most likely diagnosis? 

Wilson's disease 
(? 



Drug-induced parkinsonism 
Dementia with Lewy Bodies 
Multiple system atrophy 
Progressive supranuclear palsy 



: 
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Progressive supranuclear palsy 

Progressive supranuclear palsy (PSP) is a rare, 
progressive disorder that causes adult-onset 
parkinsonism, and is often classified as one of the 
'Parkinson-plus' syndromes. As well as bradykinesia 
and rigidity (which is most commonly axial), there is 
postural instability with multiple (normally 
backwards) falls early on in the disease. 
It should be noted that impaired up gaze can be seen 
in normal elderly patients but impaired down gaze is 
always pathological. In general both vertical 
directions become impaired before horizontal eye 
movements in supranuclear gaze palsy. Dysphagia 
and dysarthria are both seen, as is cognitive 
impairment particularly of frontal/executive 
function. PSP shows poor responsiveness to 
dopaminergic drugs. 
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A 19-year-old woman presented with fever and 
confusion. She had been well until earlier that day when 
she started to complain of a severe occipital headache 
and had vomited three times. She had become 
increasingly confused over the day and was now very 
agitated and restless. She had been previously well, and 
the only other history from her mother was that she was 
allergic to penicillin. 

Observations showed a temperature of 39°C, blood 
pressure 100/50 mmHg, pulse 110 beats/min, saturations 
98% on room air, respiratory rate 17/min. On 
examination the patient was moderately confused. 
Cardiovascular, respiratory and abdominal examinations 
were otherwise normal. Neurological examination 
showed no neck stiffness and no photophobia. The 
cranial nerve and limb examination appeared normal. 
While examining her she had a short-lived generalised 
tonic-c Ionic seizure lasting less than 1 min. A magnetic 
resonance imaging (MRI) scan was performed showing 
abnormal high signal in the right temporal lobe. 

What is the most appropriate next step in 
management? 

Intravenous (iv) aciclovir 

iv Third generation cephalosporin 

iv Benzylpenicillin 

iv Methylprednisolone 

iv Clarithromycin 
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Intravenous (iv) aciclovir 

The most likely diagnosis is viral encephalitis 
(possibly Herpes simplex) and immediate treatment 
with aciclovir is necessary. It is normally of acute 
onset with the following features suggesting an 
encephalitis: fever, vomiting, headache, behavioural 
changes, confusion, seizures and focal neurological 
signs. Investigations are brain imaging (copmuted 
tomography (CT) and/or preferably magnetic 
resonance imaging (MRI)), lumbar puncture (raised 
white cells with raised protein, normal or 
occasionally low glucose and Herpes simplex virus 
DNA polymerase chain reaction (PCR)-positive if due 
to a Herpes simplex encephalitis) and 
electroencephalography (EEG) (which may show 
focal abnormalities in the temporal lobes). 
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A 22-year-old woman presents to the emergency 
department after a single tonic-clonic seizure lasting 5 
min witnessed by her husband. A computed tomography 
(CT) brain scan at the time is normal as are her 
electrolytes, calcium and magnesium. As an outpatient 
she has a normal electroencephalogram (EEG) and a 
normal magnetic resonance imaging (MRI) brain scan. 
She decides not to start any anti -epileptic medication. 

When is the next time that the patient could possibly 
drive? 



• 



♦ 



Never 
6 months 
3 years 
Now 
1 year 
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6 months 

The Driver and Vehicle Licensing Agency (DVLA) 
guidelines say that a patient must have 6 months off 
from driving after a solitary unprovoked fit, with a 
medical review before restarting driving. If a person 
has multiple seizures only while asleep then they may 
drive after a 3-year period. Provoked seizures (e.g. at 
the time of a head injury, at the time of a stroke or 
transient ischaemic attack (TIA), during intracranial 
surgery) are dealt with by the DVLA on an individual 
basis, if there have been no previous fits. 



No.: 86 

A 17-year-old girl presents to the emergency department, 
brought by her parents as she has been acting strangely 
over the last 6 months. Her parents are particularly 
concerned about her going out without her parent's 
permission and drinking alcohol. Her parents have 
noticed her walking has become progressively more 
unsteady and they often have difficulty understanding 
what she is saying. Her mother has depression and her 
father suffers from epilepsy. On examination she has 
slurred speech, coarse nystagmus to lateral gaze 
bilaterally, and an ataxic gait. The rest of her 
neurological examination is normal. 

What is the most likely diagnosis? 
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Phenytoin toxicity 

The most likely diagnosis is a cerebellar disorder 
secondary to phenytoin toxicity. The patient has most 
likely been taking her father's supply of phenytoin 
which causes cerebellar symptoms in toxic doses. 
With the rest of the neurological examination being 
normal there are no features to suggest any of the 
other diagnoses. 






• 



Alcohol-related cerebellar disease 
Friedreich's ataxia 
Phenytoin toxicity 
Hypothyroidism 
Spinocerebellar ataxia 
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A 23 -year-old secretary in a law firm presents with a 
one-day history of left-sided facial weakness. She first 
noticed this when she was putting her make-up on in the 
morning. She has noticed increased sensitivity to noise 
in her left ear. She is very anxious because two years ago 
she had some problems with her vision and was told that 
multiple sclerosis was a possibility. At this time she 
declined further investigation when it was offered. She 
has type-1 diabetes mellitus but no other medical history 
and is taking only insulin and the combined oral 
contraceptive pill. 

On examination she has a lower motor neuron lesion of 
the left VII (facial) nerve with Bell's phenomenon and 
some difficulty closing her left eye. There is no objective 
hearing loss, and no sensory signs. Examination of the 
auditory meatus and canal is unremarkable. The 
remainder of the neurological examination is normal, 
besides some subjective numbness over the dorsum of 
her right foot. You offer her an eye patch. 
Optimal further management of her condition is: 



Urgent computed tomography (CT) brain scan 



• 



Magnetic resonance imaging (MRI) of brain and C- 
Spine 

(• 

Visual evoked potentials 



Artificial tears 

60 mg oral prednisolone for five days 
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60 mg oral prednisolone for five days 

From the history and examination findings this 
young woman has a Bell's palsy. There is no evidence 
to suggest involvement of any other cranial nerves, 
which might raise the possibility of a cerebellopontine 
angle space-occupying lesion. With her history of 
possible optic neuritis, there is a possibility that the 
lesion is in fact a manifestation of multiple sclerosis. 
This should be differentiated on examination by the 
presence of an upper motor neuron lesion (with 
sparing of the forehead facial muscles because of 
bilateral cortical representation). The sensory signs 
are subjective and their relevance is uncertain. 
Until recently there was little evidence for use of high 
dose corticosteroids, but a recent meta-analysis 
suggests a benefit. She should of course be offered an 
eye patch and artificial tears to prevent corneal 
ulceration. 
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A 5 5 -year-old solicitor is referred to the general medical 
clinic by his GP. He has a six-month history of difficulty 
walking and writing, which started gradually and appears 
to be slowly worsening. He feels that his movements are 
slow and that he has difficulty getting started when 
trying to sit from a chair or get out of bed. There have 
been no falls. He denies any tremor. He used to be very 
active and played squash two evenings a week, which he 
has had to stop doing. He is still able to wash and dress, 
albeit slowly. He has had no episodes of fainting, no 
cognitive symptoms and no incontinence. He has no 
significant past medical history and is on no 
medications. He is a lifelong non-smoker. 
On examination he appears slow in his movements with 
reduced facial expression. He has a slightly stooped 
posture with reduced arm swing but once walking he 
appears to mobilise well with reasonable speed and no 
obvious unsteadiness even on turning. There are no 
cognitive deficits on bedside testing. Cranial nerve 
examination reveals only reduced blinking. There are no 
abnormalities of eye movements. Tone is mildly 
increased in his right hand with some cogwheeling. He 
has a very mild tremor of the right hand, which increases 
when he is asked to perform a task with his left hand. 
The reflexes are brisk but symmetrical and the plantars 
are down- going bilaterally. There are no sensory 
abnormalities. 

The patient is very keen to try anything that might 
improve his symptoms. 

What is the most appropriate first medication to try 
in this man's care? 
<? 






Selegiline 5 mg bd 
Pramipexole 



Combined L-dopa and decarboxylase inhibitor 
preparation titrated up according to side effects and 
response 

Benzatr opine titrated up to a maximum of 6 mg 
daily 

Combined L-dopa and decarboxylase inhibitor- 
controlled release preparation, titrated up according to 
effects and response 
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Pramipexole 

The diagnosis is idiopathic Parkinson's disease. The 
patient presents with an extrapyramidal syndrome 
with some asymmetry. There are no symptoms or 
signs to suggest a Parkinson's plus syndrome. An 
underlying cause of parkinsonism such as 
cerebrovascular disease is possible, although there 
are no obvious modifiable vascular risk factors and 
the gradual onset is against a vascular origin. His 
symptoms appear to be mainly rigidity and are 
relatively mild, although are clearly affecting his 
previously active lifestyle. 

Pramipexole is a dopamine agonist. Dopamine 
agonists have been shown in a systematic review and 
in randomised controlled trials to have a lower 
incidence of dyskinesias and fluctuations in motor 
response, which are a real problem in the treatment 
of Parkinson's disease. These side-effects increase in 
incidence with the duration of L-dopa therapy and, 
especially in a younger man, the use of dopamine 
agonist therapy is preferable in the first instance 
compared with L-dopa. This patient would be 
considered to have a€oeearly PDa€ as defined by the 
NICE guidelines, i.e. functional disability requiring 
treatment (as opposed to a€oelate PDa€ with motor 
complications of L-dopa therapy). 

Selegiline was thought at one point to delay disease 
progression and the need for L-dopa therapy. This 
has not been supported by further research and its 
use in recent years has declined. Benzatropine is an 
anticholinergic medication that can be effective in 
improving tremor and sialorrhoea, which are not 
major complaints of this gentleman at this stage. 
Further therapeutic options, including pallidotomy 
and deep brain stimulation, can be beneficial to well- 
selected patients but are normally only considered 
when multiple attempts to optimise medical therapies 
have been tried. 
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A 43 -year-old right-handed man presents to casualty 
with sudden onset of left-sided weakness. The weakness 
began when he was playing squash and forced him to 
stop playing after he had fallen when trying to continue 
playing. He also reports some aching pain in the back of 
his head and neck, which he attributes to having twisted 
his neck during the game. He is an active non-smoker 
with no medical history. He admits to some occasional 
cocaine use but denies any in the last few days. He has a 
stressful job in the city and is keen to know if he will 
have to be admitted to hospital as he has an important 
meeting to attend the next day. 

On examination he has normal tone, grade 4/5 weakness 
in a pyramidal distribution in the left arm and leg. The 
reflexes are normal and the plantars are downgoing. 
There are no cranial nerve abnormalities. The pupillary 
responses are equal and normal. There is mild tenderness 
on palpation on the right side of his neck and behind his 
right ear. 
Which is the most likely diagnosis in this case? 






hemiplegic migraine 

right carotid artery dissection 

right middle cerebral artery infarction 

right lacunar infarct secondary to cocaine use 

paradoxical embolus from patent foramen ovale 
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right carotid artery dissection 

Carotid artery dissection is a relatively common 
cause of stroke in young people, accounting for up to 
20% of cases. It can be idiopathic but is commonly 
associated with often surprisingly mild trauma. Many 
present with neurological deficits which may be 
transient and include hemiparesis (as in this case), 
Horner's syndrome, and cranial nerve palsies. 
However, it should be remembered that a number 
present without neurological sequelae, at least 
acutely, but simply with pain in the neck A carotid 
bruit may be detected. The main complications are 
completed stroke, usually from thrombus formation 
associated with the damage to the endothelium. It is 
for this reason that anticoagulation is often advised if 
not otherwise contraindicated, although there is a 
lack of conclusive evidence of its benefit. In 
completed strokes its use needs careful deliberation 
Migraine can be associated with hemiplegia but the 
symptoms in this case do not suggest this. The neck 
pain and young age of this patient make a dissection 
more likely than uncomplicated middle cerebral 
infarction Although this man admits to cocaine use 
and illicit drug use is important in the history of 
young strokes, it is less likely a cause here some time 
after last use. Paradoxical embolisation from patent 
foramen ovale is a possible cause and should be 
considered, especially if the onset of symptoms 
coincides with physical exertion and valsalva 
manoevure. 
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A 34-year-old man is referred by his general practitioner 
to the neurology clinic. He has a two-year history of 
involuntary movements in his hands associated with 
weight loss. His wife describes these as 'piano playing'. 
More recently he has been emotionally labile with 
aggressive outbursts and has begun to have some 
memory problems. He has a family history of 
'Parkinson's disease', which affected his paternal 
grandfather in later life and affects a paternal aunt. His 
own father died in his late 20s in an accident. 
On examination, he has hypometric saccadic eye 
movements with broken pursuit movements and some 
nystagmus at the extremes of gaze. He has continuous 
fidgety movements of his fingers and arms. There is 
extrapyramidal rigidity in all four limbs with a shuffling 
gait. 'Bedside' higher function testing reveals some 
disinhibition with irritability and impaired episodic 
memory. 

Magnetic resonance imaging (MRI) of the brain reveals 
no significant abnormalities beside some possible 
cerebral atrophy. Electroencephalogram (EEG) is non- 
specifically abnormal. 

cerebrospinal fluid (CSF) analysis reveals an acellular 
fluid. 



glucose 



protein 



14-3-3 protein 



SlOOb 



3.4 mmol/1 (serum 7.1 
mmol/1) 



0.45 g/dl 



negative 



normal range 



The test most likely to confirm a diagnosis is: 

prion protein gene analysis 



♦ 






serum copper studies and liver biopsy 
blood film for acanthocytes 
familial Parkinson's disease gene analysis 
huntingtin gene analysis 
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huntingtin gene analysis 

This man's family history suggests an autosomal 
dominant mode of inheritance. For this reason 
Wilson's disease (autosomal recessive) is unlikely. 
While neuroacanthocytosis, some of the familial 
forms of Parkinson's disease and familial prion 
disease can all cause similar phenotypes, 
Huntington's disease is the most common and 
therefore most likely. There are a number of features 
here such as the early onset of eye movement 
abnormalities, which are classical for Huntington's. 
The associated gene, coding for the protein 
huntingtin, is found on chromosome 4. 
Huntington's is a trinucleotide repeat disorder, which 
demonstrates genetic anticipation where successive 
generations tend to show an earlier onset of a more 
marked phenotype. This is due to expansion of the 
repeat length with successive generations. In 
addition, patients who inherit the disorder from their 
fathers seem to have an earlier onset than patients 
who inherit it from their mothers, again apparently 
due to expansion of the trinucleotide repeat region. 
There is currently no treatment and the disease is 
universally fatal. Patients who are at risk but 
asymptomatic can choose to be tested predictively. 
However, they are obliged to undergo a standardised 
protocol of genetic counselling including a 'cooling 
off time before the test is completed. 
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A 34-year-old woman presents to casualty with left- 
sided weakness. This began suddenly the previous day 
during an argument with her husband. There is no 
associated headache, speech or swallowing symptoms. 
She has a history of irritable bowel syndrome and 
chronic pelvic pain, for which multiple diagnostic 
interventions have failed to find a cause. In addition, she 
has presented to casualty twice previously with atypical 
chest pain for which no diagnosis was made. She also 
suffers from migraine and describes her headaches being 
heralded by difficulty seeing in the centre of her vision. 
This has only happened since she started the combined 
oral contraceptive pill six months ago. 
In addition she takes codeine and paracetamol for her 
pelvic pain. 

On examination she appears well and surprisingly 
unconcerned about her symptoms. When asked why she 
did not attend yesterday when the weakness started she 
says that she had a busy day and was meeting a friend. 
There are no cranial nerve abnormalities. Fundoscopy is 
normal and there are no visual field defects. Tone is 
normal in all four limbs. Power testing reveals weakness 
in the left arm and leg, however there is some variability. 
In particular it is noticed that she is able to walk into the 
cubicle but on formal testing has difficulty lifting her leg 
against gravity. Reflexes are brisk throughout with 
equivocal plantars but no ankle clonus. Sensory 
examination shows some subjective decrease in soft 
touch on the left side. 
What is the most likely diagnosis? 



♦ 






intracranial space-occupying lesion 
hemiplegic migraine 
functional or non- organic symptoms 
right middle cerebral artery infarction 
multiple sclerosis 
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functional or non-organic symptoms 

Functional symptoms account for a significant 
proportion of neurological presentations to casualty 
and referrals to outpatients, accounting for up to a 
third of new referrals in neurology clinics. The 
commonest neurological manifestations are 
functional weakness, sensory symptoms and non- 
epileptic seizures. It is important to be aware of the 
possibility of functional weakness and to include it in 
your differential. However, it is even more important 
to ensure that you do not make a rush decision 
regarding the cause of a patient's symptoms. It is 
wise to consider the worst -case scenario in terms of 
diagnosis in cases of suspected functional symptoms 
and to do everything possible to exclude these 
alternatives. 

The suspicion about functional symptoms is best left 
wherever possible to senior and experienced 
clinicians and always kept open for review. It must 
also be remembered that many patients with overlay 
or an apparent functional component to their 
symptoms also have coexisting organic disease 
underlying it. This presents challenges to assessment 
and management, which must be handled carefully 
and patiently. 
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A 64-year-old man is seen in general medical outpatients 
after referral by his general practitioner. He had a single 
episode of transient right arm weakness four weeks ago 
while on holiday, which resolved after a period of 
several hours. The weakness was associated with some 
speech disturbance and difficulty being understood by 
his family. There was no associated headache. There has 
been no recurrence since this time. He has no significant 
medical history and is a lifelong non-smoker. His GP 
started him on clopidogrel following his return from 
holiday. 

On examination he is in sinus rhythm with a blood 
pressure of 126/68 mmHg. There are no neurological 
signs. There is no carotid bruit on auscultation of the 
neck. 

The GP has already performed some blood tests, the 
results of which are as follows: 



Haemaglobin 


12.4 g/dl 


White Blood Cell 
count 


6.7 xl0 9 /l- normal 
differential 


Platelets 


198x1071 


Sod um 


139mmol/l 


Potassium 


4.2 mmol/1 


urea 


4.5 mmol/1 


creatinine 


69 umol/1 


cholesterol 


4.4 mmol/1 



)lesterol 4.4 mmol/1 

The best management step is: 

Commencement of ezetimibe and simvastatin 

Commencement of simvastatin 40 mg/day 

Commencement of pravastatin 40 mg/day 

Commencement of atenolol 50 mg/day 

Commencement of perindopril 4 mg/day 
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Commencement of simvastatin 40 mg/day 

Current evidence supports the use of statin therapy 
for secondary prevention of vascular events in 
patients who have suffered a TIA, even in the absence 
of elevated serum cholesterol Blood pressure control 
is important out of the acute setting (usually two 
weeks post event). However, this man's blood 
pressure is normal and extra reduction in blood 
pressure may not be tolerated symptomatic ally. 
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A 49-year-old woman presents to casualty with sudden 
pain around her right eye. The pain came on 
instantaneously while she was at home cooking. She 
describes it as 'bursting' in character and feels that it is 
coming from behind the eye. She is having difficulty 
elevating her right eyelid. She has a history of 
hypertension and mild renal impairment. There is no 
history of other medical problems. She takes atenolol 25 
mg/day but no other regular medications. She is 
extremely anxious and frightened about what the pain 
represents, particularly that it might be a brain tumour. 
On examination she is clearly in pain and is intolerant of 
the light in the cubicle where she is being examined. Her 
blood pressure is 176/1 10 mmHg. She has a complete 
ptosis of her right eye. When her eyelid is lifted up her 
eye is deviated downwards and outwards and the pupil is 
large and only sluggishly responsive to light. There is no 
proptosis or chemosis. There are no abnormalities of the 
left eye. There are no other abnormalities on 
neurological examination. 
Urgent blood results arc as follows: 



Haemaglobin 



White blood cell 
count 



Platelets 



Sodium 



Potassium 



urea 



creatinine 



11.9 g/dl 



4.3 x 1071 



233 x 1071 



138 
mmol/1 



4.2 mmol/1 



7.6 mmol/1 



129 umol/1 



•A 



The investigation most likely to establish a diagnosis 
is: 

♦ 

magnetic resonance angiography of intracranial 

vessels 



computed tomography scan of the brain 
magnetic resonance imaging of the brain 
fasting blood glucose 



duplex ultrasound of the right side of the neck 
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magnetic resonance angiography of intracranial vessels 

This woman's presentation with acute painful third 
nerve palsy suggests a vascular lesion. Oassically 
painful third nerve palsies can be caused by 
aneurysms of the posterior communicating artery 
and may result either from expansion of the 
aneurysm to the point where pressure is exerted on 
the nerve, or by the leak of blood from the aneurysm 
into the subarachnoid space. The alternative 
possibilities include a caroto-cavernous fistula and 
ischaemic lesion possibly associated with diabetes. 
Pain is usually less of a feature in these cases. 
The gold standard for diagnosis of intracranial 
aneurysms remains formal contrast angiography. 
However, non-invasive imaging techniques such as 
magnetic resonance angiography (MRA) and 
computed tomography angiography (CTA) are 
increasingly used and can establish a diagnosis more 
quickly in centres where they are readily available. 
Management of aneurysms that have bled is either 
with endovascular coiling during angiography or 
surgical clipping. Surgical options are reserved 
nowadays for large aneurysms with wide necks where 
coiling is unlikely to be successful. There is growing 
evidence that coiling is just as successful and has a 
lower incidence of serious complications (epilepsy, 
repeated haemorrhage) than surgery. There have 
been suggestions that the effect of coiling is less long- 
lived than surgical clipping and that recurrent 
bleeding might occur at a later stage not picked up by 
shorter studies, although ongoing trials studying this 
have not found this to be the case so far. 
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A 36-year-old self-employed designer presents to 
casualty with complaints of problems with his vision. 
These began suddenly while he was working late at night 
at home. He has a high pressure and stressful job ('if I 
don't finish on time, I can't pay the mortgage') and as a 
result he tends to work long hours. He reports reaching 
up for a file on an upper shelf when he felt dizzy and 
unwell. He sat down and noticed that he could not see 
the left side of his computer screen clearly. He denies 
headache or pain in his neck. He is a smoker and drinks 
around 35^10 units of alcohol per week. There is no 
significant past medical history and he takes no regular 
medications. 

On examination he appears well although he is anxious. 
His pulse is eighty and regular with a blood pressure of 
128/84 mm Hg. Cranial nerve examination reveals a left 
homonymous hemianopia. There are no eye movement 
abnormalities and the rest of the neurological 
examination is norma 



Haemaglobin 


13.2 g/dl 


White cell count 


6.7 x 10 9 /1 


Platelets 


354x1071 


Sodium 


139mmol/l 


Potassium 


4.9 mmol/1 


urea 


7.8 mmol/1 


creatinine 


105 umol/1 



A 



Which of the following is most likely to assist with the 
diagnosis? 

fundoscopy 

erythocyte sedimentation rate (ESR) 

urinary catecholamines analysis 

fasting blood sugar analysis 

detailed enquiry about illicit drug use 
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detailed enquiry about illicit drug use 

Stimulant drug use (especially cocaine) is prevalent 
among young professionals and is a not uncommon 
association with young-onset ischaemic events, both 
cerebral and coronary. Cocaine is thought to cause 
acute vasospasm and so may lead to vascular events 
taking place with no visible arterial wall 
abnormalities. A detailed drug history is very 
important, particularly in younger age group patients 
presenting with ischaemic events. Most patients will 
not volunteer it unless asked and may not recognise 
its importance. 

The signs suggest a lesion site behind the chiasm so 
fundoscopy is highly unlikely to be helpful. Vasculitic 
conditions can cause young strokes but in someone 
without any significant symptoms (rashes, hair loss, 
joint pains, fevers) are not likely to lead to a 
diagnosis. In older patients (over 50 years) the 
possibility of cranial arteritis would have to be borne 
in mind especially if only one eye was affected. While 
diabetes is a risk factor for young strokes, it would be 
an extremely unusual presenting feature. 
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A 48-year-old woman is seen in neurology outpatients. 
She has a six-month history of progressive hearing loss 
associated with tinnitus on the right side. In the last two 
months she has experienced some headaches. She has 
never suffered from headaches previously. She states 
that these headaches are worst in the morning and 
improve after she has been up for an hour or two and 
after paracetamol and codeine use. Over the preceding 
month she has noticed that when she leans on her hand 
the right side of her face feels numb. Her husband has 
also told her that the right side of her face appears less 
mobile than the left. She recently saw her GP who 
diagnosed a Bell's palsy but has written to you 
concerned that there may be some other more sinister 
diagnosis. 

On examination she has some reduced soft touch and 
pinprick sensation on the right side of her face. There is 
diplopia on extreme rightward gaze, however there are 
no other eye movement abnormalities. She has reduced 
power in the muscles of facial expression on the right 
side with preserved eyebrow movements. There is 
sensorineural deafness in the right ear. 
Where is the lesion? 



♦ 



♦ 



♦ 



right cerebellum 

right cerebellopontine angle 

right midbrain and pons 

right V, VI, VII, and VIII nerve root foramina 

right pons and medulla 
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right cerebellopontine angle 

This history is highly suspicious for a right 
cerebellopontine angle space-occupying lesion This 
site is the most common for neoplasms in the 
posterior fossa. This woman has progressive right V, 

VI, VII, and VIII nerve lesions. The preservation of 
her eyebrow movements suggests that this is affecting 
upper motor neurones and so unlikely to be a nerve 
root foramina! infiltration Remember also that the 
course of the VI nerve is very different from the V, 

VII, and VIII so that it is unlikely to be affected by a 
process affecting their foraminae. The differential 
diagnosis for this lesion would include: acoustic 
neuroma, glioblastoma, lipoma, vascular 
malformations, meningiomas, cholesteatomas and 
hemangiomas. 
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A 28-year-old man is seen in casualty in the early hours 

of the morning. He has presented with a week's history 

of progressive weakness of his arms and legs preceded 

by pins and needles in his feet and hands. He describes 

the weakness as 'creeping up me'. In the last day he has 

also developed weakness in his face and describes 

difficulty making expressions. He also complains of 

slurring of his speech and difficulty swallowing food. 

He has recently returned from a six-month trip to India 

and the Far East. He suffered several bouts of diarrhoea, 

the last of which was around four weeks ago. At this 

point he had noticed blood in his stool. He has no 

significant previous medical history and is on no regular 

medications 

On examination he has bilateral lower motor neurone 

VII nerve weakness. He has dysarthria. There are no 

other significant cranial nerve signs. However, 

peripherally he has reduced power more marked distally 

than proximally with reduced ankle jerks and knee jerks 

bilaterally. Plantar responses are mute. Sensory 

examination reveals only subjective though consistent 

reduced soft touch, and pinprick sensation. 

What are the most sensible initial management steps? 

* 

Admission to hospital awaiting further 

investigations, preferably to a neurology ward bed if one 

is available 

Admission to hospital following intravenous 
immunoglobulin administration 

Admission to an acute medical bed with two-hourly 
spirometry awaiting further investigations 

Admission to a bed with cardiac monitoring, and 
two-hourly spirometry awaiting further investigations 

Discharge from hospital with urgent outpatient 
neurology referral 
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Admission to a bed with cardiac monitoring, and two- 
hourly spirometry awaiting further investigations 

This man has classical symptoms and signs for 
Guillain-Barre syndrome (GBS). This is an acute 
inflammatory polyradiculoneuropathy, which often 
occurs after an episode of infection. It usually 
presents with progressive flaccid paralysis of varying 
severity. Treatment is with intravenous 
immunoglobulin and supportive therapy. Patients 
with deteriorating respiratory function should be 
managed on an intensive therapy unit. The mortality 
associated with GBS is not insignificant (even up to 
10% in some series) and is related to respiratory and 
cardiovascular complications. Frequent spirometry 
and cardiac monitoring is important to reduce the 
chance of missing the development of potentially life- 
threatening respiratory compromise or 

dysautonomias. 
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A 23 -year-old secretary presents to the neurology 
outpatients with continuous all-day headaches. She 
describes a year's history of frontal throbbing pain worse 
at the end of the day but occurring throughout the day 
without relief. In addition she describes occasional 
exacerbations of unilateral head and facial pain lasting 
for hours to days at a time every week and associated 
with intolerance of light. She denies any nausea, 
vomiting or other neurological symptoms. She is an 
otherwise fit and well young woman with no significant 
past medical history. She takes paracetamol up to 4 
g/day and codeine phosphate 120 mg/day without relief 
from her head pain. She also takes the oral contraceptive 
pill. She has been taking the same preparation for around 
five years. 

On examination there are no focal neurological signs. 
Fundoscopy is normal and there are visible venous 
pulsations. 

The most likely step to improving this young 
woman's symptoms is: 



♦ 



instigation of triptan therapy for exacerbations 
addition of ibuprofen 400 mg tds 



graded reduction in paracetamol and codeine use 
with explanation and reassurance 

cessation of oral contraceptive pill 

indomethacin 50 mg tds 
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graded reduction in paracetamol and codeine use with 
explanation and reassurance 

This young woman has constant daily headache 
almost certainly caused by excessive analgesic use. 
The history suggests that she has underlying 
migrainous headaches and it may be these that have 
triggered her increasing analgesic taking. It is a 
common vicious cycle of exacerbation of the 
headaches with analgesic use leading to ever- 
increasing usage. Many patients are skeptical of the 
effect of reducing analgesic intake but with careful 
and slow reduction (especially with agents such as 
codeine, which can be highly addictive) many find 
great relief by these means. Following this action, 
triptan may be indicated for the migrainous 
component, although care would have to be taken as 
this is also taken too frequently by some patients, 
which can again cause worsening headaches. Non- 
steroidal use can be helpful when reducing 
paracetamol and codeine usage, however care must 
be taken to avoid their overuse, possibly leading to a 
third tablet being used. Oral contraceptive pills can 
sometimes exacerbate migraine. However, it would be 
sensible to try to reduce the chronic daily headache 
before taking any action on the episodic migrainous 
ones. Indomethacin appears to be especially effective 
in treating many patients with cluster headache and 
also hemicrania continua. The history does not fit 
with either of these possibilities. 
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A 28-year-old man is admitted as an emergency through 
casualty. He has had a 'thunderclap' headache associated 
with nausea. He volunteers that this is the worst 
headache he has suffered in his life and rates it 1 1 out of 
10 on a scale. He has no significant medical history and 
is on no regular medications. 
His pulse, blood pressure, and temperature are all 
normal. He is difficult to examine because he is restless 
and unco- operative due to the pain. However he does not 
appear to have significant neck stiffness. There are no 
haemorrhages seen on fundoscopy. 
After you have examined him, his girlfriend approaches 
you. She appears embarrassed but eventually tells you 
that the headache happened as they were having sexual 
intercourse and the pain began immediately after her 
boyfriend had an orgasm. 

A computed tomography (CT) of the brain is performed 
which does not demonstrate any evidence of 
haemorrhage. Lumbar puncture is performed (16 hours 
after the onset of the headache) and this too is normal 
including spectrophotometry analysis. 
The most likely diagnosis is: 






Trigeminal neuralgia 

Cluster headache 

Functional or 'non-organic' head pain 

Subarachnoid haemorrhage 

Benign coital headache 
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Benign coital headache 

This presentation of acute severe headache associated 
with orgasm is seen with benign coital headache. This 
is thought to be a variant of migraine triggered by 
autonomic changes associated with orgasm. The 
diiferential is always one of subarachnoid 
haemorrhage and it is safest to assume that this life- 
threatening condition is the diagnosis in this situation 
until proved otherwise. If individuals have a history 
of similar coital headaches, then this is reassuring. 
Remember that subarachnoid haemorrhage can also 
occur during intercourse and that it is a more 
common condition. Remember too that lack of 
meningism and a normal computed tomography (CT) 
scan do not exclude a small 'herald' bleed and that 
subsequent larger bleeds can be devastating. 
Although CT is the most sensitive test for SAH in the 
first 24 hours after symptom onset, this test can be 
negative in 10-15% of SAH. If CSF examination has 
not been performed within an appropriate time 
frame to enable exclusion of SAH then angiography 
may be necessary in some cases where clinical 
suspicion is sufficiently high. Haemoglobin 
breakdown products can be detected in CSF with the 
highest reliability from 12 hours to 2 weeks after the 
bleed. 
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A 25 -year-old woman is seen in the neurology 
outpatients clinic. She had a first seizure 6 weeks ago, 
during sleep, with no obvious precipitating factor. In 
particular there is no history to suggest prior infection, 
drug or alcohol use, or head injury. There is no previous 
medical history; childhood health and development was 
normal and there is no history of febrile convulsions. Her 
maternal aunt apparently suffered from childhood 
epilepsy. She lives with her partner and they are thinking 
of trying for a baby in the next few years. 
Her partner, who witnessed the attack, reports that he 
awoke to find her stiff, unresponsive and making 
rhythmical movements of all four limbs with "frothing at 
the mouth" and some groaning noises. The movements 
lasted for nearly a minute. She nearly fell out of bed and 
was incontinent of urine. When the movements stopped 
she was drowsy for about 1 5 minutes, and also confused 
about what had happened. 

An magnetic resonance imaging (MRI) brain has been 
reported as normal. 

An electroencephalogram (EEG) was also reported as 
showing normal background rhythms with normal bursts 
of bilateral bisynchronous spike- wave activity and a 
photosensitivity reaction at frequencies between 10 and 
20 Hz. 

She has been counselled about keeping herself safe 
during her everyday life and work and about not driving. 
She has contacted the Driver and Vehicle Licensing 
Agency (DVLA) to inform them of what has happened. 
What is the most appropriate initial treatment 
decision? 
<? 






♦ 



Carbamazepine 200 mg bd 

Sodium valproate 300 mg bd 

Lamotrigine 25 mg/day 

Levetiracetam 500 mg bd 

No drug treatment as this is a single seizure 
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Lamotrigine 25 mg/day 

This woman's history is that of a first generalised 
tonic clonic seizure (GTCS) from sleep. The EEG 
changes of bisynchronous spike-wave and 
photosensitivity support a diagnosis of primary 
generalised epilepsy. He positive family history is also 
likely to be relevant in this context. Although 
treatment of a single seizure is not routinely indicated 
as a general rule, in cases of primary generalised 
epilepsy (or cases of localisation-related epilepsy 
where a high risk of seizure recurrence is identified, 
such as with an underlying tumour) where there is an 
very strong likelihood of recurrent GTCS, treatment 
with an AED is recommended following the first 
seizure. Sodium valproate is in general the most 
effective treatment of primary generalised epilepsies 
of this type (whereas certain other AEDs, including 
carbemazepine may aggravate such epilepsies, hence 
the need to accurately diagnose and classify seizures). 
However valproate is known to be associated with an 
elevated risk of both major and minor fetal 
malformations compared with other AEDs. This 
effect is increased (as for all AED teratogenicity) by 
polytherapy with 2 or more AEDs. In view of this 
patient's age and her desire to become pregnant, this 
issue is very important here and it is essential that 
she has pre-conception counselling with 
recommendation of folic acid treatment and 
valproate is probably best avoided unless absolutely 
necessary. Lamotrigine may be used as an alternative 
or adjunct to valporate in primarty generalised 
seizures and is now commonly used for these reasons 
in young women. It would therefore be a reasonable 
first choice for this patient. It should be noted 
however that in some cases it may prove to be less 
effective than valproate. AEDs should ideally be 
given as monotherapy at the lowest dose that controls 
symptoms. It would be desirable that she postpones 
conception until the evolution of her epilepsy is better 
known and full control of seizures on optimum 
medication is achieved. Levetiracetam is usually used 
as an adjunctive agent in the treatment of partial 
seizures with or without secondary generalisation. 
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A 48-year-old man is seen in accident and emergency by 
the orthopaedic team with a suspected disc prolapse. He 
presented to his GP with stiffness and weakness in both 
legs, which developed over the last week. He has started 
to develop difficulty passing urine over the last 12 hours. 
He has long-standing back pain. There is no other 
medical history. When seen in casualty he is able to walk 
although he has a spastic gait. Tone is increased in both 
legs. Power is 4+/5 with pathologically brisk reflexes, 
and sustained beats of clonus at both ankles. The plantar s 
are upgoing bilaterally. There is decreased soft touch 
sensation until a level around the umbilicus. There are no 
neurological abnormalities in the arms. The cranial nerve 
examination is also normal. 

The orthapaedic registrar reviewed the patient earlier in 
the day and requested urgent magnetic resonance 
imaging (MRI) of the lumbar spine. This was reviewed 
by the radiologist and was reported as showing no 
structural lesions. The scan shows the T9 vertebrae down 
to the sacral area. 

The orthapaedic registrar feels that this is not a surgical 
problem and wonders whether it might be multiple 
sclerosis. He asks you, the medical registrar, what you 
would like to do with the patient. You examine the 
patient and agree with the physical signs. 
What are you going to suggest? 

admission to a medical bed overnight pending 
neurology review 

f* t" ii 

urgent magnetic resonance imaging (MRI) of the 

entire thoracic spine 

urgent MRI of the cervical and thoracic spine 

urgent MRI of the cervical and thoracic spine, plus 
brain computed tomography if no lesion is discovered in 
the spine 

catheterise and discharge with urgent neurological 
outpatients appointment 
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urgent MRI of the cervical and thoracic spine, plus brain 
computed tomography if no lesion is discovered in the 
spine 

This man's spastic paraparesis with developing 
urinary symptoms is a medical emergency. Although 
the examination suggests a level at around T10 it 
must be remembered that these levels can be 
misleading. In particular they suggest a lesion above 
the vertebral level. It is likely to be within a level or 
two of that found on examination However, in theory 
it could be at any level in the spine and with the 
developing urinary difficulties any delay in 
identifying and treating a structural lesion could 
result in permanent neurological deficit, impotence 
and incontinence. It should also be remembered that 
central intracerebral falcine lesions can cause 
paraparesis (eg interhenrispheric meniogioma). For 
this reason, the entire neurological axis needs to be 
examined and if no lesions are found computed 
tomography (CT) brain should be performed to 
exclude an intracranial lesion 
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A 39-year-old man is referred to the neurology outpatients 
with a history of several episodes of neurological dysfunction. 
The first of these dates back to two years ago when he had a 
subacute hemiparesis affecting his right side. This lasted for 
several weeks before resolving. He was so frightened by this 
that he did not seek medical advice. About six months ago he 
presented with painful loss of visual acuity in his left eye. This 
was treated by the ophthalmologists and resolved after around 
10 days. Unfortunately he has since suffered an episode of 
vertigo, which started just over two months ago with dizziness 
and vomiting initially put down to labyrinthitis by his doctor. 
This again resolved over a period of a couple of weeks or so 
and he no longer feels dizzy. He is able to walk unaided 200 
yards to his local shop each morning to buy the newspaper but 
for longer distances has some difficulty with fatigue and leg 
spasms, in which case he tends to use a stick. 
On examination he has a pale left optic disc. There is evidence 
of an afferent papillary defect. On examination of the eye 
movements his right eye fails to adduct when following a 
visual target across the midline. At the same time he has 
nystagmus in the left eye. This failure of adduction improves 
when the left eye is covered. There are no other cranial nerve 
abnormalities. Peripheral nervous system examination reveals 
moderately increased tone in all four limbs with some non- 
sustained beats of ankle clonus at both ankles. The plantars are 
down-going bilaterally. There is some unsteadiness on tandem 
gait examination. Romberg's test is negative. 
A set of investigations have been carried out: 



erythocyte sedimentation rate (ESR) 



rheumatoid factor 



32mm/Hr 



positive 



Magnetic resonance imaging of the brain shows two white 
matter lesions adjacent to the corpus callosum and in the 
periventricular region. 
cerebrospinal fluid analysis: 



protein 



glucose (CSF /serum) 



cells 



oligoclonal band 
analysis 



0.3g/dl 



4.6 mmol/1/ 7.8 mmol/1 



< 1 white blood cell and < 1 red blood 
cell per mm 3 



negative 



Visual evoked potentials demonstrate marked latency and are 
reported as being grossly abnormal. 
The most appropriate intervention that should be 
considered is: 



days 






intravenous methylprednisolone 500 mg/day for three 

beta-interferon la, 6 million units intramuscular weekly 
azathioprine 100 mg /day 
methotrexate 7.5 mg once per week 
none pending further investigations 
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beta-interferon la, 6 million units intramuscular weekly 

This man has multiple sclerosis (MS). The 
dissemination of events in time and anatomical lesion, 
the clinical signs (intranuclear ophthalmoplegia) and 
location of the magnetic resonance imaging (MRI) 
lesions are all typical for MS. Remember that 
oligoclonal bands may be negative in multiple 
sclerosis. It is important to remember that if they are 
detected it needs to be established whether or not 
they are present in the serum, as they may reflect 
systemic and not central nervous system 
inflammation It is for this reason that a serum 
sample must be taken when cerebrospinal fluid (CSF) 
is sent for oligoclonal band analysis. Intravenous 
steroids are used in acute relapses and there is some 
evidence that they may speed up recovery rate, 
although they do not improve the recovery itself. 
Azathioprine and methotrexate are very occasionally 
used in multiple sclerosis although their efficacy is 
less well established than beta-interferon, which has 
been shown to reduce relapses in selected patients. 
Inclusion criteria for beta interferon includes a 
diagnosis of relapsing remitting MS (or secondary 
progressive MS with superimposed relapses) in a 
patient with mild-moderate baseline disability (able 
to walk 100m without assistance). Although this man 
has a mildly elevated erythrocyte sedimentation rate 
(ESR) it remains likely that the diagnosis is MS and 
that this has another cause. Rheumatoid factor is 
positive in at least 4% of the normal population and 
its significance in isolation is uncertain. 
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A 45 -year-old gentleman is referred to a neurologist with 
a 5-day history of flu-like symptoms, diplopia, and facial 
weakness. He complains of diplopia worse on left lateral 
gaze, but has also noticed a tilting of the print while 
reading a newspaper. He cannot fully close his eye on 
the left side and has noticed a similar problem with his 
right eye. He is a diet- control led diabetic, but has no 
other medical history. 

He is on no regular medication, and has recently come 
back four weeks ago from a camping holiday in New 
England, USA with his wife. 
On examination he is alert and orientated. His 
temperature is 37.2°C, blood pressure 140/85 mmHg, 
pulse 85/min and blood glucose monitoring level 5.2. No 
rash is found. Fundoscopy is normal, and pupils are 
equal and reactive to light. There is oculoparesis 
affecting the left eye on left lateral gaze and on 
depression in adduction. There is also evidence of 
bilateral facial weakness and bilateral bells phenomena, 
and an area of anaesthesia over the left cheek. 
The peripheral nervous system examination is normal, 
however he complains of arthralgia in his left knee on 
testing knee flexion. 



Lumbar puncture reveals: 


Opening pressure 


14cmH 2 0(8-15) 


Cerebrospinal fluid 
(CSF) protein 


1.1 g/1 (0.15-0.45 g/1) 


CSF white cell count 


90 cells/ml (80% 
lymphocytes) (0-5) 


CSF glucose 


3.6 mmol/1 (3.3-4.4) 


CSF oligoclonal bands 


Present 


Plasma glucose 


5.5 mmol/1 (3.0-6.0) 


Serum oligoclonal 
bands 


Negative 



Magnetic resonance scan of the brain shows punctate 
periventricular white matter lesions. 

What is the likely diagnosis for this patient pending 
further investigations? 

Multiple sclerosis 

Guillain-Barre syndrome 

Pontine lesion 

Neuroborreliosis (Lyme disease) 

Diabetes-related mononeuritis multiplex 
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Neuroborreliosis (Lyme disease) 

This gentleman presents with a mononeuritis 
multiplex involving left cranial nerve IV, V, VI, VII 
and right VII nerve palsies. He also presents with 
features of a flu-like illness and arthralgia. His 
lumbar puncture reveals a lymphocytic pleocytosis 
and intrathecal oligoclonal band production. His 
magnetic resonance scan shows features in keeping 
with a demyelinating or inflammatory disorder. 
Considering all the facts in a patient who has recently 
returned from a camping holiday in New England, 
neuroborreliosis (Lyme disease) should be suspected. 
Most patients present in the early phase of the illness 
with a characteristic-expanding rash (I.e. erythema 
migrans) caused by a tick bite, however by 3-4 weeks 
post-bite the rash has faded, and often the patient is 
unaware of having been bitten in the first place. 
Multiple sclerosis is a central demyelinating 
condition often presenting with an optic neuritis. 
With a pontine lesion, one would expect pyramidal 
signs in the contralateral upper/lower limb, and this 
would be unlikely to explain a fourth cranial nerve 
palsy. Guillain-Barre syndrome can be associated 
with cranial nerve palsies but by definition patients 
would be areflexic. 

Diagnosis is by Borrelia-Burgdorferi serological 
testing with enzyme-linked immunosorbent assay 
(EL ISA) or immunofluorescence assay (IFA) having 
good sensitivity (89%) but lower specificity (72%) in 
detecting patients with Lyme disease. 
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A 32-year-old woman presents to the emergency department 
with a sudden onset left-sided hemiparesis and left facial 
weakness. In the emergency department she was noted to be 
confused and drowsy. Prior to the event she had been out 
shopping with her sister when she had started to develop one 
of her migraine attacks and vomiting. 

Her past medical history included troubles ome migraine with 
aura for which she was taking pizotifen and sumatriptan, and 
impaired glucose tolerance diagnosed several years ago. She 
had recently visited her general practitioner (GP), complaining 
of progressive weakness in her legs and was being 
investigated for possible epilepsy. 

On examination she had short stature and was postictal and 
drowsy. Her temperature was 37.3°C, blood pressure 135/75 
mmHg, pulse 88/min and body mass index 21.2. There was 
evidence of a left UMN (upper motor neurone) seventh cranial 
nerve palsy. Fundoscopy was normal. On examination of the 
peripheral nervous system, there was evidence of proximal 
muscle wasting of the thighs and arms, and associated left- 
sided pyramidal tract signs. All left sided reflexes were 
pathologically brisk and the left plantar response was extensor. 
There was no myoclonus. 

She was investigated with blood tests and a magnetic 
resonance imaging (MRI)/MRV (MR venogram) brain scan. 

Blood tests revealed: 



Haemoglobin 


12.5g/dl 


White cell count 


11 xl0 9 /l 


Platelets 


245 x 10 9 /1 


Glucose 


11.4mmol/l 


Na + 


135mmol/l 


K + 


3.3 mmol/1 


Urea 


6.4mmol/l 


Creatinine 


128 umol/1 


Lactate 


3.0 mmol/1 (0.6-1.8) 



MRI brain scan showed several areas of cortical high signal 
intensity abnormality on T 2 -weighted imaging particularly in 
the occipital lobes. No intracranial haemorrhage or space- 
occupying lesion detected. MRV was normal 

In light of the current findings, what is the most likely 
diagnosis for this patient? 



MELAS (mitochondrial encephalomyopathy, lactic 
acidosis and stroke-like episodes) 



Hemiplegic migraine 
Cerebral venous thrombosis 






Right anterior circulation infarct 



CADASIL (cerebral autosomal dominant arteriopathy 
with subcortical infarcts and leucoencephalopathy 
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MELAS (mitochondrial encephalomyopathy, 
acidosis and stroke-like episodes) 



lactic 



This patient presents with a typical history for 
mitochondrial encephalomyopathy, lactic acidosis 
and stroke-like episodes (MELAS). Clues to the 
diagnosis include history of migraine, glucose 
intolerance, short stature, proximal myopathy, and 
investigations for possible epileptic attacks. All these 
are features of the multisystem involvement in 
MELAS. 

The magnetic resonance imaging (MRI) scan brain 
shows multiple cortical lesions, which do not respect 
vascular territories, and have predominance for the 
occipital lobes. 

Cerebral venous thrombosis is an important 
differential diagnosis in a young patient presenting 
with stroke and seizures. However one would expect 
to find a filling defect on MRI and MRV (MR 
Venogram) imaging in this patient. 

Cerebral autosomal dominant arteriopathy with 
subcortical infarcts and leucoencephalopathy 
(CADASIL) which causes strokes in young 
migraineurs, can be differentiated from MELAS by 
the absence of extra neurological features, normal 
lactate and rareness of cortical lesions on MRI 
imaging. 
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A 60-year-old man is referred to a neurologist having 

developed a right flail foot. In the last few weeks he has 

been stubbing his toes every time he walks and has taken 

to using a wheelchair, because he can't feel his foot, and 

has noticed the numbness extending up the back of the 

thigh. 

He does not complain of any back pain or bowel/bladder 

problems. 

He has a history of benign prostatic hypertrophy, 

osteoarthritis and has recently had a right total hip 

arthroplasty. 

On examination there is some evidence of wasting of the 

right anterior compartments in the lower leg and wasting 

of the hamstrings. 

Tone appears to be significantly reduced at the right 

ankle and knee and the right foot is completely flaccid. 

On examination of power there is absent right 

dorsiflexion, plantar flexion, eversion and inversion at 

the foot and weakness of right knee flexion. There is an 

absent ankle and plantar reflex on the right, however 

right knee reflex is preserved. Sensory examination 

reveals reduced sensation to all modalities over the 

whole of the right lower leg and back of thigh. The left 

lower limb is normal. 

Where is the likely lesion in this patient? 

Lumbosacral plexus 



♦ 






Common peroneal nerve palsy 
L5 root lesion 
Sciatic nerve palsy 
L5 anterior horn cell 
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Sciatic nerve palsy 

This patient presents with features suggestive of right 
sciatic nerve palsy. The sciatic nerve (L4-S3) supplies 
the anterior and posterior compartment muscles of 
the lower leg and also the hamstring muscles. 
This patient presents with flail foot and weakness of 
knee flexion, and classical distribution of sensory 
disturbance affecting the whole of the lower leg and 
back of the thigh. Other clues include the suggestion 
of wasting of the hamstrings and a previous history of 
hip surgery. 

A lumbosacral plexus lesion would cause ill-defined 
root pain. A common peroneal nerve palsy would 
cause weakness of dorsiflexion and eversion only with 
sensory disturbance of the outer lower leg and 
dorsum of the foot. The ankle jerk would not be 
affected. Similarly a L5 root lesion would cause 
weakness of dorsiflexion and inversion and sensory 
disturbance in the same distribution as the common 
peroneal nerve palsy. Reflexes would be unaffected. 
An L5 anterior horn cell lesion is unlikely in this 
patient without other features consistent with motor 
neurone disease. 

Sciatic nerve palsy is a rarity, however it can occur 
following trauma or fracture to the hip or pelvis. It 
may occur as a result of ill-placed intramuscular 
injections or following hip surgery. Other causes 
include neurofibromas or nerve necrosis secondary to 
infection or diabetes. 
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A 67-year-old woman presents to her general 
practitioner having a history of progressive unsteadiness 
on her feet resulting in a number of falls. More recently 
she has noticed difficulty in reading and frequently loses 
her place while scanning the text. Her husband who 
accompanied her says that he has noticed she is much 
slower at doing things such as making a meal or walking 
to the shops, and now needs accompanying for most 
tasks because of unsteadiness. 
Her past medical history includes hypertension, 
hypothyroidism and osteoarthritis. Her regular 
medication includes bendrofluazide 2.5 mg/day and 
thyroxine 75 fxg/day. 

On examination her blood pressure iss 100/65 mmHg 
(lying) and 95/55 mmHg (standing); pulse 67/min and 
she has marked dysarthria. Examining eye movements 
shows normal smooth pursuit, but slow vertical saccades 
and evidence of square wave jerks. She also has slow 
spastic tongue movements. 

On examination of the upper limb, there is marked neck 
rigidity with retrocollis and evidence of symmetrically 
increased tone and bradykinesia. On examination of the 
lower limb, there is symmetrically increased tone, 
bradykinesia and gait instability. 
The magnetic resonance imaging brain scan shows 
evidence of midbrain atrophy. 






Blood tests reveal: 



Na + 


131 mmol/1 


K + 


3.5 mmol/1 


Urea 


6.4 mmol/1 


Creatinine 


110 umol/1 


Thyroxine 


59nmol/l(58- 

178) 


Thyroid-stimulating 
hormone 


6.7 mU/1 (0.4-5) 



What is the likely cause for this patient's symptoms 
and signs? 

Progressive supranuclear palsy 






Multiple systems atrophy 
Parkinson's disease 
Hypothyroidism 
Cerebrovascular disease 
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Progressive supranuclear palsy 

This patient presents with a Parkinson's plus 
syndrome characterised by symmetrical 

parkinsonism, postural instability and supranuclear 
palsy. In addition she also has a pseudobulbar palsy 
as evidenced by dysarthria and spastic tongue 
movements. These findings would be consistent with 
progressive supranuclear palsy. 

In multiple systems atrophy (MSA) patients are more 
likely to present with dysautonomia and cerebellar 
signs, which are absent in this patient. Other features 
of MSA include laryngeal dystonia and stridor and 
stimulus-sensitive myoclonus. 

Cerebrovascular disease would need to be extensive 
and involve the cortex, striatum, substantia nigra and 
brainstem to cause these signs and symptoms. In 
absence of magnetic resonance imaging brain scan 
ischaemia, this cause is unlikely. 

Hypothyroidism causes cerebellar dysfunction, 
dementia, proximal myopathy and delayed ankle 
jerks but none of the other features found in this 
patient. This patient has mild (subclinical) 
hypothyroidism probably from undertreatment. 
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A 58-year-old man is referred to a neurologist with a 3- 
month history of clumsiness and weakness affecting the 
right arm. He has noticed significantly reduced dexterity 
in the hand and fingers and weakness of grip. He has not 
noticed any reduced sensation in the right hand/forearm. 
He has a past medical history of asthma, osteoarthritis 
affecting the hands and knees and hypertension. He is a 
smoker of 20 cigarettes per day and drinks 1 8 units of 
alcohol per week. 

On exmaination he has a slim build and there is evidence 
of muscle wasting affecting the right dorsal interossei, 
and right thenar muscles. Fasciculations are detected. 
Tone is slightly reduced in the right arm and power is 
significantly reduced on testing right finger 
flexion/extension, thumb abduction and opposition and 
wrist flexion/extension. Proximal muscle groups have 
preserved power. Reflexes are asymmetrically depressed 
on the right, however sensation appears intact. 
Lower limb examination appear normal. 
Chest and abdominal examination are both normal 
The patient is investigated with magnetic resonance of 
the cervical spine, which shows evidence of degenerative 
joint disease affecting C3-6 vertebrae. 



Lumbar puncture reveals: 




Cerebrospinal fluid (CSF) protein 


0.4 g/1 (0.15-0.45) 


CSF white cell count 


4 cells/ml (<5) 


CSF red cell coun 


1 cell/ml (<5) 


CSF glucose 


3.8 mmol/1 (3.3-4.4) 



Electromyogram shows fasciculations affecting small 
muscles of the right hand/forearm. No fasciculations are 
detected proximally or in the unaffected left arm. 

Nerve conduction studies show patchy block of motor 
nerve conduction innervating fasciculating muscles. 
Sensory conduction is normal. 

Given the above findings, what is the likely diagnosis 
in this patient? 

Chronic inflammatory demyelinating neuropathy 
(CIDP) 

<? 

Motor neurone disease 

Cervical myelopathy secondary to degenerative 
joint disease 



♦ 



Multifocal motor neuropathy (MMN) 
Right ulnar nerve palsy 
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Multifocal motor neuropathy (MMN) 

This patient's findings are in keeping with a diagnosis 
of multifocal motor neuropathy (MMN). This is an 
autoimmune neuropathy typically presenting with 
progressive weakness affecting an isolated limb 
without sensory involvement. Early on in the disease 
there is profound weakness disproportionate to the 
amount of wasting. Fasciculations can occur in the 
affected muscles and rarely there is cranial nerve or 
respiratory involvement. The clues to MMN are 
persistent motor conduction block of the innervating 
nerves and depressed reflexes. 

In chronic inflammatory demyelinating neuropathy 
(CIDP) one would expect the cerebrospinal fluid 
(CSF) protein to be elevated in addition to the clinical 
findings. In motor neurone disease, generalised 
fasciculations would have been evident on 
electromyogram (EMG) and not confined to the 
wasted muscles. A cervical myelopathy at C3-C6 
vertebrae would cause upper motor neurone signs in 
the lower limbs and may lead to upper motor signs or 
hyper-reflexia in the upper limb. Right ulnar nerve 
palsy would account for weakness of the small 
muscles in the hand, but would not account for 
thenar and forearm muscle involvement. In addition 
depressed reflexes, absence of sensory symptoms and 
NCS (nerve conduction studies) findings would go 
against this diagnosis. 

MMN is associated in 80% of cases with an elevated 
anti-GMl ganglioside antibody. It is an important 
differential diagnosis of motor neurone disease as it is 
potentially treatable. Unlike MND however, MMN is 
associated with a purely lower motor neurone 
picture. Treatment with intravenous immunoglobulin 
may be very effective in some patients. 
Cyclophosphamide is also used on a long-term basis. 
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A 22-year-old sales woman is admitted to the emergency 
department with a 2-day history of generalised headache, 
vomiting, unsteadiness, dizziness and blurred vision. 
The unsteadiness has been progressive over a number of 
weeks, and colleagues have mentioned to her mat her speech 
has become slurred. She has also lost 1 stone in weight within 
the last month, although she has attributed mis to pressure at 
work, as she feels increasingly nauseated and tired. 
She has a past medical history of epilepsy diagnosed at the age 
of 8 years and has had photocoagulation of her left eye for 
multiple angiomas. Her current medication includes phenytoin 
and the oral contraceptive pill. 

On examination she is lethargic and has marked dysarthria. 
Her blood pressure is 143/89 mmHg and pulse 82/min. 
Fundoscopy examination reveals bilateral papilledema and 
evidence of previous photocoagulation. She has reduced visual 
acuity of 6/9 in both eyes. Pupils are equal and reactive to 
light. The rest of the cranial nerves are normal. On 
examination of the upper and lower limb, tone, power and 
reflexes all appear normal however there is a marked intension 
tremor bilaterally and her gait is broad based and ataxic. 
Sensory examination appears normal. 
Chest examination appears normal, however on abdominal 
examination mere is a palpable right flank mass. 

Her magnetic resonance scan of the brain reveals bilateral 
haemangiomas in both cerebellar hemispheres 

Blood tests reveal: 



Haemoglobin 


17.5 g/1 


Packed cell volume 


0.55(0.37-0.47) 


Red cell count 


7.0 x 1012(3.9-5.6) 


Mean corpuscular volume 


88 fl (80-96) 


White cell count 


9.8x1071 


Platelets 


399 x 1071 


Na + 


133mmol/l 


K + 


4.5mmol/l 


Urea 


8.0mmol/l 


Creatinine 


220 umol/1 


Calcium 


2.7mmol/l 


Phenytoin 


81 umol/1 (40-80) 


Urine: 




Blood 


+++ 




Protein 


++ 





Given the above findings, what is the likely underlying 

diagnosis in this patient? 

♦ 

Phenytoin toxicity 






Renal carcinoma with cerebellar metastases 
Von Hippel-Lindau disease (VHL) 
Neurofibromatosis type II 
Tuberous sclerosis 
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Von Hippel-Lindau disease (VHL) 

This patient has features in keeping with a diagnosis 
of von Hippel-Lindau disease (VHL). Diagnosis is 
based on haemangioblastomas of the central nervous 
system or retina and the presence of one associated 
VHL tumour (renal cell carcinoma, islet cell tumours 
and adenomas). 

This patient has bilateral cerebellar haemangiomas, 
which have led to compression of the fourth ventricle, 
and hydrocephalus manifest by headache, 
papilledema and vomiting. 

There is a history given of retinal angiomas, and it 
appears she has developed a renal cell carcinoma 
with secondary polycythaenria as evidenced by right 
flank mass, haematuria and deranged biochemistry. 
Phenytoin toxicity is a cause of ataxia, headache and 
vomiting but is not the cause in this case. Tuberous 
sclerosis presents with seizures, retinal hamartomas 
and calcified tubers on imaging. In some cases 
patients can develop cerebellar astrocytomas and 
renal cell carcinomas, although in this case the lesions 
are different. Neurofibromatosis type II causes 
acoustic schwannomas and meningiomas with fewer 
skin stigmata compared to type I. 
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A 20-year-old veterinary nurse is admitted to the emergency 
department with headache, pyrexia, and recent confusional 
state. She had been well two weeks ago when she had 
developed lymphadenopathy in her neck and swelling around 
the angle of the right jaw. Since men she has not been back to 
work and has become increasingly drowsier, confused and has 
been complaining of headache and photophobia. Prior to mis, 
she had been playing with her 2-year-old nephew. 
Otherwise she is fit and well and does not take any regular 
medication. 

On examination her temperature is 39.2°C, blood pressure 
110/75 mmHg and pulse 98/min. She appears flushed and 
confused and has marked generalised cervical 
lymphadenopathy with a herpetic cold sore on her lip. There is 
photophobia and some neck stiffness. Fundoscopy is normal. 
Examination of the peripheral nervous system reveals 
generalised hyperreflexia and equivocal plantar responses. 
There appears to be some tenderness within the epigastric area 
on palpation. 

Computerised tomography scan reveals no evidence of S AH 
(subarachnoid haemorrhage) or intracerebral haemorrhage or 
space-occupying lesion. 



Lumbar puncture reveal 


s: 






Opening pressure 


18cmH 2 0(5-18) 




Cerebrospinal fluid (CSF) 
protein 


0.48 g/1 (0.15-0.45) 




CSF white cell count 
(WCC) 


100 cells/ml (mononuclear 
cells) (=5) 




CSF glucose 


3.5 mm ol/l(3.3-4.4) 




CSF red cell count 


2 cells/ml (<5) 




CSF culture 


Negative 




Oligoclonal bands 


Negative 




Blood tests: 






Haemoglobin 


12.6 g/dl 


WCC 


11.7xlO y /l 


Platelets 


237 x I0 y /1 


Na + 


132mmol/l 


K + 


4.2mmol/l 


Urea 


5.4mmol/l 


Creatinine 


98 umol/1 


Amylase 


400 urn ol/l (60-180) 


Blood film 


Lymphocytosis 



Given the above history and findings so far which 
diagnosis does this patient have? 






Lymphoma 

Epstein-Barr meningoencephalitis 

Herpes simplex encephalitis (HSE) 

Mumps meningoencephalitis 

toxoplasmosis 
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Mumps meningoencephalitis 

This patient presents with a history and clinical 
features suggestive of mumps meningoencephalitis. 
The clues here are lymphadenopathy and swelling 
around the angle of the jaw (parotid swelling) with 
developing meningitic features, headache and 
confusion 7-10 days later. The lumbar puncture 
reveals an aseptic meningitic picture with marginally 
raised protein, normal glucose and a monocytosis. 
There also appears to be some evidence for 
pancreatitis with elevated amylase and epigastric 
pain 

Lymphoma is unlikely given the lumbar puncture 
results, which would have led to increased protein, 
reduced glucose level and oligoclonal bands. 
Toxoplasmosis would have resulted in more focal 
signs with evidence of ring enhancing lesions on 
computerised tomography imaging. Epstein-Barr 
meningitis would have led to abnormal blood film 
and positive monospot test. In herpes simplex 
encephalitis (HSE) one would have expected more 
temporal lobe features in the history such as 
temporal lobe seizures, personality changes, 
psychotic behaviour or hallucinations and absence of 
lymphadenopathy. The cerebrospinal fluid in HSE is 
often under pressure and protein content is elevated 
in most cases. 
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A 30 -year-old rugby player is admitted to the emergency 
department with an enlarging swelling of the neck. He 
had been involved in a particularly bad rugby tackle 
three days ago. Since then he has noticed swelling 
occurring over the left side of his neck and some 
weakness affecting the left shoulder, although he has 
attributed this to a muscle strain. What worries him most 
is a specific problem with swallowing, which has come 
on within the last 48 h. 

He is a fit man with no known history and is not taking 
any regular medication. 

On examination he has a large hard swelling over the left 
lateral aspect of the neck. There is evidence of a left 
Horner's syndrome. Examination of the cranial nerves 
reveals reduced palatal elevation on the left and 
weakness of shoulder elevation on the left. Sensation and 
ocular movements are intact. 

Examination of the peripheral nervous system does not 
reveal any abnormalities. 

In view of the above findings, what is the likely 
diagnosis in this man? 






Intracranial carotid artery dissection 
Extracranial vertebral artery dissection 
Extracranial carotid artery dissection 
Lateral medullary syndrome 
Intracranial vertebral artery dissection 
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Extracranial carotid artery dissection 

This patient presents with a history in keeping with 
the diagnosis of extracranial carotid artery 
dissection. 

This is associated with blunt trauma, arteriopathies 
(of which fibromuscular dysplasia is the commonest) 
and other collagen vascular disorders. The neck 
swelling is an expanding haematoma and he has 
subsequently developed left-sided cranial nerve 

and a left-sided Horner's 

of compression of the 

chain. 

artery dissection presents 
with headache followed by major stroke. 
Extracranial vertebral artery dissection presents with 
neck pain and ischaemia of the posterior circulation. 
Infarcts of the posterior inferior cerebellar artery 
cause the lateral medullary syndrome. This is 
characterised by ipsilateral Horner's syndrome, 
ipsilateral reduced pain and temperature sensation of 
the face and other ipsilateral cranial nerve 
involvement, and contralateral loss of pain and 
temperature sensation of the limbs. Intracranial 
vertebral artery dissection presents with posterior 
circulation ischaemia and subarachnoid 

haemorrhage in some cases. 



palsies (IX, X and XI) 

syndrome as a result 

sympathetic 

An intracranial carotid 
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A 40-year-old woman is admitted with a history of 
unsteadiness and slurring of speech. This has worsened over a 
period of three months. In addition, she complains of a tremor 
affecting her right hand and diplopia on right lateral gaze. 
She has a past history of breast carcinoma treated with 
radiotherapy and rheumatoid arthritis. She is a smoker of 30 
cigarettes a day and takes regular diclofenac for her arthritis. 
On examination she is dysarthric and feelst nauseated. 
Fundoscopy is normal, however there is marked horizontal 
nystagmus and evidence of a right Vlth nerve palsy. There 
also appears to be some mild facial weakness on the right side. 
On testing hearing with the Weber's test, a louder tone is heard 
in the left ear. On conducting the Rinne test, both ears are 
normal. 

On examination of the upper limb, mere is a right intention 
tremor and dysdiadochokinesis. Tone, power and reflexes are 
normal. On examination of the lower limb, tone, power and 
reflexes are normal; however she appears to walk with a 
broad-based gait and is leaning to the right. 
Breast examination, chest and abdomen are entirely normal. 

Blood tests reveal: 



Hb 


11.3 g/dl 


WCC 


9.8 10 9 /1 


Platelets 


243 1071 


Na + 


134mmol/l 


K + 


3.6 mmol/1 


Urea 


6.7 mmol/1 


Creatinine 


108 lumol/1 


Calcium 


2.4 mmol/1 



Lumbar puncture: 




Opening pressure 


13cmH 2 0(5-18) 


Protein 


0.67 g/1 (0.15-0.45) 


WCC 


3 cells/ml (<5) 


Red cell count (RCC) 


cells/ml (<5) 


Glucose 


3.2 mmol/1 (3.3-4.4) 


Blood glucose 


5.8 mmol/1 (3.0-6.0) 


Oligoclonal bands 


Present 


Serum oligoclonal bands 


Present 



Magnetic resonance scan shows a calcified lesion broadly 
attached to the petrous part of the right temporal bone. 

In view of the above history and findings, what is the likely 
cause of this patient's symptoms? 






♦ 



* 



Primary progressive multiple sclerosis 
Recurrent breast carcinoma with cerebral metastases 
Meningioma of the cerebellar pontine angle 
Cerebellar paraneoplastic syndrome 
Brainstem infarction 
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Meningioma of the cerebellar pontine angle 

This patient has a combination of right cerebellar 
dysfunction with right-sided cranial nerve palsies 
(VI, VII, and VIII). In Weber's test where 
sensorineural hearing loss is present, the sound will 
localise to the good ear, whereas in conductive 
hearing loss the occluded ear perceives the louder 
sound (the original observation by Weber being that, 
"if the neurologic function is intact, sounds will be 
perceived to be louder in an occluded ear canal than 
in an "open" one). In this case the Weber test 
therfore either indicates a sensorineural loss in the 
right ear or conductive hearing loss in the left ear. 
The Rinne test is a less sensitive test in neural hearing 
loss, and the results can be rather equivocal as in this 
case. The magnetic resonance imaging (MRI) shows a 
calcified meningioma within the right cerebellar 
pontine area, which would account for the 
combination of right VI, VII and VIII palsies as well 
as cerebellar signs. The cerebrospinal fluid (CSF) 
analysis shows oligoclonal bands, however, these are 
matched in the serum, which reflects a systemic 
inflammatory response from her rheumatoid 
arthritis. 

The MRI scan and CSF analysis would not be in 
keeping with progressive multiple sclerosis. The 
progressive nature of her symptoms would be against 
a diagnosis of brainstem infarct, and one would 
expect more pyramidal signs in the peripheral 
nervous system. 

A paraneoplastic syndrome in association with breast 
carcinoma can present with cerebellar syndrome, and 
is associated with anti-Purkinje (anti-Yo) and anti- 
Hu antibodies. The antibodies are thought to be a 
response to an occult malignancy. The CSF in 
paraneoplastic syndromes contains oligoclonal bands, 
which are matched in the serum The features in this 
patient that would go against this diagnosis would be 
the unilateral nature of the findings and associated 
cranial nerve involvement. The MR is often normal 
in paraneoplastic syndromes, and in more advanced 
cases cerebellar atrophy is found. 

There is nothing in the history, examination and 
investigations to suggest a recurrent breast 
malignancy and metastases. 
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A 41 -year-old Asian man is seen in the emergency department with a 

history of generalised headache, polydipsia and polyuria. Prior to 

admission he developed sudden onset weakness affecting his left arm 

and leg and had had three generalised seizures en route m the 

ambulance. 

His wife who accompanied him said he had become increasingly 

confused in the last few days and was sleeping more often. 

He had a history of hypertension treated with bendrofluazide and had 

recently seen his general practitioner, complaining of bone pain 

affecting his back and knees. He smoked 30 cigarettes per day. 

On examination he appeared confused and dehydrated. His blood 

pressure was 1 10/70 mmHg; pulse was 89/min and temperature 

37. 8'lC. There was evidence of a right LMN (lower motor neurone) 

facial nerve palsy and both eyes were red and inflamed. Fundoscopy 

and the remaining cranial nerves appeared normal. On examination of 

the peripheral nervous system, there was a left-sided hemiparesis 

with left extensor plantar and brisk reflexes. The reflexes on the right 

however revealed a mute plantar with depressed reflexes at the ankle 

and knee. 

This patient had a computerised tomography scan brain, which 

revealed a right anterior circulation infarct. 

Chest X-ray showed hilar lymphadenopathy with fibrotic changes 

throughout both lung fields. 

Blood test results revealed: 



Haemoglobin 


13.4 g/1 


White cell count (WCC) 


11.0 1071 


Platelets 


395 1071 


Na + 


157 mmol/1 


K + 


3.5 mmol/1 


Urea 


25.5 mmol/1 


Creatinine 


239 lumol/1 


Calcium 


3.9 mmol/1 


Glucose 


5.8 mmol/1 


Plasma osmolality 


450 mosmol/kg (278-305) 


Urine osmolality 


250 mosmol/kg (350-1000) 


cANCA (cytoplasmic ANCA (Anti- 
neutrophil cytoplasmic antibodies) 


negative 


Lumbar puncture revealed: 




Opening pressure 


18cmH 2 0(5-18) 




Cerebrospinal fluid(CSF)protein 


2.3 g/1 (0.15-0.45) 




CSFWCC 


120 cells/ml (90% lymphocytes) (< 5) 




CSF red cell count 


5 cells/ml (< 5) 




CSF glucose 


3.4 mmol/1 (3.3-4.4) 




CSF culture 


Negative 




CSF cytology 


Negative 




Oligoclonal bands 


Positive 




Serum OCB(oligoclonal bands) 


Negative 




CSF ang oten sin -converting enzyme 


Normal 





In view of the above findings, what is the likely diagnosis in this 
patient? 

Tuberculous meningitis 



• 



Wegener's granulomatosis 

Small cell lung carcinoma and leptomeningeal involvement 

Cerebral lymphoma 

Neurosarcoidosis 



No.: Ill 
Neurosarcoidosis 

This patient presents with a complex history and 
paraclinical findings. He has had a right anterior 
circulation infarct, has evidence of a right 
LMN(lower motor neurone) facial nerve palsy and 
possibly a neuropathy of the right lower limb. In 
addition he is encephalopathic, dehydrated, and 
pyrexial, and has evidence of bilateral iritis. 
His blood tests show hypercalcaemia and 
hypernatraemia with evidence for diabetes insipidus. 
His lumbar puncture clearly shows intrathecal 
immunoglobulin G (IgG) synthesis and a 
lymphocytosis. His chest X-ray shows bilateral 
fibrosis and lymphadenopathy. 

These findings are all in keeping with 
neurosarcoidosis. 

Tuberculosis meningitis can present with cranial 
neuropathies and focal signs but is more likely to be 
associated with a syndrome of inappropriate 
antidiuretic hormone (SIADH) and cerebrospinal 
fluid (CSF) analysis invariably shows a markedly 
reduced glucose level. 

Wegener's granulomatosis presents often with upper 
respiratory tract symptoms but can present with 
mononeuropathies or vasculitic stroke. cANCA 
(cytoplasmic ANCA (Anti-neutrophil cytoplasmic 
antibodies)however is positive in 90% of cases. 
Small cell neoplasm with meningeal spread would not 
cause intrathecal OCB (oligoclonal band) production, 
and one would probably see positive cytology. 
Cerebral lymphoma can present with focal 
neurology, cranial neuropathy and peripheral 
neuropathy but low glucose on CSF analysis and 
positive cytology. 
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No.: 112 

A 48-year-old woman is seen in the neurology clinic with a 

progressive history over many months of unsteadiness and 

numbness affecting both feet. In addition she has also noticed 

wasting of her lower legs and her skin has become shiny and 

tight. She has been steadily losing weight for quite some time 

and has become increasingly tired and lethargic within the last 

few months. 

She has a past medical history of irritable bowel disease, 

hypothyroidism and has attended dermatology clinics in the 

past for a vesicular skin rash. 

On examination she is pale and thin. Examination of the 

cranial nerves reveals no abnormalities. Upper limb 

examination reveals normal tone, power and reflexes. Lower 

limb examination reveals wasting over both anterior 

compartments of the lower leg, with atrophic skin changes. 

Tone is bilaterally reduced at the ankle and knee and both 

plantar responses are mute. Reflexes are diminished at the 

ankle and knee bilaterally. There is some weakness of 

dorsiflexion and plantar flexion and her gait is markedly 

ataxic. Romberg's test is positive. Sensory examination 

reveals reduced sensation to all modalities extending to both 

knees. 

Abdominal examination reveals a tympanic abdomen with no 

palpable masses. 

Magnetic resonance imaging scan shows cerebellar atrophy 

and scattered white matter changes 

Nerve conduction studies reveal a sensorimotor axonal 

neuropathy 

Blood tests show: 



Haemoglobin 


9.8g/dL 


Mean corpuscular volume 


102 fl (80-96) 


White cell count 


4.8 x 1071 


Platelets 


237 x 10 9 /1 


Na + 


134mmol/l 


r 


3.4mmol/l 


Urea 


6.2mmol/l 


Creatinine 


108 umol/l 


Cholesterol 


2.6mmol/l 


Calcium 


1.77mmol/l 


Albumin 


24g/l 


Alkaline phosphatase 


126 U/l (45-105) 


Prothrombin time 


15.9s(11.5-15.5s) 


Thyroid-stimulating hormone 


4.0 mU/1 (0.4-5.0) 


Thyroxine 


160 nmol/1 (58-174) 


Glucose 


4.5 mmol/1 (3.0-6.0) 


Erythrocyte sedimentation rate 


5 mm (0-20 mm/lst hour) 



What is the underlying diagnosis in this patient? 



♦ 



♦ 






Subacute combined degeneration of the cord 
Multiple systems atrophy 
Paraneoplastic syndrome 
Coeliac disease 
Sjogren's syndrome 



No.: 112 
Coeliac disease 

This patient's history is consistent with neurological 
manifestations of gluten sensitivity. She has a 
peripheral neuropathy, ataxia, evidence of 
osteomalacia and a macrocytic anaemia. Her albumin 
and cholesterol are also low indicating 
malabsorption. She has a previous history of 
'irritable bowel disease', which may have been 
misdiagnosed, and history of vesicular rash, which in 
the context of the other findings may represent 
dermatitis herpetiformis. There are no autonomic or 
extrapyramidal features to suggest the cerebellar 
variant of multiple systems atrophy. Sjogren's 
syndrome presents with dryness of mucous 
membranes and salivary gland enlargement; 
however, patients can develop bowel involvement and 
malabsorption. Subacute combined degeneration of 
the cord presents with neuropathy and myelopathy, 
with selective loss of sensation to vibration and light 
touch. There is nothing in the history or examination 
to suggest an underlying malignancy and subsequent 
paraneoplastic syndrome. 



-J 
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No.: 113 

A 42-year-old right-handed migraneur is admitted to 
hospital having developed paraesthesia affecting her left 
arm. This came on suddenly during a migrainous attack 
while out shopping. The paraesthesia appeared to affect 
the entire left arm and in the last few hours had spread to 
involve the left side of the face. She had had a similar 
episode several months ago whereby she developed 
some right- sided leg and arm weakness while at work. 
The weakness lasted several minutes and subsequently 
abated. At the time she was also having one of her 
migraines. She has a long-standing history of migraines, 
which typically start with a prolonged aura and 
fortification spectra. Other than migraines, for which she 
has been taking pizotifen, she has no other past medical 
history. Her sister also suffers from migraines, and her 
mother has a history of dementia in her 50s. She is a 
non-smoker and drinks minimal alcohol. 
On examination she was orientated but apathetic. Her 
blood pressure was 130/65 mmHg, pulse 62/min, and 
temperature 36.2°C. There were no carotid bruits and 
heart sounds were entirely normal. There was reduced 
sensation to all modalities over the left side of the face 
extending to the vertex and the entire left arm. Tone and 
reflexes appeared intact; however handgrip was reduced 
on the left due to numbness. The lower limb appeared 
entirely normal. 

Magnetic resonance (MR) scan showed bilateral, 
multifocal, T 2 /FLAIR (fluid attenuated inversion 
recovery ) hyper intensities in the deep white matter. 
MR Spinal cord was normal. 



Lumbar puncture revealed: 




Opening pressure 


14cmH 2 0(5-18) 


Cerebrospinal fluid (CSF) protein 


0.40 g/1 (0.15-0.45) 


CSF white cell count 


4 cells/ml (< 5) 


CSF red cell count 


2 cells/ml (< 5) 


CSF glucose 


3.2 mmol/1 (3.3-4.4) 


CSF oligoclonal bands 


Negative 


CSF lactate 


1.5 mmol/1 (1-2) 



In view of the above findings, what is the likely 
diagnosis for this patient? 



Binswanger's disease 



♦ 



CADASIL (cerebral autosomal dominant 
arteriopathy with subcortical infarcts and 
leucoencephalopathy) 



• 



Complex migraine 
Multiple sclerosis 
Mitochondrial disease (MELAS) 



No.: 113 

CADASIL (cerebral autosomal dominant arteriopathy 
with subcortical infarcts and leucoencephalopathy) 

This patient gives a history of migraine with aura, 
stroke-like episodes and has a positive family history 
for migraine and early dementia. In the absence of 
vascular risk factors such as hypertension, diabetes 
or hypercholesterolemia, this patient has cerebral 
autosomal dominant arteriopathy with subcortical 
infarcts and leucoencephalopathy (CADASIL) 
CADASIL is an arteriopathy characterised by 
thickening of the media and loss of smooth muscle. 
Notch 3, which is expressed in smooth muscle, is 
mutated in these patients. Binswanger's disease, 
which is a small vessel arteriopathy, is caused by 
hypertension and can eventually lead to an 
encephalopathy. The blood pressure in this patient is 
within normal limits, and there is no suggestion of 
hypertension in the past. Multiple sclerosis is 
associated with positive cerebrospinal fluid 
oligoclonal bands in 90% of cases, and patients are 
more likely to have spinal cord abnormalities than in 
CADASIL. Mitochondrial disorders are 

characterised by elevated blood and CSF lactate, 
which increases dramatically during exercise. There 
are no other features in the history such as short 
stature, diabetes, and heart disease or optic nerve 
problems to suggest this diagnosis. 
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No.: 114 

A 52-year-old builder presents to his general practitioner 
having developed weakness of his right hand. He 
complains of reduced grip, which he has noticed 
significantly while at work. His symptoms have come on 
over a period of months following an accident when he 
fell from some scaffolding. More recently he has noticed 
some slight weakness and pain of his right shoulder, 
particularly when trying to lift building materials above 
his head. He has a history of asthma and is a smoker of 
40 cigarettes per day. He complains that his breathing 
has been steadily worsened over the last few weeks 
particularly when lying in bed. 

On examination he is of slim build. Chest examination is 
normal and there is a full range of movement at the neck. 
There is evidence of dorsal interossei wasting over the 
right hand. In addition there is evidence of wasting 
affecting the thenar eminence. Tone is reduced at the 
right wrist and elbow, and triceps jerk is absent. The 
bicep and supinator jerks are present with re- 
enforcement. On examination of power, there is 
significantly reduced right wrist extension, finger flexion 
and extension and opposition of the thumb. There is 
some slight weakness affecting right shoulder abduction, 
but rhomboid testing is normal. 
There is some reduced sensation affecting the right 
middle, ring and little finger and the medial aspect of the 
forearm. 

The rest of the neurological examination is normal 
Chest X-ray shows hyper inflated lung fields and slightly 
raised right diaphragm. 

Elect romyogr am/nerve conduction studies show: 

Fibrillation potentials and positive waves affecting small 
muscles of right hand and wrist extensors 
Sensory nerve action potentials absent 
No abnormalities in the left arm 

In view of the above history and findings, what is the 
likely location of the lesion in this patient? 






. 



♦ 



Ulnar nerve palsy 
C8, Tl root lesion 
Brachial plexopathy 
Anterior horn cell disease 
High cervical myelopathy 



No.: 114 

Brachial plexopathy 

This patient presents with a history consistent with 
traumatic brachial plexopathy following a fall. He 
has a distribution of weakness, which does not fit 
with an individual mononeuropathy, and the root 
levels involved are C3-T1, which would account for 
possible right phrenic nerve palsy. There is nothing 
in the history or examination to suggest this is motor 
neurone disease, and one might expect on nerve 
conduction studies (NCS) fibrillations that are 
generalised rather than confined to the muscles, 
which have been denervated. A high cervical 
myelopathy would cause a spastic weakness of the 
upper and lower limb. Absent sensory nerve action 
potentials on NCS point to a lesion distal to the dorsal 
root ganglion. Therefore multiple root lesions are 
unlikely in this patient, and the lesion must lie within 
the brachial plexus. 



-j 
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No.: 115 

A 3 5 -year-old fashion designer woke up with a severe 
occipitonuchal pain and profound weakness of all limbs, 
and could not pass urine. The day before, she had gone 
for a sauna, followed by a session of hair care treatment. 
On examination her pulse was 90/min and regular. Blood 
pressure was 130/90 mmHg in both arms. She was fully 
conscious and had unimpaired higher mental functions. 
On further questioning she mentioned diplopia and you 
were able to elucidate nystagmus on eye examination. 
Abductors of the right shoulder were 1/5 and those of the 
left side were 2/5. Knee flexors were 2/5 on both sides. 
All limbs were flaccid and the tendon reflexes were 
universally absent. Both plantars were upgoing. 
Pinprick was impaired over both shoulders; but joint 
position sense and vibration were intact for all the limbs. 



Further investigation revealed: 


Sodium 


136 mmol/1 


Potassium 


4.0 mmol/1 


Urea 


4.3 mmol/1 


Creatinine 


80 umol/1 



X-ray of the neck revealed posterior osteophytes at C5, 6 
levels. 

What is the most likely diagnosis? 

Parasaggital meningioma 



♦ 



Cervical spondylosis 
Subdural haematoma 
Vertebral artery dissection 
Top of the Basilar syndrome 



No.: 115 

Vertebral artery dissection 

Vertebral artery dissection may originate in the neck 
and extend into the intracranial portion of the vessel 
or remain isolated to either segment. Rapid and 
extreme rotation of the neck like a chiropractic 
manipulation or extension of the neck to have one's 
hair washed and forceful coughing are common 
causes. Ehlers-Danlos syndrome and fibromuscular 
dysplasia are risk factors. 

Symptoms may fluctuate over minutes and hours. 
These consist of vertigo, diplopia, dysarthria or 
infarction of the cervical spinal cord from occlusion 
of the anterior spinal artery, as was the case in this 
patient. 

Axial magnetic resonance imaging (MRI) Tl - 
weighted images show a double lumen in the 
dissected vessel. Treatment is anticoagulation. 
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No.: 116 

A 78-year-old retired accountant presented to the 
emergency department with a history of rather rapid 
onset of hoarseness of voice, dizziness, vomiting and 
some difficulty in eating his breakfast that morning. 
He had had similar symptoms one month ago, which had 
resolved over a day. 

He smoked 20 cigarettes a day and took a glass of wine 
each weekend. 

On examination his pulse was 66/min and blood pressure 
was 170/100 mmHg. He was alert and his higher mental 
functions were unremarkable. 

Fundi revealed arteriovenous nipping; and a mild right- 
sided ptosis was noted. 

Pupils were 2.0 mm on the right side and 3.0 mm on the 
left side with an absent ciliospinal reflex on the right 
side. Extra-ocular movements were full, and nystagmus 
was noted in both the vertical and horizontal directions. 
The gag reflex was impaired on the right side. 
Motor power was intact in all the four limbs. Inco- 
ordination was evident in the right upper limb and he 
could not walk tandem. Romberg sign was negative. 
There was dulling of pinprick sensation over the left 
upper limb, trunk and the left lower limb. 

What is the most likely diagnosis? 

Olivopontocerebellar atrophy (OPCA) 

Lateral medullary syndrome (Wallenburg 
syndrome) 

Arnold-Chiari malformation 
^» - 

Paraneoplastic cerebellar degeneration 
#»» 

Brainstem encephalitis 



No.: 116 

Lateral medullary syndrome (Wallenburg syndrome) 

Lateral medullary or Wallenburg syndrome typically 
presents with (1) vertigo, vomiting, oscillopsia, 
nystagmus; which occur due to vestibular nucleus 
involvement; (2) ataxia due to restiform body and 
cerebellar involvement; (3) descending sympathetic 
involvement causes Horner's syndrome; (4) 9th and 
10th cranial nerve involvement causes hoarseness 
and dysphagi; (5) the spinothalamic tract 
involvement causes crossed pain and temperature 
impairment and if the spinal tract and the trigeminal 
nucleus were involved, there would be ipsilateral 
facial numbness; (6) loss of taste due to tractus 
solitarius involvement is seen rarely. 

All of these features may not be present in all 
patients; since fragmentary syndromes are more 
common. Atherothrombosis is the likely cause of this 
stroke, as there is history of a transient ischaemic 
attack one month ago. The ciliospinal reflex is where 
painful stimulation of the skin of the neck, face, or 
another body part dilates the ipsilateral pupil. 
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No.: 117 

A 23 -year-old woman underwent mitral valve repair 
surgery, and was successfully weaned off from the 
ventilator on the same day. However it was realised 
subsequently that she had difficulty in moving the left 
upper and lower limbs. 

On examination she was alert, but could not comprehend 
written commands. She understood verbal questions but 
she ignored the left- sided limbs and denied any 
weakness. Visual field examination revealed a left-sided 
superior quadrantinopia. Other cranial nerves were 
normal. There was a 3/5 motor weakness of the left 
upper limb and 4/5 weakness of the left lower limb. The 
left-sided plantar was extensor. 

Which vascular territory is likely to have been 
involved in this patient? 

♦ 



♦ 






Right anterior choroidal artery 

Right lenticulostriate artery 

Right posterior cerebral artery 

Right superior cerebellar artery 

Right inferior division of the middle cerebral artery 



No.: 117 

Right inferior division of the middle cerebral artery 

Occlusion of the inferior division of the MCA is 
nearly always embolic. The non-dominant 
hemisphere involvement, as depicted in the present 
patient, leads to apractagnosia, anosognosia, 
unilateral neglect, agnosia for the left half of the 
external space, dressing apraxia, and constructional 
apraxia. These findings reflect the non-dominant 
parietal lobe involvement. A superior 
quadrantanopsia is due to involvement of the optic 
radiations deep to the second temporal convolution 
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No.: 118 

A 66-year-old male presented to the emergency 
department with a history of dizziness and vomiting. He 
noticed that he has a tendency to sway towards his right 
side while walking. He had been symptomatic for the 
past two days. 

He had been hypertensive for the past several years and 
was taking atenolol 100 mg/day. 

On examination the blood pressure was 160/100 mniHg. 
Pulse rate was 78/min. He was alert and oriented in place 
and time. Fundi were unremarkable. Conjugate lateral 
gaze to the right side was impaired and a right-sided 
(grade 1) gaze-evoked nystagmus was evident. The right 
orbicularis oculi and oris were mildly weak. Right upper 
and lower limbs were hypotonic and ataxic. Plantar were 
flexors on both sides. Pinprick sensation was impaired 
over the left-sided trunk and limbs. 

What is the most likely vascular territory involved? 

Right posterior cerebral artery 



♦ 



♦ 



Right superior cerebellar artery 

Right anterior inferior cerebellar artery 

Right short circumferential artery 

Right paramedian branch of the basilar artery 



No.: 118 

Right anterior inferior cerebellar artery 

The occlusion of anterior inferior cerebellar artery 
causes a lateral inferior pontine infarction The 
principal findings are vertigo, vomiting, horizontal 
and vertical nystagmus, (vestibular nucleus or nerve) 
and ipsilateral tinnitus. A lower motor neurone facial 
weakness (seventh nerve or nucleus), paresis of 
conjugate lateral gaze (parapontine reticular 
formation - PPRF), cerebellar ataxia (middle 
cerebellar peduncle and cerebellum), Horner's 
syndrome (descending sympathetic) and rarely 
deafness (cochlear nerve or nucleus), all occur 
ipsilaterally. On the side opposite lesion, impaired 
pain and temperature over the half of the body is 
observed due to spinothalamic tract involvement. 
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No.: 119 

An 1 8-year-old female patient was brought to the 
emergency department by her mother for the evaluation 
of episodic unawareness that had troubled her for the 
past couple of years. During the spells, she would stare, 
and would seem stupefied. She could also have some 
fluttering of her eyelids. The episode would end in few 
minutes; and she would be normal again. 
However, for the past one year she had also been 
experiencing a few sudden shock-like contractions of her 
limbs, in the early morning. These features were 
intriguing for the family. A day before the present 
consultation, she lost consciousness for the first time and 
had jerky movements of the limbs that continued for a 
couple of minutes. 
There was no family history of note. 
Electroencephalogram (EEG) revealed bursts of 4-6 Hz 
irregular polyspike activity. 

What is the most likely diagnosis? 






Variant Creutzfeldt- Jakob disease 
Subacute sclerosing panencephalitis 
Juvenile myoclonic epilepsy 
Rasmussen encephalitis 
Hysterical seizures 



•A 



No.: 119 

Juvenile myoclonic epilepsy 

Juvenile myoclonic epilepsy is the most common form 
of idiopathic generalised epilepsy in young adults. 
The patient comes to medical attention because of 
generalized seizures, often after awakening or 
because of myoclonic jerks in the morning involving 
the entire body. 

Sometimes absence seizures are prominent as in this 
patient. 

Electroencephalogram (EEG) characteristically 
shows burst of 4-6 Hz irregular polyspike activities. 
A linkage has been established to chromosome 6 in 
some patients. No Mendelian pattern of inheritance 
has however been established. Intelligence remains 
unimpaired and the disorder tends not to be 
progressive. Valproic acid is the drug of choice. It 
should be continued indefinitely. 
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No.: 120 

A 16-year-old male presented to the hospital with 
heaviness of the left upper and lower limbs of one day's 
duration. He was known to have had high blood pressure 
from the age of 10 years and was taking irregular 
treatment. 

He could not participate in school sports since early 
childhood since he would get severe sharp burning pain 
in his limbs on running. 
On examination there was neither lymph node 
enlargement nor clubbing. There were red macules and 
papules around the umbilicus, which partially blanched 
on pressure. Blood pressure was 150/100 mmHg. He was 
alert and his cognition was normal. Fundi revealed 
arteriovenous nipping and soft exudates. Central nervous 
system examination revealed mild left- sided upper motor 
neurone facial palsy and a mild left- sided hemi paresis 
with no sensory or cerebellar deficit. 
Investigation results are shown below : 



Haemoglobin (Hb) 


lOg/dl 


White blood count 
(WBC) 


6 x 10 9 /1 


Blood urea 


8.5mmol/l 


Creatinine 


270 
umol/1 



Computerised tomography of the head (plain) Hypo 
dense lesion in the right subcortical white matter 

What is the most likely diagnosis? 

Fibromuscular dysplasia 

MELAS (mitochondrial myopathy, encephalopathy, 
lactic acidosis, and stroke- like episodes) 






Homocystinuria 
Fabry's disease 
Mc Ardle's disease 



No.: 120 
Fabry's disease 

Fabry's disease is an X-linked recessive trait. It 
becomes manifest clinically in childhood or 
adolescence with intermittent lancinating pain of the 
extremities. This pain is evoked by vigorous exercise, 
hot weather or febrile illness. 

A diffuse vascular involvement leads to hypertension, 
cardiomegaly, renal failure and thrombotic 
infarction occurs in different viscera. In the present 
example the patient has suffered a right-sided 
capsular infarction. 

Characteristic angiokeratomas tend to be most 
prominent periumbilically. The primary deficit is in 
the enzyme alpha galactosidase A, and accumulation 
of ceremide trihexoside in the damaged viscera. 
Enzyme replacement leads to improvement in kidney 
and other organ functions. Fibromuscular dysplasia 
(FMD) is a segmental, non-atheromatous, non- 
inflammatory arterial disease of unknown aetiology. 
It affects medium sized arteries predominantly in 
young females. Most frequently the stroke occurs in 
the distribution of the internal carotid artery (95%), 
followed by the vertebral (12^3%) and the 
intracerebral arteries (rare). In 26% of patients, 
more than one arterial system may be affected. 
Claudication limb pain may occur in FMD and not 
burning in quality as in Fabry's disease. 
MELAS is a mitochondrial myopathy, 
encephalopathy, lactic acidosis, and stroke like 
episodes. These patients have seizures, transient 
ischaemic attacks and strokes. A computerized 
tomography (CT) scan of the head produces a unique 
pattern of cortical and immediate subcortical white 
matter low densities that may or may not have 
clinical correlates. Homocystinuria presents with 
marfanoid features and mental retardation with 
stroke. Mc Ardle's disease comes in the differential 
diagnosis in this patient due to muscle cramps on 
exercise. However there are no strokes in this disease. 
This disease is a glycogen storage myopathy 
secondary to deficiency of myophosphorylase, which 
prevents the conversion of glycogen to glucose 6 
phosphate. 
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No.: 121 

A 40 -year-old lady who has had insulin -dependent 
diabetes mellitus (IDDM) for 1 5 years and who 
underwent resection of carcinoma of the left breast five 
years ago was brought to the emergency department with 
history of sudden painful spasms of the lower limbs. She 
also noticed progressive stiffness of her limbs for the 
past four weeks. On examination she was alert. Her 
cranial nerves were normal. Gait was unusual with 
lumbar lordosis and taut para spinal and lower limb 
muscles. There was no weakness of the limbs; tendon 
reflexes could not be assessed well. Planters were 
flexors. 

What is the most likely diagnosis? 



♦ 



♦ 



Tetanus 

Dystonia 

Stiff person syndrome 

Neuroleptic malignant syndrome 

Machado- Joseph disease 



No.: 121 

Stiff person syndrome 

This is a condition of persistent spasms particularly 
of the proximal lower limbs and lumbar paraspinals 
leading to exaggerated lumbar lordosis. The onset is 
insidious, usually in middle life. Males and females 
are equally affected. Trismus does not occur; thus 
differentiating it from tetanus. Muscle spasms 
disappear in sleep and electromyography is normal. 
Sporadic cases display circulating antibodies that are 
reactive with glutamic acid decarboxylase; the 
synthesising enzyme for GABA. This finding suggests 
an imbalance between GABA input and excitatory 
output from the alpha motor neurone. 
In the present patient however the syndrome is 
paraneoplastic in nature and some such patients 
exhibit antibodies against amphiphysin or gephysin. 
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No.: 122 

A 37-year-old male patient who had bronchial asthma 
was admitted to the intensive care unit with pneumonia 
and respiratory failure. He had to be intubated and 
ventilated. The blood culture revealed Pseudomonas 
aeroginosa. His blood pressure declined substantially 
and he received intravenous (iv) ceftazadime, inotropic 
support and iv corticosteroids. 

In the second week of the illness, his disease responded 
well to treatment. Sedation and muscle relaxants were 
tapered off and repeated attempts to wean him from the 
ventilator, failed. 

On examination he was conscious and alert. Cranial 
nerve examination was unremarkable. His shoulder 
girdle muscles were 2/5 power and pelvic girdle muscles 
were 1/5. Tendon reflexes were preserved. The rest of 
the examination was normal. 

What is the most likely diagnosis? 

Guillain-Barre syndrome 



♦ 



♦ 



Critical illness myopathy 
Myasthenia gravis 
Inclusion body myopathy 
Corticosteroid myopathy 



No.: 122 

Critical illness myopathy 

This acute myopathy occurs in numerous critical 
systemic diseases, and organ failure in the context of 
treatment with increasing doses of corticosteroids. In 
a few cases it occurs with shock and sepsis alone and 
the use of muscle relaxants appear to play a 
complementary role in its genesis. 

Serum creatine phosphokinase (CPK) is elevated and 
electromyography (EMG) reveals myopathic motor 
unit potentials and fibrillations. Muscle biopsy 
reveals loss of myosin filaments. Most patients 
recover after several weeks. It is important to note 
that this type of myopathy has not been seen after 
high-dose corticosteroid treatment for neurological 
diseases like multiple sclerosis. The scenario is fairly 
typical. 
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A 44-year-old male patient presented to the neurology 

clinic with progressive heaviness of lower limbs of 6 

months duration. He had lost 10 kg weight. He has 

consumed 10 units of alcohol each month for the past 3 

years and smokes 10 cigarettes daily. He did not feel that 

his food habits had changed. 

His cranial nerves were unremarkable. Upper limbs were 

normal for power, and tone. A fine tremor of the 

outstretched arms could be appreciated. 

Power of both iliopsoas and glutei was 3/5; quadriceps 

were wasted and 4/5. Tendon reflexes were brisk 

universally. 

Pulse rate was 120/min, blood pressure 150/70 mmHg. 



Investigations revealed: 




Haemoglobin (Hb) 


14g/dl 


White blood count (WBC) 


9 1071 


Urea 


6 mmol/1 


Alanine aminotransferase (ALT) 


35 U/l ! 


CPK 


60U/1 


Thyroid-stimulating hormone (TSH) 


0.02 mU/1 


Sodium 


133 mmol/1 



♦ 



What is the most likely diagnosis? 

Basedow paraplegia 
Paraneoplastic myopathy 
Cauda equina syndrome 
Lumbar plexopathy 



•A 



♦ 



Astrocytoma of the dorsal cord 



No.: 123 
Basedow paraplegia 

Chronic thyroid myopathy (Basedow paraplegia) is a 
progressive weakness and wasting of skeletal muscles 
occurring in conjunction with overt or masked 
hyperthyroidism The classic signs of 
hyperthyroidism may or may not be present. This 
type of muscle disease presents in middle-aged males 
more often than females. Muscles of the pelvic girdle 
and thigh are weakened more often, though all 
muscles are variably affected. 

Tendon reflexes are brisk. Serum concentration of 
muscle enzymes is not elevated. Electromyography 
(EMG) reveals polyphasic potentials. With successful 
treatment of hyperthyroidism, muscle bulk and 
power return to normal. 
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No.: 124 

A 24-year-old male jockey had recently bought a new 
pair of boots and a saddle for his horse. He had a long 
history of low back pain and his general practitioner 
(GP) had given him analgesics on and off. He had just 
returned from an exhausting horse race, in which his 
horse had won. 

As he got down from the saddle, he felt an excruciating 
pain in his right leg and he was not able to walk. 
On examination he had a right foot drop and the evertors 
and dorsiflexors of the right ankle were 2/5 and 
inversions of both ankles were 5/5. The straight leg- 
raising test was 80° on both sides. Tendon reflexes were 
normal. Pinprick was dulled over the right foot. 

What is the most likely diagnosis? 

Right L5 radiculopathy 



♦ 



Right common peroneal nerve palsy 
Right lumbar plexopathy 
Right femoral nerve palsy 
Right sural nerve palsy 



No.: 124 

Right common peroneal nerve palsy 

The common peroneal nerve swings round the head 
of fibula to the anterior aspect of the leg giving off the 
superficial peroneal nerve which provides branches 
to the peroneal muscles and deep peroneal nerve, 
which supplies branches to the dorsiflexors of the 
foot and toes. It carries sensory fibres from the 
dorsum of the foot and the lateral aspect of the leg. 
Compression may occur during an operation, from 
obstetric stirrups, tight knee boots as in this case, and 
fractures of the upper end of fibula. L5 radiculopathy 
causes weakness of foot inversion. It is unlikely to be 
lumbar plexopathy, as that would have caused more 
diffuse weakness and reflex changes. The sural nerve 
is a sensory nerve and does not cause motor 
weakness. Damage to the femoral nerve leads to 
weakness of the quadriceps and loss of knee jerk. 



No.: 125 

A 37-year-old bricklayer presented with a history of 
increasing difficulty in mixing cement and holding 
bricks with his right hand, for the past several months. 
He did not recall any trauma of note. However he was 
concerned about crepitus in his neck for nearly seven 
years. 

On examination the small muscles of his right hand were 
wasted and a 3/5 weakness of the adductor pollicis, 
dorsal interossei, palmar interossei and abductor digiti 
minimi, was noted. Tendon reflexes were normal 
(++/++) for all limbs. Pinprick and light touch sensation 
was dulled on the hypothenar eminence. 

What is the likely lesion? 

C8 cervical radiculopathy 
#^» 

Syringomyelia 



No.: 125 

Ulnar nerve palsy 

The ulnar nerve innervates the ulnar flexors of the 
wrist, ulnar half of the flexor digitorum profundus, 
the adductors and abductors of the fingers, the 
adductor policis, 3rd and 4th lumbricals, and muscles 
of the hypothenar eminance. Complete ulnar palsy 
presents with a claw hand. Sensory loss occurs 
typically over the 5th finger and ulnar half of the 
4th. It may be compressed at the elbow, under the 
aponeurosis of the flexor carpi ulnaris (cubital 
tunnel) or distally at the wrist, where no sensory loss 
is demonstrable. 



• 



♦ 



Motor neurone disease 
Ulnar nerve palsy 
Brachial plexopathy 
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No.: 126 

A 26-year-old laboratory technician underwent 
vaccination for hepatitis B. Two weeks later she 
developed pain over her left shoulder and this gradually 
subsided over the next week. She however noticed 
increasing weakness of the left upper limb for which she 
came to consult at the neurology clinic. 
On examination the left supra- and infraspinati, 
rhomboids, deltoid, biceps and supinator were all 3/5 in 
power. Small muscles of the hand were 5/5. The left 
supinator and biceps jerks were hypoactive. There was 
no other deficit. 

What is the most likely anatomical level of the lesion? 

Musculocutaneous nerve palsy 



♦ 






C5 radiculopathy 
Upper brachial plexitis 
Axillary nerve palsy 
Erb's Duchenne palsy 



No.: 126 

Upper brachial plexitis 

This involves injury to the C5 and C6 roots of the 
brachial plexus. The aetiology could be immune 
reaction to injection of foreign serum, vaccination, 
and pressure on the surpraclavicular region during 
anaesthesia. It could also be idiopathic. 
The muscles affected are the supra- and infraspinati, 
rhomboids, deltoid, biceps, and supinator longus. 
Movements of the forearm and hand remain 
unaffected. Prognosis for spontaneous recovery is 
generally considered good. This is a fairly typical 
scenario. 



No.: 127 



A 



No.: 127 



A 22-year old man, unemployed since he dropped out of 
school early, presented to the emergency department 
with an acute right- sided hemiparesis. His mother said 
that he had been admitted to a general hospital 3 years 
ago for chest pain. She however did not have the details 
of this admission. 

He smokes cigarettes whenever he can afford it. 
On examination he had a malar flush and livido 
reticularis on his shins. He was 1.8 m in height and had 
kyphoscoliosis. Mini-mental scale score was 24/30. A 
mild right- sided facial paresis and pyramidal weakness 
of the right- sided limbs was noted. Speech and the 
sensory system were normal. 

What is the most likely underlying diagnosis? 

Marfan' s syndrome with dissection of left internal 

carotid artery 
^» 

Fibromuscular dysplasia with stroke 



Homocystinuria 



This is an aminoaciduria inherited as an autosomal 
recessive trait. It simulates Marfan' s disease. This 
clinical scenario is typical. Patients are tall with 
slender habitus, large arm span, kyphoscoliosis and 
arachnodactyly. The skin examination usually reveals 
livido reticularis and malar flush. The hair is blonde 
sparse and brittle and the lenses of the eyes may be 
dislocated downwards. 

Mild mental retardation is typical, which 
differentiates the somatic features of this disease 
from Marfan' s. A platelet abnormality favouring clot 
formation and thrombosis of the cerebral arteries has 
been observed as seen in this patient who presented 
with left internal capsular stroke. 



• 



Moya Moya disease 

Homocystinuria 

Chronic rheumatic heart disease with embolic stroke 
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A 21 -year old college student noticed pain in her right 
eye, which increased on movement, of one week's 
duration. She then noticed blurring of vision of the same 
eye on the 10th day as the pain was spontaneously 
declining. On examination temperature was 37°C, pulse 
rate was 84/min and blood pressure was 120/80 
mmHg.She was alert and her cognition was normal. The 
visual acuity was 6/12 for the right eye and 6/6 for the 
left eye. Visual field examination by confrontation 
technique suggested a central scotoma. A relative 
afferent pupillary defect also was noted in the right eye. 
The right optic disc was swollen and the left was normal. 
Neurological examination was otherwise unremarkable. 



Investigations revealed: 




White blood count (WBC) 


5.0 x 10 9 /1 


Erythrocyte sedimentation rate 
(ESR) 


20 mm in 1 
h 


Alanine aminotransferase (ALT) 


30U/1 


Blood urea 


8 mmol/1 


Serum creatinine 


120 umol/1 


Antinuclear antibody 


Mild 
positive 


Magnetic resonance imaging (MRI) 
was normal 


of the brain 


Cerebrospinal fluid (CSF): 


Lymphocytes 


4/mm 3 


Protein 


400 mg/1 


Glucose 


5 .0 mmol/1, with a 
blood glucose of 7 


random 
.0 mmol/1 


Oligoclonal 
bands 


Negative 



What is the most likely diagnosis? 



♦ 
♦ 



Pseudo tumour cerebri 

Papillitis (optic neuritis) 

Anterior ischemic optic neuropathy (AION) 

Pseudo papilledema 

Toxic optic neuritis 
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Papillitis (optic neuritis) 

Papillitis (optic neuritis) is the inflammation of the 
optic nerve with swelling of the optic disc. In a 
proportion of such patients no cause of optic 
neuropathy can be found. However the first bout of 
multiple sclerosis (MS) is often suspected and indeed 
about 50% of such patients develop other signs of MS 
in 5 years. 

The typical situation is one in which an adolescent 
develops rapid dimunition of vision in one eye which 
may progress to complete blindness. Pain on 
movement and tenderness of the globe; a central 
scotoma, a relative aiferent pupillary defect and a 
profound visual loss are the features that distinguish 
it from papilloedma. 

Anterior ischemic optic neuropathy (AION) occurs in 
patients over the age of 50 years. Its onset is painless 
and abrupt. It may be associated with giant cell 
arteritis. Toxic and nutritional optic neuropathy 
causes simultaneous impairment of vision in both 
eyes (tobacco alcohol amblyopia). 
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A 27-year-old lady with recently diagnosed juvenile 
Parkinson's disease was taking levodopa + carbidopa 
(125 mg qid) with fair control of her symptoms. She was 
brought to the emergency department with high fever 
and a confusional state of 2 days duration. Apparently 
she has been refusing medication and her mother 
wonders if she has a urinary tract infection. 
On examination pulse rate was 120/min, blood pressure 
was 80/60 mmHg. Temperature was 40 °C. Diaphoresis 
was noted. She was drowsy but answered questions 
relevantly. Cranial nerves were unremarkable. Her limbs 
were rigid. Tendon reflexes were normal (++/++). 
Plantar responses were flexor. 
Investigations revealed: 



White blood count (WBC) 


8.0 x 1071 




Haemoglobin (Hb) 


11.5g/dl 




Blood urea 


5.0mmol/l 




Creatinine 


140 iumol/1 




Cerebrospinal fluid (CSF) examination: 




White 
cells 


2 lymphocytes cells/mm 3 


Red cells 


20 red cells/ mm 3 


Protein 


400 mg/1 


Glucose 


7.0 mmol/1 (blood glucose 
7.3mmol/l) 



What is the most likely diagnosis? 

Malignant hyperthermia 



• 



♦ 



End of dose effect 
Stiff person syndrome 
Peak of dose dyskinesia 
Neuroleptic malignant syndrome 
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Neuroleptic malignant syndrome 

A clinical picture named neuroleptic malignant-like 
syndrome has been described in patients with 
Parkinson's disease (PD) who suddenly stop their L- 
dopa treatment. The sudden withdrawal of the drug 
is deemed to lead to an acute deficiency stage in a 
patient who has an iatrogenic increase of 
dopaminergic transmission. The mortality is 15-30% 
if it is not recognised and treated properly. 

Neuroleptic malignant syndrome consists of 
generalised rigidity, hyperthermia, stupor, unstable 
blood pressure and profuse sweating. It is most 
commonly associated with anti-psychotic neuroleptic 
medication. Serum creatine phospholdnase may rise 
up to 60 000 units/1 and may lead to myoglobinuria 
and renal failure. 

Treatment should be started early when 
consciousness is first altered and temperature is 
rising. Bromocriptine 5 mg tid (up to 20 mg tid) will 
terminate the condition. Intravenous dantrolene 
should be given if the patient is unable to swallow. 
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A 56-year-old anesthesia nurse, who has worked 
ardently in the operating theatre for the past 10 years, 
presented to the psychiatry clinic with history of 
gradually increasing irritability. His wife said that he has 
become suspicious of late and was convinced that she 
was having an illicit affair with their neighbour. 
He had recently sold his car at an unusually cheap price. 
He would become hostile if made to realise his mistakes. 
He would be awake at night and sleep most of the day. 
The medical registrar on call was asked to assess his 
condition. 

On examination he was unkempt. He was alert but his 
recent memory was impaired. Fundus examination 
revealed bilateral pale optic discs. Other cranial nerves 
were normal. 

Gait was ataxic and mildly spastic. Power of hip flexors 
and ankle dorsiflexors was 4/5. Tendon reflexes were 
hypoactive and planters were upgoing on both sides. 
Vibration was diminished to mid-shins. 
Investigations revealed: 



White blood count (WBC) 


4.0 x 10 9 /1 


Haemoglobin (Hb) 


lOg/dl 


Mean corpuscular volume (MCA/) 


I06fl 


Mean corpuscular haemoglobin (MCH) 


30.0 pg 


Blood sugar 


6.8 mmol/1 


HTLV1 (Human T-cell Lymphotrophic virus) 


Negative 


VDRL (venereal Disease Research Laboratory) 


Non- 
reactive 


TPHA (Treponema Pallidum Haem agglutination 
Assay) 


Negative 


HIV 


Negative 


Cerebrospinal fluid (CSF) 




Lymphocytes 


4/mm 3 




Protein 


450 mg/1 




Glucose 


6.0 mmol/1 





Magnetic resonance imaging (MRI) of the cervical spine 
T2 signal change in the posterior columns. 

What is the most likely diagnosis? 






Taboparesis 

Tropical spastic paraparesis 

Multiple sclerosis 



Subacute combined degeneration of the cord 
(SACD) 



♦ 



Disseminated encephalomyelitis 
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Subacute combined degeneration of the cord (SACD) 

This is a typical subacute combined degeneration of 
the spinal cord due to Vitamin B i2 deficiency. The 
neuropsychiatric manifestations could present 
without the classical spinal cord and peripheral nerve 
involvement. The haematological effects of vitamin 
B12 - i.e. pernicious anemia - and its neurological 
manifestations result from failure to transfer minute 
amounts of this vitamin across the intestinal mucosa 
- 'starvation in the midst of plenty', as rightly 
pointed out by Castle. Other malabsorptive disorders 
like coeliac sprue, extensive gastric or ileal resections, 
and overgrowth of intestinal bacteria in blind loop 
anastomosis etc are other causes leading to the 
neurological and hematological effects of B i2 
deficiency. 

In the modern days a megaloblastic state as well as 
the neurological features of subacute combined 
degeneration has been described in operating room 
personnel who are exposed chronically to nitrous 
oxide. Such chronic exposure to the gas leads to the 
interference with methionine synthetase, a 
methylcobalamin-dependent enzyme. 

In SACD, the serum level of B 12 is less than 100 pg/ml 
and increased levels of methyl malonic acid (normal 
range 73-271 nmol/1) and homocysteine (normal 
range 5.4-16.2 nmol/1) are more reliable indicators of 
intracellular cobalamin deficiency. 

A two-stage Schilling test is another reliable indicator 
of Ba deficiency but it recently been supplanted by 
measurement of antibodies to intrinsic factor and 
parietal cells. 
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You are called to the vascular ward to assess a 68-year- 
old diabetic, who had undergone balloon angioplasty to 
his right leg that morning. Post-procedure recovery was 
uneventful although he had required sedation for anxiety. 
He awoke with right-sided weakness and language 
difficulty. From past medical history you note poorly 
controlled diabetes and hyperlipidaemia. 
On examination his blood pressure is 188/105 mmHg 
and he is in sinus rhythm with a Glasgow coma scale of 
15/15. He has a dense right hemiparesis, homonymous 
hemianopia and expressive dysphasia. Initial 
computerised tomography (CT) scan has been performed 
and is unremarkable. He has been given 300 mg of 
aspirin. Ward staff tell you that symptom onset was 
16.20; it is now 18.35. 

What is the optimal management of this patient? 

Admit to the stroke unit 

Thrombolysis with intravenous tissue plasminogen 
activator 



♦ 



Intravenous labetalol 

Insulin sliding scale therapy 

Thrombolysis with intravenous streptokinase 



No.: 131 

Admit to the stroke unit 

The clinical picture is consistent with a dominant 
middle cerebral artery infarct. Evidence-based 
strategies for infarct in the acute stage include asprin, 
admission to a dedicated stroke unit and, if eligible, 
thrombolysis. Thrombolysis has been proven to 
reduce disability in non-haemorrhagic infarcts when 
given within 3 hours of symptom onset and guidelines 
support thrombolysis for some patients out to a 4.5 
hour limit. Important contraindications include 
recent trauma; hypertension (systolic pressure over 
180 mmHg); active bleeding. His recent angioplasty 
would not exclude him from therapy. However, as he 
awoke with symptoms there is no certainty over the 
time of stroke onset and as such, thrombolysis cannot 
be advised. Current practice in many stroke units 
would be to institute intravenous insulin in patents 
with elevated blood sugar. Although this patient has 
diabetes, there is no mention of hyperglycaemia at 
the time of strok and so a sliding scale is not the best 
answer. There is a theoretical advantage in giving 
supplemental insulin in any ischaemic event, however 
the use of insulin in clinical practice remains to be 
proven. Indeed, the GIST study has suggested that a 
sliding scale is not needed. The theoretical benefits of 
acute blood pressure reduction remain to be proven 
in clinical trials. It has been shown that patients who 
suffer a stroke on a non-medical ward and are 
subsequently managed in that ward have poor 
outcomes. 
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You are called to the geriatric psychiatry ward to assess 
a new inpatient. The 66-year-old man was admitted 
yesterday for elective investigation of cognitive 
dysfunction. His wife describes a background of 
worsening memory problems and poor mobility. The 
pattern is one of 'good days' with minimal symptoms, 
followed by periods of sudden deterioration. In the 
weeks prior to admission he has suffered frequent 
falls. He has no psychiatric history, although he has 
recently complained of fleeting visual hallucinations. He 
had no regular medication prior to admission. 
On the night of his admission he became acutely 
distressed, complaining of 'seeing monsters' in his 
peripheral vision. His agitation was such that he required 
emergency sedation. 

On examination he is drowsy and unable to give a 
coherent history. He displays rhythmic involuntary 
movements of his tongue and face. Tone is increased in 
all four limbs, although power seems normal. Plantar s 
are flexor. His wife claims the involuntary movements 
are new. 

What is the most appropriate management for the 
underlying condition? 

Selective serotonin reuptake inhibitor 

Acetylcholinesterase inhibitors 

Asprin and statin 

Copper-chelating agents 

• t^ * 

Dopamine agonists 



No.: 132 
Acetylcholinesterase inhibitors 

The history of his cognitive impairment is highly 
suggestive of dementia with Lewy bodies (DLB). 
Originally thought uncommon, this disease is 
increasingly recognised and is now thought to be the 
second most common degenerative dementia. 
The diagnosis is clinical. Cardinal features are 
cognitive impairment, visual hallucinations and 
parkinsonism. The parkinsonism can range in 
severity from minimal gait instability to the classical 
parkinson's disease phenotype. A fluctuating course 
is common and can often be confused with a multi- 
infarct state. Profound sensitivity to the 
extrapyramidal side-effects of antipsychotics is 
classical. Evidence on treatment is limited, although 
initial studies do suggest a good response to 
acetylcholinesterase inhibitors. In patients with 
predominant parkinsonian features, dopamine 
agonists can be used, although improvement is 
usually short-lived. 
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What is the initial management? 

♦ 

Admission to the stroke unit 

Neurosurgical referral 

Intravenous dexamethasone 

Oral nimodipine 

Intravenous recombinant factor VII 



No.: 133 

A 78-year-old right-handed woman is referred to the 
stroke unit with sudden onset left hemiparesis. Her 
Glasgow coma scale fluctuates between 15/15 and 
14/15; blood pressure is 129/96 mmHg. Emergency 
computerised tomography (CT) shows a moderate-sized 
haematoma in the basal ganglia with minimal mass 
effect. 



No.: 133 

Admission to the stroke unit 

The most important management step is observation 
of the Glasgow coma scale, preferably in a dedicated 
stroke unit. The recent STICH (Surgical Trial in 
Intra-Cerebral Haemorrhage Mendelow AD et al 
Lancet 2005 (365) 377-397) trial comparing surgical 
and conservative management of intracerebral 
haematoma, found no difference in outcome for most 
bleeds (this however was not true for posterior fossa 
or cortical lesions). Use of steroid for all intracranial 
bleeds remains unproven, and in the absence of 
major shift cannot be recommended. Most 
intracerebral bleeds have hypertensive aetiology, 
however blood pressure reduction is not needed in 
this normotensive patient. Oral nimodipine is used 
only in subarachnoid bleeds, where it may have a 
beneficial effect on subsequent vasospasm Trials 
using recombinant factor VII have been equivocal 
with a decrease in bleed size but an increase in 
peripheral clots. 



No.: 134 

You assess two new patients in the cerebrovascular 

clinic. 

Mrs X is a 6 8 -year-old woman, with background 

hypertension. She has had one episode of presumed left 

amaurosis fugax one week previously. Carotid doppler 

ultrasound scanning shows a 76% stenosis of the left 

carotid. 

Mr Y is a 74 -year-old man, with stable angina and 

peripheral vascular disease. Three days previously he 

had a transient episode of dysphasia lasting 20 min. 

Carotid doppler ultrasound scanning shows a 75% 

stenosis of the left carotid. 

Who would benefit most from carotid 
endarterectomy? 

MrsX 

MrY 



No.: 134 



MrY 



Carotid endarterectomy has been proven to be of 
benefit in symptomatic patients with greater than 
70% stenosis of carotids (as measured by European 
Carotid Surgery Trialist's criteria). In meta-analyses 
of endarterectomy trials the following factors have 
been shown to correlate with increasing benefit from 
surgery: male sex; increasing age; increasing medical 
co-morbidity; a prior hemispheric event; ulcerated 
plaque and early intervention In short the greater 
the baseline risk, the more the patient has to gain 
from surgery versus conservative medical 
management. 






Mrs X and Mr Y would derive equal benefit 
Neither patient would benefit 



A computerised tomography (CT) scan of brain is 
needed before surgery could be considered 
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No.: 135 

A 3 8 -year-old woman presents with weakness and 
paraesthesia of her right leg. Thirteen months previously 
she had been investigated for sudden-onset loss of vision 
in left eye with associated left- sided pyramidal 
weakness. Visual evoked potentials confirmed delay on 
the left side; spinal fluid electrophoresis revealed 
oligoclonal bands; magnetic resonance imaging (MRI) of 
the brain and cervical spinal cord showed periventricular 
areas of high attenuation. She was treated with steroids, 
made a good recovery and has been symptom free until 
now. 

She asks about prognosis; which feature in her 
history is most associated with a poorer outcome? 

Pyramidal symptoms as part of initial presentation 



♦ 



Optic neuritis as part of the initial presentation 
Female sex 
Young age at onset 
Minimal change on imaging 



No.: 135 

Pyramidal symptoms as part of initial presentation 

The diagnosis of multiple sclerosis is clear. Patients 
often have a pessimistic outlook when given the 
diagnosis, and so good information on prognosis is 
important. A systematic review of features associated 
with a benign course found a positive correlation 
with the following: onset with optic neuritis; one year 
or more duration of first remission; onset before the 
age of 40 years. There was no association with sex, 
although this is debated with some studies 
demonstrating an association with male sex and 
poorer prognosis. Onset with pyramidal symptoms 
predicted a poorer course. A positive relationship 
between extent of white matter lesions on magnetic 
resonance imaging (MRI) and subsequent clinical 
deterioration is well documented. 



No.: 136 






A 5 6 -year-old man attends the movement disorder clinic 
with his wife. He reports disabling tremor in his right 
arm. He is unsure of the duration of symptoms, but 
believes he has has tremor for 'years'. He recalls that his 
father had a similar tremor. Over the last year the tremor 
has worsened, such that he is now unable to hold a cup 
without spilling. He is on no regular medication, is a 
non-smoker and does not take alcohol. 
On examination he is euthyroid. The right arm shows a 
large-amplitude action tremor, that worsens throughout 
the consultation. There is no nystagmus, gait is normal 
and he has a positive glabellar tap. 

What is the most appropriate initial management? 

Propranolol 
Dopaminergic agonist 
Reassurance 
Benzodiazipine 



♦ 



No.: 136 
Propranolol 

The clinical history is one of benign essential tremor. 
This is one of the most common movement disorders, 
with estimated prevalence of between 0.4% and 4% 
of the population. Symptoms most often begin in 
childhood and are persistent and progressive. A 
positive family history is common. Exacerbation by 
anxiety and relief with alcohol are classical There 
are few good-quality randomised controlled trials of 
therapy in this condition. Propranolol has been 
shown to improve tremor in the short term; it is 
unclear whether other beta-blockers have the same 
effect. Despite lack of good evidence on treatment, as 
the tremor is clearly interfering with his daily living 
reassurance is not an appropriate management 
strategy. The glabellar tap is a non-specific sign and 
should not distract from the clear diagnosis of 
essential tremor. 



♦ 



L-dopa with dopa-decarboxylase inhibitor 
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No.: 137 

A 67-year-old right-handed woman is referred to the 
stroke unit. She is a lifelong heavy smoker but has no 
past medical history. She describes painful left- sided 
facial paraesthesia for a few hours, followed by rapid 
onset facial paralysis that has persisted for a day. She 
further describes recent onset eye pain and awareness of 
sounds seeming louder on the left. 
On examination there is flattening of the nasolabial fold 
on the left, and she is unable to raise her eyebrow or 
close her eye on that side. Blood pressure is 155/70 
mmHg. There is no rash or adenopathy. The remainder 
of examination including auroscopy, assessment of 
parotids and mucous membranes is normal. 

According to available evidence, which treatment is 
most likely to influence neurological recovery? 






Admission to an acute stroke unit 

Oral steroids 

Oral aciclovir 

Eye taping and ophthalmology referral 

Magnetic resonance imaging (MRI) of the brain 



No.: 137 
Oral steroids 

Complete facial paralysis with no sparing of the 
frontalis muscle localises the deficit to the lower 
motor neuron of the facial nerve. The most common 
cause is Bell's palsy, although this is a diagnosis of 
exclusion and care should be taken not to miss a 
parotid lesion or vesicles suggestive of a Ramsay 
Hunt syndrome. 

Optimal management of a suspected case of Bell's 
palsy has been traditionally controversial. Most 
results from systematic reviews of steroids and 
antivirals have been conflicting. However an 
adequately powered randomised controlled trial 
conducted in Scotland, of early (<72hr after symptom 
onset) treatment by oral prednisolone, oral aciclovir 
or both was published in 2007 (Sullivan et al, NEJM 
2007; Vol 357:1598-1607). This study found a 
significant effect of steroids but not aciclovir in 3 and 
9 month assessment of facial muscle recovery. No 
adverse effects occurred. 

Ophthalmology assessment would indeed also be 
necessary here to avoid ophthalmic complications of 
poor eye closure, but would not be likely to influence 
neurological outcome. 
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A 50 -year-old man is referred by the general surgical 
outpatient team for assessment. He has been investigated 
over two years for abdominal pain and loose stool. 
Upper and lower endoscopy and plain computerised 
tomography (CT) of the abdomen were unremarkable. 
An initial diagnosis of irritable bowel syndrome was 
made. Since then he has been treated in the community 
for depression. On returning to the outpatient clinic 
today he has deteriorated with marked weight loss, 
obvious cognitive impairment and abnormal facial 
movement. 

On examination he is drowsy with borderline pyrexia. 
Enlarged axillary, cervical and femoral nodes are noted. 
Eye examination reveals upgaze palsy and pendular 
oscillation of both eyes, with each eye movement there is 
concurrent jaw contraction. 

Which investigation would confirm the likely 
diagnosis? 






Urinary porphorinogens 
Vitamin E assay 
HIV test 
Jejunal biopsy 
Electr oenc ephalogr am 



•A 



No.: 138 
Jejunal biopsy 

The diagnosis is Whipple's disease. This is a 
multisystem disorder caused by infection with 
Tropheryma whippelii. Classical features are 
abdominal pain, steatorrhoea, weight loss, and 
arthropathy. Neurological involvement includes 
depression, cognitive impairment, and peripheral 
neuropathy. The eye movement disorder described is 
occulomasticatory myorhythmia and although 
occurring in only 20% of cases it is said to be 
pathognomic. Confirmation of diagnosis is with 
jejunal biopsy, revealing macrophages positive for 
periodic acid-Schiff staining and allowing for 
polymerase chain reaction (PCR) analysis. Treatment 
is prolonged therapy with an antibiotic that crosses 
the blood-brain barrier. 



"'J, 
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An 1 8-year-old nursing student is admitted for 
investigation of severe headache and neck stiffness. Her 
CT scan was normal and the on call physicians want to 
carry out an LP. She is worried about post- lumbar 
puncture headache. 

Which technique, that has been shown to reduce the 
frequency of post -lumbar puncture headache, would 
be suitable in this patient? 

No local anaesthetic prior to insertion of spinal 
needle 



♦ 



♦ 



Four hours' bed rest post-procedure 

Replacing the stylet prior to withdrawing the needle 



Full explanation of the frequency and clinical 
features of post-procedure headache 

Lumbar puncture in the sitting position 
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Replacing the stylet prior to withdrawing the needle 

Headache post-lumbar puncture is a common 
complication. A number of strategies have been 
suggested to prevent its occurrence; most are based 
on little clinical evidence. Factors that have been 
proven to reduce the frequency of headache include 
use of a narrow-gauge, non-cutting needle and 
replacement of the stylet prior to withdrawal. Use of 
local anaesthetic prior to insertion of a spinal needle 
has not been shown to reduce the first pass success 
rate, and is recommended for patient comfort. There 
is no clear benefit from enforced bed rest 
immediately post-procedure. Warning patients of the 
risk of headache actually increases the frequency of 
post-procedure symptoms; however the ethics of 
withholding this information are at best questionable. 
A lumbar puncture in the sitting position would not 
allow measurement of the opening pressure and 
would be unhelpful in this patient. 



No.: 140 



i 



A 22-year-old woman has been an inpatient on the 
medical ward for 2 days. She was admitted with 
headache, fever and drowsiness. Cerebrospinal fluid 
examination was consistent with viral infection. A 
provisional diagnosis of herpes simplex encephalitis was 
made and she is receiving treatment with intravenous 
aciclovir. To confirm the diagnosis, magnetic resonance 
imaging of the brain, electroencephalogram and viral 
polymerase chain reaction of spinal fluid are requested. 
She has had no seizure activity. 
If herpes simplex is confirmed what would you 
classically expect to see on the electroencephalogram? 






'• 



Normal activity 

Bursts of focal frontal spike and wave 

Isoelectric activity 

Generalised spike and wave activity 



• I 

Frontal-temporal slowing with periodic sharp wave 
complexes 

Important investigations in diagnosis of suspect 
herpes simplex encephalitis include imaging and 
cerebrospinal fluid examination. Viral polymearse 
chain reaction (PCR) of spinal fluid is highly sensitive 
(94^96%) and specific (98-100%). Magnetic 
resonance imaging of the brain is the imaging of 
choice with changes seen in medial temporal and 
inferior frontal lobes. The electroencephalogram, 
although less often used, can still provide useful 
information. Typical changes are diffuse slowing 
and/or focal abnormality over the temporal lobes. 
There are reports that electroencephalogram changes 
can precede changes on imaging. 



Frontal-temporal slowing with periodic sharp wave 
complexes 
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A 76 -year-old Asian woman presents to the emergency 
department. She complains of sudden onset headache 
that began on leaving the cinema. She further describes 
altered vision, and intractable vomiting. Examination is 
difficult as she is so agitated. Positive findings are pallor 
and sweating, she has a fixed dilated right pupil with 
lacrimation and injected conjunctiva. Fundoscopy is 
impossible. 

What is the optimal initial management? 



♦ 






Intravenous acetazolamide 
Subcutaneous sumatriptan 
Intravenous dexamethasone 
Opiates and high-flow oxygen 
Topical chloramphenicol 
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Intravenous acetazolamide 

This patient presents with acute closed angle 
glaucoma. This is caused by a sudden rise in 
intraocular pressure secondary to impaired flow of 
aqueous humour. This condition often presents to 
physicians and can be misdiagnosed because of 
associated headache and abdominal pain. Physical 
examination reveals decreased acuity, conjunctival 
injection and a fixed mid-position pupil often oval in 
shape. Immediate treatment is necessary to preserve 
vision. Urgent ophthalmology referral is needed. 
While waiting for specialist input, the carbonic- 
anhydrase inhibitor acetazolamide is given to 
decrease aqueous humour production. 



•A 
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A 30-year-old man is referred urgently to the neurology 
outpatient clinic. He has a complex past medical history, 
but unfortunately his previous notes are not available to 
you. You gather that he was involved in a road traffic 
accident when a child and required emergency 
neurosurgery following skull fracture. During the rest of 
his childhood he required hormone replacement injection 
and regular assessment by a paediatric endocrinologist. 
In adult life he has been well, and compliant with 
thyroxine and hydrocortisone therapy. 
He presented to his general practitioner six months ago 
with weight loss and insomnia. This occurred on a 
background of worsening self-neglect and mood change. 
He was commenced on fluoxetine to little effect. He then 
presented to a general medical clinic with clumsiness 
and diplopia. A period of inpatient investigation did not 
reveal a cause for his symptoms. 

In clinic today you note global cognitive impairment and 
emotional lability. He has multidirectional nystagmus 
and severe ataxia. Motor examination reveals globally 
increased tone with myoclonic jerks. 

Investigations to date reveal: 



Computerised 
tomography of the brain 


No abnormality 


Lumbar puncture 


Normal biochemistry 
and cell count 


Thyroid function 


Euthyroid 


Haematinics 


Normal 



Given the possible aetiology of his neurological 
deterioration, which investigation would you do next? 

VDRL (Venereal Disease Research Laboratory - 
Syphilis serology) 

Short synacthen test 



• 



Brain biopsy 
Electroencephalography 
HIV test 
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Electroencephalography 

The diagnosis is Creutzfeldt-Jacob disease (CJD), 
most likely secondary to the use of cadaveric human 
growth hormones in the 1980s. CJD is one of the 
prion-related neurodegenerative diseases, the 
pathology of which remains poorly understood. 
Sporadic CJD has an annual incidence of around 1 
per million. A cohort of iatrogenic CJD cases 
resulting from cadaveric tissue product or infected 
neurosurgical instrumentation was first recognised in 
1985. Change in practice has caused a fall in the 
numbers of iatrogenic CJD, although with possible 
incubation up to 30 years, cases may still present. 
As a group iatrogenic CJD is clinically similar to the 
sporadic form, although the age of onset is generally 
younger. Common clinical features include: 
progressive mental deterioration (100%); myoclonus 
or movement disorder (100%); cerebellar signs 
(70%); pyramidal weakness (62%) behavioural 
abnormality (55%). Investigations are generally 
normal. In later stages imaging may show cerebral 
atrophy. Cerebrospinal fluid examination can show a 
high normal protein and elevation of 
immunoglobulin G (IgG). A new specific spinal fluid 
polymerase chain reaction (PCR) assay is available in 
specialist centres. Electroencephalogram changes of 
one or two-second triphasic sharp waves on a 
background of depressed activity are seen in 80% of 
cases. Although brain biopsy is quoted as the gold 
standard investigation, its antemortem use is 
controversial and certainly it should not be 
considered before other less invasive tests. 
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A 28-year-old asylum seeker from Africa is referred 
following health screening by her new general 
practitioner. The referral letter comments on 'abnormal 
neurology ?cause'. Past medical history is unremarkable, 
although she does admit to a period as a sex worker. On 
examination you notice that her left pupil is dilated and 
slowly reactive to light - direct and consensual. Ankle 
reflexes are absent, even with reinforcement. Plantar s are 
flexor. 

What is the most likely underlying diagnosis? 






♦ 



HIV 
Syphillis 
B12 deficiency 
Multiple sclerosis 
Holme s-Adie syndrome 
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Holmes- Adie syndrome 

The patient is asymptomatic and neurological 
examination reveals the Holmes-Adie syndrome, a 
variant of normal. Therefore with normal history 
and examination, no action need be taken Given her 
history, HIV and syphilis testing are appropriate, but 
they are unlikely to be the cause of the picture here. 
The Holmes-Adie syndrome is the association of a 
large irregular and sluggishly reactive pupil with 
absent deep tendon reflexes. Visual acuity and 
reaction to accommodation are usually normal. It is 
most commonly seen in young women Rarely, 
similar eye findings result from interruption of the 
efferent parasympathetic pathway. 



No.: 144 

A 26 -year-old right-handed woman is referred to the 
urgent neurology clinic. She describes an orbito- 
temporal left- sided headache that is throbbing in 
character. The headache lasts around 10 min, but can 
occur up to 25 times a day, with no pattern. The 
headache is associated with eye watering and nasal 
stuffiness. She denies past medical or family history. 
Neurological examination is normal. At the end of the 
consultation she experiences a headache, during which 
you note left ptosis, conjunctival injection, lacrimation 
and unilateral sweating. 

A computerised tomography of the brain is performed 
that day, which is normal. 

What is the most effective therapy for this headache 
syndrome? 

Indomethacin 

Sumatriptan 

Carbamazepine 

Topical beta-blocker to the eye 

Prednisolone 
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Indomethacin 

The history and examination are classical of 
paroxysmal hemicrania. Although rare, physicians 
should be aware of this headache syndrome as it is 
increasing in frequency, is potentially disabling and 
very responsive to treatment. The treatment of choice 
is indomethacin It shares some clinical features with 
cluster headache i.e. unilateral excruciating headache 
with ipsilateral autonomic activation It diners from 
cluster headache in having a female preponderance, 
increased frequency of daily attacks (up to 50 versus 
1-4), shorter duration of attacks (2-25 min versus 10- 
60 min) and excellent response to indomethacin. 
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A 25 -year-old man presents with stereotyped episodes of 
facial pain. He describes 'electric shocks' to the lower 
half of his right face. Attacks last a second only, but he 
can experience multiple attacks in an hour, often with a 
residual ache. He identifies a number of triggers to 
attacks including laughing and shaving. There is no past 
medical history. On examination you note normal pupils 
and full range of ocular movement. There is reduced 
corneal reflex and reduced sensation in the mandibular 
and maxillary division of the trigeminal. The remainder 
of examination is unremarkable. 
What is the next management step? 

Carbamazepine 

Amitriptyline 

Reassurance 

Peripheral nerve block with phenol 

Magnetic resonance image (MRI) scan of the brain 
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Magnetic resonance image (MRI) scan of the brain 

The history given is characteristic of trigeminal 
neuralgia, with paroxysms of pain in the distribution 
of the trigeminal nerve. However, two features in the 
history should alert the clinician that this is unlikely 
to be 'classic' trigeminal neuralgia. Trigeminal 
neuralgia should not be associated with any physical 
signs, note the cranial nerve signs in this patient. 
Furthermore, trigeminal neuralgia is a disease of 
middle-to-late age, most often affecting women. Thus 
in this young male patient imaging to exclude a 
structural lesion, for instance multiple sclerosis 
plaque, should be performed before therapy is 
instituted. Usual treatment for trigeminal neuralgia 
would be a titrated dose of carbamazepine, with 
addition of gabapentin or amitriptyline if needed. A 
number of surgical procedures are available for 
intractable pain but are associated with significant 
potential side effects. 



No.: 146 






A 56-year-old woman attends the chest clinic following 
chemotherapy for a localised small cell lung carcinoma. 
She complains of gradual-onset limb weakness and 
muscle tenderness, associated with intermittent diplopia. 
On examination she has a right-sided ptosis, proximal 
myopathy and reduced tendon reflexes. 
Which neuroimmunological test would most help in 
diagnosis? 

Anti - Yo antib odie s 






Anti-AChR (acetylcholine receptor) antibodies 

Anti-Hu antibodies 

Anti-MuSK (muscle- specific kinase) antibodies 



Anti-VGCC (voltage-gated calcium channel) 
antibodies 
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Anti-VGCC (voltage-gated calcium channel) antibodies 

The clinical picture is Lambert-Eaton Myasthenic 
Syndrome (LEMS). This is an autoimmune 
paraneoplastic phenomenon most often associated 
with small cell lung cancer (SCLC). LEMS can 
present up to 2 years before a primary is discovered, 
and in a minority of cases no primary is ever found. 
Clinical features of LEMS are weakness and pain 
especially in limb girdle muscle groups. Ocular- 
bulbar features are usually less severe than in 
myasthenia gravis. The underlying pathophysiology 
involves production of autoantibodies against 
voltage-gated calcium channels (VGCC) at the 
neuromuscular junction. 

A number of other autoimmune paraneoplastic 
syndromes have been described, with associated 
autoantibodies in serum and cerebrospinal fluid 
(CSF). These include: Anti-Purkinje's cell antibodies 
(PCA) - cerebellar degeneration associated with 
SCLC; Anti-Hu antibodies - encephalomyositis or 
sensory neuropathy associated with SCLC; Anti-Yo 
antibodies - cerebellar degeneration especially 
associated with lung and gynaecological malignancy. 
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An 1 8-year-old woman attends casualty with sudden 
onset headache. She describes the headache as worst in 
the morning and exacerbated by coughing. There is 
associated nausea and diplopia. Past medical history is 
unremarkable save for a recent episode of gastroenteritis. 
She is on no regular medication other than the oral 
contraceptive pill. On examination she is thin with dry 
mucous membranes. Acuity is 6/6 bilateral. There is 
mild bilateral papilledema. She is unable to abduct her 
left eye. The remainder of her general and neurological 
examination is unremarkable. Plain computerised 
tomography (CT) is performed and this is reported as 
normal. 

The results of cerebrospinal fluid (CSF) examination 
are: 



Opening pressure 


38 mm 


Protein 


0. 12 g/1 (0.15-0.45) 


CSF 


glucose 4 mmol/1 


Serum glucose 


6 mmol/1 


No xanthocromia 




Less than 5 white cells/mm 3 





What is the next most important management step? 

Commence intravenous dexamethasone 

Perform CT-venography 

Perform magnetic resonance imamging (MRI) of 
cervical spine 

Commence intravenous acyclovir 

Refer for neurosurgical opinion 
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Perform CT-venography 

The headache description is suggestive of raised 
intracranial pressure. Physical examination supports 
this diagnosis - the sixth nerve palsy is a 'false 
localising sign'. Negative initial imaging, and high 
cerebrospinal fluid (CSF) opening pressure and low 
protein, suggest idiopathic intracranial hypertension 
However, this is a diagnosis of exclusion and the most 
important condition to rule out in this case is cerebral 
venous sinus thrombosis. Investigation of choice 
would be computerised tomography (CT) or 
magnetic resonance image (MRI) venography. Risk 
factors for venous sinus thrombosis include: 
dehydration (note recent gastroenteritis), and oral 
contraceptive pill or any other pro-thrombotic 
condition Once the diagnosis is made, treatment is 
with anticoagulation Regular monitoring of visual 
acuity and fields will be required initially. Loss of 
vision is a common sequel of intracranial 
hypertension (hence the term benign intracranial 
hypertension is no longer considered appropriate.) 
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A 70 -year-old obese male smoker presents to casualty 
with unilateral ptosis, diplopia and fatigue. He is 
assessed by the neurology team that day, and a 
provisional diagnosis of myasthenia gravis is made. He 
is admitted for investigation and treatment. On 
electromyography, repetitive stimulation gives a series 
of progressively smaller complexes. He is commenced 
on oral pyridostigmine 60 mg qds. You assess him the 
following morning. He feels stronger but is having 
difficulty swallowing the tablets. Full neurological 
examination is limited as he is too breathless to lie on the 
examination couch. You note fatigability of limbs and 
eyes, along with brisk reflexes and head drooping. 
What is the next step in his management? 

Auto-antibodies and computerised tomography (CT) 
chest 

Insertion of nasogastric tube and double-dose 
pyridostigmine 



♦ 



Oral prednisolone 

Oral 3,4-diaminopyridine 

Intravenous immunoglobulin 
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Intravenous immunoglobulin 

This patient has severe myasthenia gravis. His 
dyspnoea on lying supine indicates diaphragmatic 
weakness, while swallowing difficulties point to 
bulbar problems. He is already on reasonable dose 
anticholinesterase and quickly increasing this 
medication may precipitate cholinergic crises. 
Immunosuppression in the form of oral steroid as a 
single agent or with azathioprine should be initiated 
but may initially exacerbate the weakness. 
Intravenous immunoglobulin and plasma exchange 
have been shown to rapidly relieve weakness in the 
short term and should be used in this patient while 
other immunosuppressive therapy is titrated. Oral 
3,4-diaminopyridine is used in Lambert-Eaton 
myasthenic syndrome. 
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A 66-year-old retired soldier presents to the clinic for 
assessment of difficulty walking. He describes 2 years of 
progressive gait disturbance, commenting that he often 
falls at night or on uneven surfaces. You note he had 
defaulted from previous clinic appointments. He admits 
that today's attendance was prompted by new-onset 
double vision. Review of his case sheet reveals an 
episode of admission to the army hospital with fever, 
arthralgia, headache and neck stiffness. At that time a 
provisional diagnosis of viral meningitis was made. He 
is due to see the urology team for investigation of 
urinary symptoms. On examination you note irregular 
tonic pupils, lower limb areflexia, extensor plantar 
responses and loss of vibration sense to the hips. You 
admit the patient for further investigation. 



Haemoglobin (Hb) 


15.2 g/dl 


White cell count (WCC) 


6 x 10 9 /1 


Platelets 


500 x 10 9 /1 


Estimated sedimentation rate (ESR) 


60 mm in 1 st hour 


Serum B 12 concentration 


500pmol/l(160- 
900) 


Cerebrospinal fluid 
(CSF)examination 


clear colourless 
fluid 


Opening pressure 


18 mmHg (6-20) 


Protein 


0.8g/l(<0.45g/l) 


WCC 


30/mm, mostly 
lymphocytes 


Venereal Disease Research 
Laboratory (VDRL) slide test 


negative 


Oligoclonal bands 


negative 



What further test would you perforin? 

Magnetic resonance image (MRI) lumbar spine 

♦ 



♦ 



Anti -neutrophil cytoplasmic antibody 

Schilling test 

Treponema pallidum haemagglutination 



CSF polymerase chain reaction (PCR) for Japanese 
encephalitis 
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Treponema pallidum haemagglutination 

This question highlights two 'old' MRCP II 
favourites. First, the differential diagnosis of a single 
lesion causing absent ankle reflexes and upgoing 
plantars. Possible answers include syringomyelia, 
Friedreich's ataxia, motor neurone disease, conus 
medullaris lesion, subacute degeneration of the cord, 
and the taboparesis form of tertiary neurosyphilis. 
Taboparesis is the answer in this case. The admission 
with 'viral meningitis , probably represented the 
secondary stage of syphilitic infection His presenting 
complaint of difficulty walking in the dark is classical 
of severe proprioceptive loss. Other neurological 
features of late syphilis include cranial nerve palsies, 
cognitive impairment, and autonomic dysfunction 
Diagnosis of syphilis in the late stages can cause some 
difficulty. The non-specific Venereal Disease 
Research Laboratory (VDRL) assay gives a number 
of false positives. Furthermore VDRL titre varies 
with disease activity and may be low in late disease; 
only 50% of confirmed cases have a positive 
cerebrospinal fluid (CSF) VDRL. The more specific 
treponemal haemagglutination test will make the 
diagnosis. Treatment is high-dose penicillin. The 
other MRCP favourite used in this question is the 
association of specific diseases with certain 
professions, in this case soldiers and sexually 
transmitted disease. The college has stated that they 
are trying to reverse this trend and recent MRCP II 
questions have used such stereotypes to bluff 
candidates 
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A 22-year-old man with no past medical history presents 
to the neurology clinic complaining of muscle pain. He 
describes severe bilateral cramping calf pain on minimal 
exercise. This has been present since his late teens and as 
such he has avoided exercise. Recently he has attended 
the local gym to try and lose weight, but attempts at 
exercise have been hampered by the pain. He does note 
that if he perseveres with exercise the pain settles. He 
has noticed passing dark urine in the evenings following 
a prolonged bout of exercise. 
What investigation will be most useful in this patient? 



♦ 



Lumbar spine magnetic resonance imaging (MRI) 
Lower limb angiogram 
Creatine kinase 
Muscle biopsy 
Provocative exercise test 



No.: 150 
Muscle biopsy 

The differential diagnosis of bilateral exercise - 
induced pain would include metabolic muscle disease, 
lumbar canal stenosis and intermittent claudication. 
The patient's age, history and lack of other risk 
factors make the latter two options unlikely. The 
syndrome described is in fact McArdle's disease 
(myophosphorylase deficiency). This is a disorder of 
carbohydrate metabolism. Clinical features of pain 
and fatigue are precipitated in early exercise, as 
carbohydrates cannot be mobilised to provide an 
energy substrate to the muscle. With prolonged 
exercise, fatty acid metabolism provides energy, and 
symptoms lessen The dark urine described is likely 
to represent myoglobinuria following 

rhabdomyolysis. Definitive diagnosis of most 
metabolic muscle diseases relies on biopsy and 
enzyme analysis. Creatine kinase (CK) may be 
normal or slightly elevated in the resting state but is 
non-specific. Exercising the muscle to induce 
symptoms and raise CK is not recommended as it 
may precipitate rhabdomyolysis. 
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A 21 -year-old woman is brought as an emergency to the 
resuscitation room. She is unaccompanied and from 
review of her personal artifacts does not live in the 
hospital catchment area. She has a prescription for 
dihydrocodeine and Creon tablets. On examination she is 
comatose. You note a left false eye, large scar in the 
right flank region with a related transabdominal scar. At 
the back of her head you note scars of previous 
neurosurgery. She undergoes computerised tomography 
(CT) brain scanning as an emergency. Although the 
posterior fossa is poorly visualised, there is a suggestion 
of multiple lesions within the cerebellum and early 
hydrocephalus. She is referred to the neurological team. 
In the absence of past medical history they ask if you can 
suggest a possible aetiology. 
What is the likely syndrome? 



♦ 



♦ 






Friedreich's ataxia 
Multiple system atrophy 
Chronic alcohol use 
Von Hippel-Lindau disease 
Metastatic melanoma 
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Von Hippel-Lindau disease 

With no history and no medical records, working out 
what is going on may at first seem impossible. 
However, some medical detective work can help 
narrow the differential The surgical stigmata suggest 
previous brain, renal and abdominal resections. 
Ocular pathology is suggested by the false eye, while 
her current medication points to a pancreatic 
disorder. A single syndrome that would encompass 
all of the above is von-Hippel-Lindau syndrome. This 
is a rare autosomal dominant condition with varying 
penetrance. Clinical feature are haemangioblastomas 
of retina, cerebellum, spinal cord and abdominal 
viscera most commonly, and the kidney and 
pancreas. Pressure effects from the tumour or 
associated cysts often necessitate surgical removal 
There is a high incidence of renal cell carcinoma. 
Presentation is usually in the third decade. The other 
options could all cause cerebellar lesions, but would 
not explain all the associated signs. 
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A 68-year-old woman presents with fatigue and diplopia 
that is interfering with her evening job as a barmaid. She 
is a lifelong smoker but has no past medical history of 
note. On examination she has a bilateral ptosis and nasal 
speech. There is no pupillary abnormality. Power is 
normal in all muscle groups tested, and reflexes are 
generally quite brisk; plantar responses are flexors. You 
admit her for further investigation. 
The following results are obtained: 



Magnetic resonance 
image (MRI) brain and 
brain stem 


no abnormality 


Erythrocyte sedimentation 
rate (ESR) 


12 (0-20) 


Creatine kinase 


130 U/l (24-170) 


Anti-AchR (acetylcholine 
receptor) antibodies 


negative 


Thyroid-stimulating 
hormone 


normal 


Computerised tomography 
(CT)chest 


normal thymus 


Electromyography 


decrement in evoked 
action potential 
following continued 
stimulation 



What further immunological test is most likely to 
give a definitive diagnosis? 

Anti -voltage-gated calcium channel antibodies 






♦ 



Anti-skeletal muscle antibodies 

Anti-Hu antibodies 

Anti -muscle- specific kinase antibodies 

HLA typing (looking for HLA DR1 halotype) 
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Anti-muscle-specific kinase antibodies 

The clinical features and electromyography result 
suggest the diagnosis of myasthenia gravis. 
Myasthenia gravis is one of the better-understood 
auto-immune conditions, and autoantibody testing 
often aids diagnosis. In the majority (around 90%) of 
patients with generalised disease, antibodies to 
nicotinic acetylcholine receptors (anti-AchR) are 
found. This auto-antibody is pathognomonic for the 
disease. Antibodies to post-synaptic muscle-specific 
kinases have been found in a number of patients who 
do not show anti-AchR seropositivity. It is likely that 
as the molecular biology of myasthenia is better 
understood, antibodies to other components of the 
neuromuscular junction will be characterised in 
seronegative patients. Anti-voltage-gated calcium 
channel antibodies are highly specific for Lambert- 
Eaton myasthenic syndrome (LEMS). In this patient, 
the clinical features of predominant ocular disease 
and associated electromyographic findings do not 
support a diagnosis of LEMS. Anti-skeletal muscle, 
anti-myosin and anti-actomyosin antibodies are 
associated with thymoma in myasthenia gravis. Anti- 
Hu antibodies are associated with paraneoplastic 
syndromes. HLA DR1 halotype is associated with 
drug-induced myasthenia. 
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You assess a 78 -year-old man in the medical receiving 
unit. His history is of sudden onset weakness and 
diplopia. On examination pupils are equal and reactive. 
The right pupil is difficult to visualise due to a low- 
hanging eyelid and displacement of the eye in a 
temporal-inferior direction. There is flaccid weakness of 
the left arm and leg with an upgoing left plantar. The 
consultant neurologist phones to discuss the patient. 
What eponymous syndrome does this patient present 
with? 



♦ 






Weber's syndrome 
Wallenberg syndrome 
Gerstmann's syndrome 
Brown-Sequard syndrome 
Marchiafava-Bignami syndrome 



•A 
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Weber's syndrome 

Neurology is rife with eponymous syndromes. 
Although of little clinical benefit, knowledge of the 
more common syndromes can help in discussion with 
colleagues. 

Weber's syndrome: Infarction of the cerebral 
peduncle, causing ipsilateral third nerve palsy and 
contralateral hemiplegia. 

Wallenberg's syndrome: Occlusion of the posterior 
inferior cerebellar artery, resulting in sensory and 
sympathetic disturbances, cerebellar and 
contralateral pyramidal tract signs, ie the lateral 
medullary syndrome. 

Gerstmann's syndrome: Dominant parietal lesion 
(involving left angular gyrus) causing finger agnosia; 
left-right disorientation; dysgraphia and acalculia. 

Brown-Sequard syndrome: Hemisection of the cord 
from any cause, causing ipsilateral paresis and dorsal 
column loss, but contralateral loss of pain and 
temperature sensation a few levels below the lesion 

Marchiafava-Bignami syndrome: Corpus callosum 
degeneration from chronic alcohol excess. 
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You assess a 28 -year-old woman in the outpatient clinic. 
She was diagnosed with myasthenia gravis 3 years ago 
and initially improved with oral anticholinesterase and 
immunosuppresion. In the last six weeks she has worried 
about a return of her symptoms despite compliance with 
medication. She describes generalised lethargy worst at 
the end of the day and occasional diplopia. On systemic 
enquiry she admits weight gain and ankle oedema. On 
general examination you note palmar erythema, and 
resting tachycardia. 
What is first-line management? 



• 



♦ 



Thyroid function testing and autoantibodies 

Echocardiogram 

Computerised tomography (CT) chest 

Human chorionic gonadotrophin assay 

Rheumatoid factor assay 
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Human chorionic gonadotrophin assay 

This patient describes some symptoms suggestive of 
myasthenia relapse. The majority of her other 
symptoms and signs are consistent with pregnancy, a 
common cause of myasthenia relapse. Pregnancy has 
a varying effect on myasthenia with around one-third 
of patients experiencing symptom improvement and 
one-third suffering exacerbation. Exacerbation is 
more common in the first trimester. Myasthenia is 
associated with other organ specific autoimmune 
disease. As such, thyroid testing is also a reasonable 
answer. However, as urinary pregnancy testing is 
available in clinic this should constitute first -line 
management. 
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An 1 8-year-old man is assessed in the resuscitation suite. 
He presented with sudden onset headache and collapse. 
Emergency computerised tomography (CT) brain 
confirms subarachnoid blood. On general examination 
you note meningism. He does not respond to his name. 
On applying a painful stimulus, he lets out a cry, opens 
his eyes and displays an abnormal flexion response. 
Pupils are midline and reactive. Plantar s bilaterally 
upgoing. As you are writing up some notes at the end of 
the physical examination you notice that he is repeating 
bizarre phrases and has opened his eyes. He again 
assumes a hemiplegic posture with supra-orbital 
pressure. You discuss with the on call neurosurgical 
team, who ask about his present Glasgow Coma Score. 
What is this patient's Glasgow Coma Scale (GCS) at 
the time you are discussing with the neurosurgeons? 
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The Glasgow Coma Scale (GCS) was developed in 
1974 as an aide to assessment of the head-injured 
patient. It is now used to define level of coma in any 
patient. The components of the GCS are best eye- 
opening response, best motor response and best 
verbal response. In the patient best eye-opening is 
spontaneous (4), best motor response is flexion to 
pain (3), best verbal response is inappropriate words 
(3). It is important to be precise regarding GCS 
measurement, as a difference of one or two points 
may be a warning of impending intracerebral 
catastrophe. 



• 



♦ 



n 

10 



GCS measurement is not appropriate 
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A 6 5 -year-old woman was admitted to the medical wards 
with subacute progressive headache and first seizure. 
Computerised tomography (CT) scanning revealed a 
contrast enhancing supratentorial mass, with little 
surrounding oedema. She was commenced on oral 
steroid and transferred to the neurosurgical wards for 
biopsy. She returns to the medical wards with a 
diagnosis of grade III anaplastic astrocytoma not suitable 
for surgical resection. She and her family are keen for 
aggressive management and wish to discuss further 
treatment options. 

What is the most appropriate further therapy for this 
patient? 



Whole-brain irradiation 



• 



Chemotherapy with PCV combination 
(procarbazine, methyl- 1 -(2-chloroethyl)- 1 -nitrosourea 
(CCNU), and vincristine) 



♦ 



Chemotherapy with temozolamide 
Stereotactic radiotherapy 
Intravenous dexamethasone 



•A 
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Stereotactic radiotherapy 

High-level knowledge of neuro-oncology will not be 
expected in the MRCP II exam However, an 
awareness of certain principles is important for day- 
to-day practice. In general, most brain tumours are 
not chemosensitive. Specific uses of chemotherapy 
include treatment of cerebral lymphoma and 
treatment of paediatric brain tumours where 
potential damage to the developing brain limits the 
use of radiotherapy. Recent work has shown that 
anaplastic oligodendrogliomas with specific 
karyotypes are relatively more chemosensitive than 
other tumours. All of this represents only a small 
proportion of intracerebral tumours, and 
radiotherapy remains the mainstay of neuro- 
oncology. Whole-brain irradiation is used as a 
treatment of multiple brain metastases. In this 
patient more focussed radiotherapy would be 
preferable. Intravenous dexamethasone is used to 
limit tissue oedema in the area surrounding the 
tumour. As the patient is already established on oral 
steroid intravenous 'loading' is unlikely to give 
further benefit. 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 157 

A right-handed smoker is referred by his general 
practitioner for assessment of likely stroke. His wife 
describes a sudden onset of left- sided weakness and 
bumping into objects on the left. On examination you 
note left-sided motor weakness sensory inattention and a 
possible field defect. The patient's agitation prevents you 
from characterising the field effect further. You admit 
him to the wards and organise brain imaging. While 
awaiting imaging he is assessed by the neur- 
ophthalmology team and visual fields are formally 
plotted. 
What visual field defect do you expect? 

Macular sparing homonymous hemianopia 

Non- congruent homonymous hemianopia with no 
macular sparing 






Bitemporal hemianopia 
Inferior quadrantanopia 
Superior quadrantanopia 
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Inferior quadrantanopia 

The clinical findings suggest a non-dominant frontal 
(motor weakness)-parietal (sensory inattention) 
lesion. Knowledge of optic fibre neuroanatomy allows 
assessment of likely visual field defect. Lesions 
anterior to the chiasm cause scotoma, while chiasmal 
lesions produce bitemporal field lesions. Optic fibres 
travel from the lateral geniculate through the optic 
radiations to the visual cortex of the occipital lobe. 
Optic fibres of the lower visual fields pass superiorly 
through the parietal lobe, while upper fields pass 
through the temporal lobe. Thus a lesion involving 
parietal cortex will produce an inferior 
quadrant anopia. 



•A 
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A 15 -year-old girl with no past medical history attends 
the neurology outpatients. She is accompanied by her 
mother who relates most of the history. Over the last few 
months she has noticed episodic arm jerking. This seems 
to occur most often in the morning, and her mother 
believes attacks worsen when she has been to a nightclub 
the previous evening. Her school work is suffering as she 
has frequent 'blank spells' both in the classroom and at 
home. Emergency clinic appointment was requested 
after she had a 'turn' in class. You contact the school 
nurse who witnessed the attack. She helpfully describes 
the girl letting out a cry and falling to the ground. She 
then appeared to go blue and demonstrated rhythmic 
shaking of arms and legs for a few seconds. This lasted 
less than a minute. The patient remembers little of the 
attack but remembers feeling sleepy and nauseated for 
most of the morning. 
What is the optimal management of this patient? 



♦ 



Urinary toxicology screen 

Oral phenytoin 

Referral to adolescent psychiatry services 

Oral sodium valproate 

Oral carbamazepine 
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Oral sodium valproate 

This scenario proves that with a good history, a 
specific diagnosis of epilepsy can be made without 
sophisticated laboratory testing. It also shows the 
importance of getting a collateral history from a 
witness. With the information from the patient, her 
mother and the nurse, a diagnosis of typical juvenile 
myoclonic epilepsy can be confidently made. Juvenile 
myoclonic epilepsy most often begins in the teens. It 
is characterised by myoclonic jerks, worse in the 
morning hence the pseudonym 'Kellogg's jerks'; 
absences and tonic clonic seizures also feature. The 
mother's concern about nightclubs is well founded, as 
classically features are worsened by sleep deprivation 
and alcohol. The condition responds well to 
valproate, but relapse is high on discontinuation. 



"'J, 



w 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 159 

A 73 -year-old hypertensive presents with a total anterior 
circulation stroke. There is a history of a previous minor 
stroke leading to poor co-ordination some 2 years earlier. 
She makes good progress with rehabilitation in the 
stroke unit after this latest episode and is ready for 
discharge 2 weeks later. She is in sinus rhythm with a 
BP of 1 54/84 mmHg on the day of discharge. 
Results of inpatient investigations are as follows: 



Lying blood pressure 


156/92 mmHg 


Standing blood 
pressure 


160/98 mmHg 


Total cholesterol 


5.1 mmol/1 


Random glucose 


10.3 mmol/1 


24-h 

electrocardiogram 

(ECG) 


sinus rhythm with a few 
ventricular ectopics 


Carotid dopplers 


plaque disease only 


Echocardiography 


mild left ventricular 
hypertrophy, enlarged 
left atrium 



According to current best evidence what combination 
of drugs should be discharged home with? 



♦ 



Clopidrogel, simvastatin, perindopril, metformin 
Aspirin, atenolol, perindopril 
Simvastatin, clopidogrel, perindopril, indapamide 
Warfarin, simvastatin, atenolol, perindopril 



Aspirin, clopidrogel, simvastatin, atenolol, 
perindopril 
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Simvastatin, clopidogrel, perindopril, indapamide 

Secondary prevention of stroke should initially 
include lifestyle measures such as stopping smoking 
and losing weight. In addition there is good evidence 
for a number of pharmacological therapies. As 
hypertension is the most important modifiable risk 
factor in stroke, great attention should be paid to 
blood pressure control. The PROGRESS study has 
been interpreted as showing no safe lower limit of 
blood pressure, i.e. blood pressure should be as low 
as the patient can tolerate. In PROGRESS a 
combination of perindopril and indapamide was 
used. There is still debate as to whether the 
superiority of this combination represents a class 
effect. Until this question is answered most stroke 
physicians continue to use these two agents. 
The use of antiplatelet agents in stroke is well 
established. Current practice is low-dose aspirin to 
prevent a first event, switching to clopidogrel for 
prevention of secondary stroke. This is as per recent 
NICE guidelines and replaces aspirin and 
dipyridamole as previous advice. The use of warfarin 
in sinus rhythm and the combination of aspirin and 
clopidogrel have been shown to increase bleeding 
rates. As with blood pressure, recent evidence (for 
example the Heart Protection Study) suggests that 
there is no safe lower limit of cholesterol and a statin 
should be used even in patients with cholesterol in the 
normal range. 
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A 67-year-old man is brought to the accident and 
emergency department, having previously presented to 
the local police station. He is a lifelong smoker with 
troublesome gout, but otherwise has no past medical or 
family history. He describes a sudden onset loss of 
memory for recent events. He remained alert and was 
still able to drive to the police station. On question you 
note amnesia for recent events. He seems perplexed by 
what has happened to him, and continually asks Where 
am I?. Neurological examination is unremarkable; there 
is no evidence of head injury. Blood testing including 
biochemistry, toxicology and inflammatory markers is 
normal. He is admitted to the ward and a computerised 
tomography (CT) brain performed, this is reported as 
normal. The next day his memory has improved 
substantially and he is allowed home. You see him at 
clinic the next week. He admits to mild memory 
problems for 2 days post discharge, but now feels his 
memory is back to normal. He asks you for prognostic 
information. 

What information do you give him regarding 
prognosis? 
(? 



The condition is unlikely to occur again 



♦ 




His cognitive functioning will decline in a stepwise 
manner 

He should not drive 

He is likely to suffer from recurrent migraines in the 
future 

Genetic testing is available for the presumed 
condition 
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The condition is unlikely to occur again 

The patient describes a typical attack of transient 
global amnesia. This is an episodic disorder of 
memory occurring most often in the elderly. Patients 
experience distressing anterograde and retrograde 
amnesia, but remain alert and lucid. The diagnosis is 
clinical, with exclusion of other possible causes of 
memory loss. The memory loss lasts from a few hours 
to a day, with recovery completing over the next 2-3 
days. The pathology of the condition is poorly 
understood. Case series have shown that there is a 
very low recurrence rate and there is no link with 
dementia. Although some reports have suggested a 
genetic basis to the condition, no disease -specific gene 
has been identified. 



,,j 
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You are called to assess a 72-year-old left-handed patient 
with sudden onset weakness. Past medical history is of 
hypertension only. On examination you note slurred 
speech, but no expressive or receptive difficulty. There is 
no field defect or inattention. There is subtle right limb 
weakness most pronounced in the hand. It becomes more 
obvious as the patient performs complex tasks such as 
fastening a button. You note no sensory loss in the 
affected limb. 

According to the Oxfordshire Community Stroke 
Subclassification System how would you define this 
event? 

Dominant total anterior circulatory stroke (TACS) 

Non- dominant total anterior circulatory stroke 
(TACS) 



Lacunar stroke (LACS) 



♦ 



Non- dominant partial anterior circulatory stroke 
(PACS) 

Dominant partial anterior circulatory stroke (PACS) 
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Lacunar stroke (LACS) 

The Oxfordshire Community Stroke Project outlined 
a classification of stroke based on clinical criteria. 
This classification is in common usage and should be 
learned. 

TACS - A combination of higher cerebral 
dysfunction and contralateral sensory/motor deficit 
and visual field defect. 

PACS - Two of the three elements above, or new 
higher cerebral dysfunction 

LACS - Pure motor or pure sensory syndrome, or 
ataxic hemiparesis, or dysarthria clumsy-hand 
syndrome. 

POCS - Bilateral motor/sensory deficit, or disorder 
of conjugate eye movement, or solitary visual field 
defect, or cerebellar dysfunction, or crossed cranial 
nerve and sensory/motor signs. 

The syndrome described in this scenario is clumsy - 
hand dysarthria. Lacunar syndromes are often 
associated with hypertension. 



No.: 162 






A travelling salesman attends the accident and 
emergency department with headache. He describes 
frequent bouts of headache with stereotyped features. 
Attacks are of 1 h duration occurring three or four times 
a day. A series of attacks can occur for 3 weeks, and then 
he has a symptom-free period of several months. He has 
had to attend various hospitals for analgesia in the past. 
The attack he experienced today was similar to previous 
with intense pain and eye watering centering on his left 
eye. He was first assessed by your junior house officer. 
The patient seemed so distressed the house officer 
administered multiple therapies including high- flow 
oxygen, intravenous fluids, sublingual glycerine 
trinitrate, and oral morphine. 
Which is likely to have helped his symptoms? 






High-flow oxygen 
Intravenous saline 
Nitrates 
Oral opiates 
None of the above 
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High-flow oxygen 

Doctors should be wary of patients who attend 
multiple hospitals requiring analgesia. In this case, 
however, the diagnosis of cluster headache 
(migrainous neuralgia) is clear. As the name suggest 
this condition occurs in recurrent bouts (clusters) 
throughout the day. Unilateral periorbital pain and 
autonomic activation with lacrimation, ptosis, nasal 
congestion and conjunctival injection are common 
The pain is so bad patients have been known to 
commit suicide. Duration of symptoms is from 15 min 
to 2 h. Ousters can last from weeks to months with a 
long symptom-free period. The pathophysiology 
remains poorly understood. Treatment options for 
the acute attack include high-flow oxygen, triptans 
and ergotamine. Oral analgesia is not helpful for the 
acute attack, although may help with residual pain 
after the acute phase. 
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A 12-year-old boy with severe learning difficulty since 
birth is brought to the outpatient clinic by his carer. The 
carer relates the story. The boy's behaviour has been 
increasingly challenging over the last few months. He 
has taken to watching late-night television and falling 
asleep in a chair. In the morning it is difficult for the 
carers to wake him and he remains drowsy and irritable 
for some time. Frequently he is found to have been 
incontinent through the night. He is unable to partake in 
activities as he complains of headache and muscle pains. 
The carer has only recently started working with the 
child and he is unaware of past medical history. Physical 
examination is unremarkable. Initial blood testing 
including serum glucose, thyroid function and C-reactive 
protein is normal. 

What investigation would best aid treatment 
decisions? 



• 



Renal tract ultrasound 
Computerised tomography (CT) brain 
Video electroencephalogram 
Toxicology screen 
Urine microscopy and culture 



•A 
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Video electroencephalogram 

The combination of stupor, incontinence, post -event 
drowsiness, headache and muscle pain is highly 
suggestive of nocturnal seizures. Epilepsy is common 
in patients with severe learning difficulty and often 
requires multiple therapies. Lack of sleep or the 
television may be acting as a trigger for the attacks. 
Admission for overnight video electroencephalogram 
(EEG) would be a useful investigation to confirm if 
seizure activity is present and if so to characterise it. 
Sleep deprivation and pulsed-light stimuli could be 
used diagnostically if an ictal EEG is not obtained 
initially. In a young patient gross structural brain 
pathology acting as a focus for epileptiform activity is 
unlikely, as such a computerised tomography (CT) 
brain would not be the imaging of choice. A 
combination of EEG and magnetic resonance 
imaging (MRI) can pinpoint subtle areas of 
abnormality, and this technique is used in patients 
considered for neurosurgical treatment of epilepsy. 
Conversely, in the investigation of first seizures in 
older patients CT brain is often useful. A urinary 
tract infection or other problem with the urinary 
system would not adequately explain the chronicity 
or the variety of symptoms. 
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A 38-year-old woman who has had relapsing remitting 
multiple sclerosis (MS) for 12 years attends the 
neurology clinic. She has had no relapse since last clinic 
appointment 1 1 months ago. Two years previous to this 
she had experienced one severe relapse requiring 
hospital admission. Relapses are frequently precipitated 
by urinary tract infection. On examination you note a 
broad based gait. She uses a stick to mobilize. She has a 
left relative afferent pupillary defect. Recent magnetic 
resonance image (MRI) brain revealed multiple 
periventricular and cerebellar white matter changes. She 
asks about interferon therapy. 
What feature in her history precludes her from 
interferon therapy according to current guidelines? 

a 



♦ 



♦ 



Recurrent urinary tract infection 

Poor mobility 

Frequency of relapses 

High white-matter load on MRI 

Duration of MS 
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Frequency of relapses 

For many years treatment of multiple sclerosis was 
based on symptomatic measures only, e.g. 
antispasmodics. Newer disease modifying agents have 
stimulated great interest both in scientific literature 
and in the lay press. Interferon is known to reduce 
relapse rates by one-third. It has also been shown to 
reduce the number of new white matter lesions on 
magnetic resonance image (MRI); whether this 
translates into a clinical effect on disease progression 
remains to be seen Current UK guidelines on 
suitability for interferon are that patients must have 
relapsing remitting disease, they must be able to walk 
independently (at least 100m, with or without 
assistance), and they must have had two clinically 
significant relapses in the last 2 years. See NICE 
guidelines a€oeMultiple sclerosis. National clinical 
guideline for diagnosis and management in primary 
and secondary carea€ (Nov 2003). 
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A 47-year-old man attends the neurology clinic. He first 
presented to the clinic 20 years ago with classical 
migraine that was difficult to control. In the last 5 years 
he has had three admissions with stroke, and a prolonged 
admission to the psychiatry ward for treatment resistant 
depression. He has a family history of migraine, and 
early-onset cerebrovascular and ischaemic heart disease. 
On formal mental state testing he performs poorly. 
Magnetic resonance image (MRI) brain shows a number 
of subcortical infarcts. He has none of the classical risk 
factors for cerebrovascular disease. 
This man has a recognised stroke syndrome, what is 
the genetic inheritance? 



• 



♦ 



X-linked 
Mitochondrial 
Trinucleotide repeat 
Autosomal dominant 
Autosomal recessive 
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Autosomal dominant 

This is the syndrome of CADASIL (cerebral 
autosomal dominant arteriopathy with subcortical 
infarcts and leukoencephalopathy). First recognised 
around 20 years ago, it has stimulated great interest 
in the stroke community as increasing numbers of 
cases are reported. Clinical features are as described 
above: migraine with aura, followed by multiple 
infarcts, mood disturbance and cognitive 
impairment. Diagnosis is from history and imaging, 
supported by genetic testing and electron microscopy 
of skin biopsy. There is no consensus on treatment, 
and prognosis is poor with severe dementia often 
evident 20 years from first symptoms. 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 166 

A 38-year-old man known to the neurology clinic with 
poorly controlled epilepsy presents unscheduled to the 
outpatient department. He has defaulted from neurology 
follow-up, but tells you he has been seizure free on his 
present medication. Attendance was prompted by recent 
optometrist assessment and the unexpected finding of 
reduced peripheral vision. Past medical history is of 
epilepsy, substance abuse and tuberculosis. Current 
medication: sodium valproate, vigabatrin, lamotrigine, 
Rifater (isoniazid, rifampacin, pyrazinamide), 
ethambutol. On examination he has severe constriction 
of visual fields; however, acuity, colour vision and 
fundoscopy are normal. 

What change must you make to his medication? 
G 



♦ 



♦ 



Add pyridoxine 

Stop sodium valproate 

Stop ethambutol 

Add vitamin B compound 

Stop vigabatrin 



No.: 166 
Stop vigabatrin 

The anticonvulsant vigabatrin is now recognised to 
cause irreversible visual-field defects in up to 30% of 
users. The defect is often asymptomatic in the early 
stages, affecting only peripheral fields with no 
alteration in acuity. Changes can occur as early as 1 
month into treatment. This side effect was first noted 
in 1997, and in recent years the drug has been used 
only in cases of severe, treatment-resistant epilepsy 
and the Lennox-Gastaut syndrome in children. In 
cases where therapy is initiated, regular visual-field 
screening is required. Other side effects include 
depression, psychosis and sedation. The anti- 
tuberculous agent ethambutol causes optic neuritis, 
and regular monitoring of acuity is required, 
particularly in patients with impaired renal function. 
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A 26 -year-old man recently arrived in the UK from New 
York attends the accident and emergency department. He 
has a past history of insulin-dependant diabetes mellitus. 
He describes a few days of fever, headache and myalgia. 
Admission was prompted by worsening headache and 
back pain. While waiting in the medical receiving unit he 
becomes progressively drowsier. Examination revealed 
flaccid paralysis and depressed tendon reflexes. He was 
reviewed by the intensive care team and arrangements 
were made for ventilation. A computerised tomography 
(CT) brain is performed that is normal. 



Cerebrospinal fluid examination: 


Protein 


0.9 g/1 (<0.45 g/1) 


Glucose 


4 mmol/1 


White cell count 
(WCC) 


28/mm 3 (mostly 
lymphocytes) 


Blood testing: 


Haemoglobin 
(Hb) 


15 g/dl (13-18) 


Platelets 


600 xl0 9 /l (15(M100 x 
10 9 ) 


WCC 


12xl07l(4-llxlO y ) | 


Sodium 


136 mmol/1 (137-144) 


Potassium 


4.7 mmol/1 (3.5^4:9) [ 


Urea 


7 mmol/1 (2.5-7.5) 


Creatinine 


120 umol/1 (60-110) j 


Glucose 


6 mmol/1 



What is the most likely infective process? 

Lyme disease 
West Nile disease 



♦ 



Human immunodeficiency virus 

Tuberculosis 

Lassa fever 
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West Nile disease 

West Nile virus (WNV) is a single -stranded RNA 
flavivirus transmitted via the culex mosquito. This 
previously 'tropical' disease has became topical in 
recent years following a large scale outbreak in the 
New York area. The virus has rapidly spread with 
reports of infection across the continent. According to 
the US Centers for Disease Control and Prevention 
(CDC), over 15 000 people in the US have tested 
positive for WNV infection since 1999. To date there 
have been over 500 deaths; recent events in Louisiana 
are likely to increase these numbers. The number of 
subclinical or mild infections not presenting to 
hospital is likely to be much higher still. Incidence of 
neurological involvement is usually quoted at around 
1%, although some suggest that the incidence of 
meningoencephalitis in America is higher than in 
other parts of the world. Risk factors for neurological 
involvement include increasing age, and any from of 
immunosuppression. The usual picture is of sudden 
onset fever and myalgia with nausea and vomiting 
and a non-specific rash Transient meningitis is 
occasionally seen Frank meningo -encephalitis is seen 
in two-thirds of cases with neurological involvement; 
15% progress to coma. A flaccid paralysis similar to 
acute Guillan-Barre is increasingly recognised. 
Diagnosis is initially clinical with subsequent 
serological confirmation. Treatment is supportive; 
results from trials of antivirals have yielded 
disappointing results. 
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A 26-year-old man and his 3 5 -year-old brother attend the 
clinic. The 26-year-old, who is asymptomatic, is 
consulting because of a strong family history of early- 
onset cognitive change and abnormal movements. 
Movement disorder was first evident in his older brother 
2 years ago. They lost contact with their father when he 
was arrested for lewd behaviour. The paternal uncle was 
affected with dementia and committed suicide at the age 
of 44. Their grandmother was described as being odd in 
her later years and died in an institution. On examination 
of the brother you note rapidly alternating movements of 
the limbs, neck and trunk. There is spasticity of all four 
limbs. On cognitive testing he performs poorly. 
Throughout the interview you note emotional lability. 
Both brothers are aware of the high chance of a genetic 
neurodegenerative condition and have consulted a 
clinical geneticist. They are awaiting the results of 
genetic analysis. The first brother who is recently 
married asks of the implications for his future children. 
What advice regarding inheritance do you give him? 



♦ 



. 



Only male children will be affected 



No children will be affected if his wife has the 
correct genotype 

Children are likely to be affected at a younger age 
than his brother 

Screening of children is essential so that treatment 
can begin early 

The condition will skip a generation 
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Children are likely to be affected at a younger age than 
his brother 

The phenotype described by the family is 
Huntington's disease. This neurodegenerative 
condition is characterised by chorea, psychiatric 
symptoms and cognitive decline. The inheritance is 
autosomal dominant with full penetrance. Analysis of 
the family tree described with affected grandmother, 
uncle (and probably father) and brother, is in 
keeping with an autosomal dominant condition 
The molecular genetics of Huntington's is well 
understood. A mutation in a trinucleotide repeat 
sequence for the gene coding the protein Huntingtin 
is responsible for disease. The size of the affected 
sequence is thought to correlate with clinical severity. 
The repeat sequence increases in size through 
progressive generations; thus affected children will 
often present earlier than their parents. This is the 
genetic phenomena of anticipation There is no 
treatment for the disease at present. Genetic testing 
for an incurable disease that will likely affect other 
family members raises a number of ethical issues. 
Patients must be adequately counselled before 
testing. 
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A 25 -year-old right-handed woman is admitted with 
sudden onset hemi pares is and expressive dysphasia. She 
has no past medical or family history and is no 
medication. She is admitted to the acute stroke unit. 
Initial computerised tomography (CT) brain is 
unremarkable, subsequent magnetic resonance imaging 
(MRI) reveals a small infarct in the middle cerebral 
artery territory. Investigations for a secondary cause of 
stroke are performed. 



Erythrocyte 
sedimentation rate 
(ESR) 


15mm/ 1st hour 


Echocardiogram 


normal left ventricular 
function, possible atrial 
septal aneurysm 


Cholesterol 


3.8mmol/l(<5.2mmol/l) 



On the basis of the above what further test should be 
performed? 



Antineutrophil cytoplasmic antibody 



• 



Skin biopsy to screen for CADASIL (cerebral 
autosomal dominant arteriopathy with subcortical 
infarcts and leucoencephalopathy) 

24-h telemetry 



♦ 



Bubble test 
Thrombophilia screen 
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Bubble test 

When a young patient presents with stroke, a number 
of investigations are used that would not be routinely 
ordered in the older stroke patient. First step is 
confirmation of the diagnosis; this may require 
repeat imaging with magnetic resonance imaging 
(MRI). In the young, differentials such as migraine, 
epilepsy or metabolic disturbances are more 
common An increasingly recognised association is 
patent foramen ovale (PFO) and stroke. A PFO is 
present in 45% of young stroke cases, compared with 
20% of the general population The combination of 
PFO and atrial septal aneurysm greatly increases 
stroke risk. In this patient with possible atrial septal 
aneurysm, a transoesophageal echo should be 
performed to characterise the septal abnormality 
further. PFO is then diagnosed by the bubble test - 
injecting agitated saline intravenously and looking 
for bubbles crossing to the left heart. Trials 
examining surgical closure of PFO are ongoing. The 
use of thrombophilia screening in young strokes is 
controversial In a patient with a single arterial event, 
thrombophilia screening would not be indicated for 
the following reasons: the thrombophilias most often 
predispose to venous infarct; there is a high false 
positive rate, especially with antiphospholid assays; 
and there is no consensus on optimal treatment. 
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A 69-year-old woman who lives alone, and who 
apparently has a history of previous seizures presents to 
the medical outpatients department. She describes 
progressive difficulty walking over the last 3 weeks, and 
frequent falls. On examination you note that she is thin, 
slightly unkempt and has some brusises on her lower 
limbs. The Mini Mental Score is 18/30. She says that she 
looks after herself very well and that she is in the process 
of redecorating her house and had just recently met her 
son for coffee. He denies this when the hospital calls him 
as next of kin. She has poor sitting balance and a wide- 
based hesitant gait. There is bil lateral gaze- evoked 
nystagmus and mild failure of abduction of the left eye. 
Speech is slightly slurred. All reflexes are present but 
difficult to elicit, with flexor plantar responses. 

What is the most likely cause of her presentation? 

Phenytoin toxicity 

Chronic subdural haematoma 

Werni eke' s enc ephalopathy 

[S 

Paraneoplastic cerebellar degeneration 

Hypothyroidism 



♦ 



•A 
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Wernicke's encephalopathy 

This is most likely to be Wernicke's syndrome caused 
by chronic alcohol excess probably combined with 
poor nutrition. She presents the typical combination 
of ataxia, eye movement abnormalities and (acutely) 
impaired cognition. There is also the notion here of 
confabulation/ denial of her symptoms. More history 
is of course needed in her case as there is no direct 
history of alcohol misuse but the thinness, unkempt 
state and bruising could be clues to this. Biochemical 
and haematological tests may also provide evidence 
of liver dysfunction and/or undernutrition. A 
deficiency of thiamine (vitamin B-l) is responsible for 
the symptom complex manifested in Wernicke- 
Korsakoff syndrome, and any condition resulting in a 
poor nutritional state places patients at risk. Heavy, 
long-term alcohol use is the most common 
association. Treatment should be started immediately 
with IV B vitamins as soon as the diagnosis is 
suspected, as Wernicke encephalopathy is a medical 
emergency; early treatment can rapidly reverse the 
ophthalmoplegia and improve ataxia/dysequilibrium 
and early mental confusion, as well as prevent 
development of the amnestic state. In advanced cases, 
where severe prolonged deficiency has led to 
permanent structural damage, permanent deficits 
most often are manifested as the amnestic state and 
severe ataxia. 
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A 58-year-old woman has been treated for a first 
presentation of myasthenia gravis. Symptoms were of 
diplopia and ptosis. Investigations revealed: increased 
jitter and block on single-fibre electromyography; 
negative auto-antibodies including anti-acetylcholine 
receptor (AChR) antibody and anti -muscle- specific 
kinase (MuSK) antibody; normal thymus, and no mass 
lesion on computerised tomography (CT) chest; forced 
vital capacity 75% predicted. Symptoms are now well 
controlled on oral therapy. She has been studying 
internet articles on surgical treatment of myasthenia and 
asks about surgical thymectomy. 
What advice do you give her regarding thymectomy? 

Thymectomy may worsen symptoms in the short 
term but should prevent relapse 

Thymectomy will ease symptoms, but anaesthetic 
risk is too great for surgery at present 






Thymectomy is unlikely to improve symptoms 
A biopsy is first needed to confirm thymoma 



Further imaging with positron emission scanning is 
needed before the question can be answered 
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Thymectomy is unlikely to improve symptoms 

There are no randomised controlled trials of surgical 
thymectomy in myasthenia gravis. Evidence for its 
benefit comes from case series and so should be 
interpreted with caution The American Academy of 
Neurology recommends consideration of surgery in 
younger patients and in patients with thymoma on 
imaging. Older, antibody-negative patients tend to 
respond poorly. If patients agree, surgery should be 
performed early in the course of the disease. Careful 
anaesthetic assessment is needed prior to surgery. 
However, this patient's near normal forced vital 
capacity would not exclude her from surgery. 
Patients with purely ocular symptoms tend to 
respond well to pyridostigmine and steroids. 
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An 88-year-old woman presents to the medical 
outpatient department for assessment. She describes 
episodic loss of consciousness, which is increasing in 
frequency. Attacks are stereotyped and consist of a 
feeling of lightheadedness followed by collapse to the 
ground. Attacks are always on standing and as such she 
has had to attend the accident and emergency department 
on several occasions with lacerations and bruising from 
the fall. She believes loss of consciousness is for seconds 
only and does not occur with all attacks. She has been 
incontinent of urine on at least one occasion, but 
otherwise feels well after the attacks. There are no 
witnesses at the consultation to provide a collateral 
history. She has no past medical history and is no regular 
medication. 

Her general practitioner has already organised some 
tests: 



Ambulatory 

electrocardiogram (ECG) 
monitor 



Electr oenc ephalogr am 
(EEG) 



sinus rhythm 
throughout 



runs of 8-12 cycles/s 
potentials, most 
marked over the 
occipital cortex 



Given the EEG findings she has been commenced on 
oral phenytoin. This has had no effect on the attack 
frequency or severity. 

What further investigation would you request to 
elucidate the cause of her falls? 



♦ 



• 



Cerebrospinal fluid examination 

Computerised tomography (CT) brain 

Serum phenytoin levels 

Tilt-table testing 

Serum glucose after a 48 -h fast 
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Tilt-table testing 

This scenario highlights the dangers of inappropriate 
use of the electroencephalogram (EEG). The clinical 
history is suggestive of postural hypotension with 
occasional syncope. Urinary incontinence and brief 
limb movements are common in syncope and do not 
suggest generalised seizure. (Faecal incontinence is 
more specific for generalised seizures). There are no 
other features in the history to suggest epileptogenic 
attacks, eg post-event headache, confusion, muscle 
pain or damage to the oral mucosa. The EEG 
findings described are normal Even an 'abnormal' 
EEG such as spike and slow-wave complexes would 
not diagnose epilepsy in this patient, as such changes 
are found in 0.5% of the 'normal' population 
Diagnosis of postural hypotension can be made in the 
clinic by measuring lying and standing blood 
pressures, and looking for a greater than 10 mmHg 
deficit accompanied by symptoms. Tilt-table testing 
allows any cause of neurocardiogenic syncope to be 
better characterised. Principle management of 
postural hypotension involves searching for a cause - 
most often iatrogenic, but occasionally pathology 
such as adrenal insufficiency is discovered. Therapy 
consists of compression stockings and advice on slow 
rising. If drug therapy is needed fludrocortisone is 
used first line. 
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You are helping at a busy neurology outpatient clinic. 
You are pleased to see a 38-year-old woman you had 
managed on the wards. She was admitted 2 months 
previously with intracerebral haemorrhage. Non-contrast 
computerised tomography (CT) brain at that time 
revealed a discrete lobar bleed involving the right frontal 
cortex. She was managed conservatively and made good 
progress with ward-based rehabilitation. She is well 
today complaining only of mild headache and minor leg 
weakness. Blood pressure is 160/100 mmHg but she 
attributes this to feeling stressed. You organise repeat 
CT brain and titrate her antihypertensive dose. 
What other strategy should be included in her 
further management with respect to most increased 
risk of further haemorrhage if the result is 
abnormal? 



• 






Thrombophilia screen 
ApoE genotyping 
Electroencephalogram 
Magnetic resonance angiogram 
Renal ultrasound 
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Magnetic resonance angiogram 

The majority of intracerebral haemorrhages (ICH) 
are secondary to hypertension, and control of blood 
pressure is important for secondary prevention 
regardless of aetiology. Primary hypertensive ICH is 
most often deep to white matter and specific locations 
of bleeds are characteristic - pons, basal ganglia, 
cerebellum. A cortical bleed should alert the clinician 
to the possibility of other pathology. In the over-65 
age group, cerebral amyloid angiopathy is common 
and can result in multiple bleeding episodes. There is 
an association with ApoE 4 genotype, but screening is 
not used in clinical practice. In younger patients the 
possibility of underlying tumour or vascular 
malformation needs to be considered. Many such 
patients will eventually have a formal angiogram; in 
the first instance a magnetic resonance angiogram is 
useful. 
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A 42-year-old man presents with weakness in his hands 
and legs. In particular, he reports difficulties playing 
football with his sons. On examination, bilateral ptosis 
with a smooth forehead is noted. Fundoscopy proves 
difficult because of bilateral cataracts. Facial expression 
is reduced, with wasting of the temporalis muscles, 
masseters, and sternomastoids. Slow release of hand grip 
is present bilaterally with weakness and wasting in the 
distal muscles of the upper limb. Deep tendon jerks are 
depressed. Following a review by his local neurologist, 
he has been informed that his complaints are related to 
an inherited condition. 

The patient's sister is concerned regarding risks to her 
offspring. 

Which of the following tests would be the most 
appropriate next step to confirm the likely diagnosis? 



♦ 



♦ 






Muscle biopsy 

Anti -acetylcholine receptor antibodies 

Edrophonium chloride challenge (tens il on test) 

Electromyography 

Jo-1 antibody 
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Electromyography 

The clinical case is compatible with myotonic 
dystrophy. The condition is characterised by frontal 
balding, myotonia, cataracts, wasting of the 
sternocleidomastoids, dysphagia, and muscle 
weakness. The disease is inherited in an autosomal 
dominant fashion and usually presents in the third to 
fourth decades. EMG changes are found in almost 
any muscle (waxing and waning of potentials termed 
the 'dive bomber effect'). 
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A 23 -year-old airline stewardess presented to her general 
practitioner complaining of severe headaches and 
blurring of her vision. She is on medication for treatment 
of facial acne and also takes the oral contraceptive pill. 
On examination, her weight is 70 kg, height 152 cm, and 
blood pressure 136/82 mmHg. There is evidence of 
bilateral papilledema. 

With respect to making the diagnosis, which of the 
following would be the most appropriate next step 
after CT brain? 

Stop oral contraceptive pill and monitor visual fields 
over next 2 weeks to look for spontaneous resolution 



♦ 
♦ 



Neurosurgical advice 

CT angiography 

Lumbar puncture 

Brain magnetic-resonance venography 



•A 
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Brain magnetic-resonance venography 

This clinical scenario is highly suggestive of 
idiopathic intracranial hypertension (HH), 
(previously called benign intracranial hypertension 
(BIH), a more correct term since its course may be 
far from a€oebenigna€ if visual loss occurs). The clues 
are the presentation in a young, obese women, and 
the association of acne treatment may be relevant, as 
both tetracyclines and retinoids have been implicated 
in this condition (whose precise pathophysiology is 
however still unclear). Before making this diagnosis 
however, cerebral venous sinus thrombosis (CVST) 
causing raised intracranial pressure, must first be 
excluded, as must a space-occupying lesion. Risk 
factors for IIH include tetracyclines and retinoids for 
treatment of acne vulgaris, obesity, and the oral 
contraceptive pill. Magnetic resonance venography is 
the investigation of choice to exclude sinus 
thrombosis. (It is accepted that in clinical practice, 
CT head then LP may be first performed given the 
problems of early access to specialised examinations, 
but CT imaging alone will not exclude CVST ). Sinus 
thrombosis may occur during or after pregnancy, or 
secondary to the use of oral contraceptives, 
deficiencies of protein C, protein S, antithrombin III, 
or factor V, dehydration, polycythaemia vera, 
leukaemia, Bechet's disease, trauma, surgical 
procedures, and malignancy. Management of IIH 
includes stopping all possible precipitating drugs, 
encouraging weight loss, serial lumbar punctures to 
remove CSF, acetazolamide, and optic-nerve 
fenestration in resistant cases. If venous thrombosis is 
found, anticoagulation should be commenced. 
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A 52-year-old electrician is referred to the out-patient clinic 
complaining of pain in his feet and difficulty walking. On more 
detailed questioning, he reports noticing numbness over the soles of 
his feet for the past 10 months. He has been troubled by a 'pins and 
needles' sensation and, more recently, burning pains in both his feet. 
He also reports that his legs 'seem weaker' and that his walking has 
become increasingly unsteady such that he has recently given up 
work. He takes no regular prescription medications, although he has 
been purchasing increasing quantities of painkillers from the 
supermarket for symptom relief. He has smoked 20 cigarettes a day 
for the past 35 years and admits to spending more time in the pub 
since giving up work. Examination reveals symmetrical distal sensory 
loss in the lower limbs in addition to distal atrophy and weakness. 
Ankle reflexes are absent even with reinforcement. There is no 
significant postural drop in his blood pressure. 
Investigation results: 



Haemoglobin (Hb) 


1 1 .8 g/dl 


White cell count (WCC) 


6.4 x io s /l 


Haematocrit (Hct) 


0.465 


Mean corpuscular volume (MCV) 


101.6 fl 


Platelets 


287 x 10 9 /1 


Sodium 


137mmol/l 


Potassium 


4.4 mmol/1 


Urea 


4.1 mmol/1 


Creatinine 


71 Limol/1 


Bilirubin 


30 mmol/1 


Alanine aminotransferase 


82U/1 


Albumin 


43U/1 


Alkaline phosphatase 


44U/1 


Gamma-glutamyl transpeptidase 


110IU/1 


Calcium 


2.15 mmol/1 


Thyroid-stimulating hormone 


2.25 mU/1 


Thyroxine (T 4 ) 


14.5 nmol/1 


Bl 2 


185ng/l 


Folate 


10.9 Lig/1 


Random glucose 


7.8 mmol/1 


Fasting glucose 


4.2 mmol/1 


Erythrocyte sedimentation rate 


8 


C-reactive protein 


4 


Serum protein electrophoresis 


Normal 


Rheumatoid factor 


Negative 


Random cholesterol 


8 


Chest radiograph 


Unremarkable 



• Sural nerve sensory action potentials demonstrate a moderate 
reduction in conduction velocity. Motor conduction studies of 
the tibial and peroneal nerves demonstrate slightly reduced 
conduction velocity. 

• Needle electromyography examination of the distal lower 
limb muscles shows active denervation as well as chronic 
changes in the form of re- innervation patterns. 

Which one of the following is the most appropriate next 
course of action? 






Sural nerve biopsy 

Oral supplementation of all B vitamins 



Obtaining an accurate history of alcohol intake and 
recommending a detox programme 

♦ 

Magnetic resonance imaging of the thoraco -lumbar spine 

Recommending cessation of all non -prescription 
analgesia and initiating a trial of amitriptyline 



No.: 176 

Obtaining an accurate history of alcohol intake and 
recommending a detox programme 

This case highlights alcoholic neuropathy. Sensory 
symptoms, which are usually distal and symmetrical, 
include early numbness, followed by dysaesthesias, 
particularly at night. Progression to severe pain that 
is described as burning or lancinating may occur. 
Motor manifestations include distal weakness and 
muscle wasting. Autonomic disturbances are less 
common than in other neuropathies. The diagnosis is 
based on accurate history of prolonged and excessive 
alcohol intake, clinical signs and symptoms, and 
electrophysiologic testing. Management is directed at 
limiting degeneration of peripheral nerves and 
promoting restoration of normal function primarily 
through abstinence of alcohol. Nutritional support 
via a balanced diet and B vitamin supplementation 
are adjuncts to therapy along with active 
rehabilitation. The prognosis of alcoholic neuropathy 
is generally good, provided alcohol intake is 
discontinued, and other causes of neuropathy (such 
as malignancy and diabetes) are carefully excluded. 
Clinical and electrophysiological examinations are 
reported to improve, independent of age. 
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A 63 -year-old plumber was referred to a neurology clinic 
for investigation of difficulty in walking. His wife 
reported that he has been more irritable over the past 6 
months and become increasingly forgetful, often missing 
appointments, losing personal items, and having 
difficulties remembering contents of recent 
conversations. More recently, he has accused his 
neighbours of continuously watching his house and is 
now reluctant to go outdoors alone. His general 
practitioner recently prescribed flupentixol tablets to 
help him relax. On examination, his blood pressure was 
148/78 lying, 1 12/72 standing. Bedside cognitive tests 
demonstrated a Mini-Mental State Examination score of 
18 out of 30 with deficits in orientation, concentration, 
and recall. Facial expression was reduced. Examination 
of eye movements demonstrated mild limitation of 
upgaze. Tone was increased in the limbs with 
symmetrical reflexes and bilateral down-going plantars. 
There was impairment of rapid alternating finger 
movements and evidence of micrographia. Gait 
demonstrated shuffling steps with reduced arm swing. 
Which one of the following investigations is most 
likely to establish the diagnosis? 



♦ 



♦ 



Magnetic resonance imaging brain 

Anal-sphincter electromyography 

Fluor idopa positron emission tomography brain 

Cortical brain biopsy 

Blood film and serum lead level 
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Cortical brain biopsy 

The clinical scenario is suggestive of diffuse lewy 
body dementia. This condition is characterised by 
cognitive impairment with extrapyramidal 
symptoms. Visual hallucinations and paranoid 
ideation may be present. The differential diagnosis in 
this case includes idiopathic Parkinson's disease, 
multiple system atrophy, progresssive supranuclear 
palsy, and lead poisoning. The diagnosis can only be 
confirmed by post mortem examination, or cortical 
brain biopsy in life. Extrapyramidal side -effects are 
the most troublesome side-effect of the phenothiazine 
antipsychotics. Parkinsonian symptoms, dystonia, 
dyskineisa, akathisa, and tardive dyskinesia cannot 
be predicted accurately because they depend on dose 
and individual susceptibility. 



,j 
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A 63 -year-old plumber was referred to neurology clinic 
for investigation of difficulty in walking. His wife 
reported that he has been more irritable over the past 6 
months and become increasingly forgetful, often missing 
appointments, losing personal items, and having 
difficulties remembering contents of recent 
conversations. More recently, he has accused his 
neighbours of continuously watching his house and is 
now reluctant to go outdoors alone. His general 
practitioner recently prescribed flupentixol tablets to 
help him relax. On examination, his blood pressure was 
148/78 lying, 1 12/72 standing. Bedside cognitive tests 
demonstrated a Mini-Mental State Examination score of 
18 out of 30 with deficits in orientation, concentration 
and recall. Facial expression was reduced. Examination 
of eye movements demonstrated mild limitation of 
upgaze. Tone was increased in the limbs with 
symmetrical reflexes and bilateral down-going plantars. 
There was impairment of rapid alternating finger 
movements and evidence of micrographia. Gait 
demonstrated shuffling steps with reduced arm-swing. 

Which one of the following therapeutic strategies is 
most appropriate for this patient? 

Oral levodopa challenge 

Trial of oral ropinirole 

Trial of oral fludrocortisone 

Stop flupenthixol 

Trial of oral olanzapine 



•A 
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Stop flupenthixol 

The clinical scenario is suggestive of diffuse lewy 
body dementia. This condition is characterised by 
cognitive impairment with extrapyramidal 
symptoms. Visual hallucinations and paranoid 
ideation may be present. The differential diagnosis in 
this case includes idiopathic Parkinson's disease, 
multiple system atrophy, progresssive supranuclear 
palsy, and lead poisoning. The diagnosis can only be 
confirmed by post mortem examination, or cortical 
brain biopsy in life. Extrapyramidal side -effects are 
the most troublesome side-effect of the phenothiazine 
antipsychotics. Parkinsonian symptoms, dystonia, 
dyskineisa, akathisa, and tardive dyskinesia cannot 
be predicted accurately because they depend on dose 
and individual susceptibility. 
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A 23 -year-old secretary is brought to accident and 
emergency by her partner after experiencing what is 
described as 'a fit' earlier in the day. She has been off 
work for the past week complaining of a headache, 
nausea, and lethargy. Her partner reports that she has 
become increasingly confused over the past 2 days and 
aggressive towards him. She also mentioned 
experiencing strange smells and tastes. Earlier in the day, 
he noticed that she became less responsive with jerking 
movements affecting her left arm and hand, which then 
spread to affect her left leg. The episode lasted about 5 
min, after which she gradually became more rou sable. 
On examination, the patient is disorientated in place and 
time with an abbreviated mental state examination score 
of 6 out of 10. Further assessment revealed neck stiffness 
and a left- sided hemiparesis. 
Investigation results: 



Haemoglobin 


11.3 g/dl 


White cell count 


7.4 x 1071 


Haematocrit 


0.565 


Mean corpuscular volume 


88.6 fl 


Platelets 


247 x 1071 


Sodium 


139mmol/l 


Potassium 


4.9 mmol/1 


Urea 


7.1 mmol/1 


Creatinine 


81 umol/1 


Bilirubin 


8 mmol/1 


Alanine aminotransferase 


22U/1 


Albumin 


49U/1 


Alkaline phosphatase 


31U/1 


Gamma- glutamyl 
transpeptidase 


40U/1 


Ca i+ 


2.35 mmol/1 


Erythrocyte sedimentation rate 


18 


C-Reactive protein 


24 


Chest radiograph 


Unremarkable 



Which one of the following is the most appropriate 
next diagnostic investigation? 

Computed tomography head scan 






Electroencephalography 
Cerebrospinal fluid examination 
Urine microscopy 
Magnetic resonance imaging brain scan 
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Magnetic resonance imaging brain scan 

The clinical scenario is suggestive of an encephalitis 
such as that caused by herpes simplex virus infection. 
Herpes simplex encephalitis (HSE) may be associated 
with a prodrome of malaise, fever, headache, and 
nausea, followed by acute or subacute onset of an 
encephalopathy with symptoms including lethargy, 
confusion, and delirium. Headaches, seizures, and 
other focal deficits also may occur. Neurological 
findings may include encephalopathy, delirium, 
aphasia, cranial nerve deficits, and hemiparesis. 
Meningeal signs may be present. Laboratory 
investigations may show evidence of infection or 
highlight renal impairment (in which case, treatment 
must be adjusted). MRI is the imaging study of 
choice temporal lobe involvement, and early 
involvement of white matter is typical. The 
inferomedial portion of the temporal lobe is most 
commonly affected on MRI. Proton-density and T2 
images may be more helpful than Tl images. CT 
imaging is useful for the monitoring of 
encephalopathic foci and occurrence of cerebral 
oedema with low-density lesions found in two-thirds 
of cases, especially in the temporal lobes, 3-4 d after 
onset. After 1 week, contrast enhancement may be 
detectable. Other tests include 

electroencephalography, which is quite sensitive and 
shows abnormalities in four-fifths of biopsy-proven 
cases of HSE. Focal temporal changes or diffuse 
slowing may be observed. Periodic complexes and 
periodic lateralising epileptiform discharges, in the 
proper clinical context, are strongly suggestive of 
HSE. Lumbar puncture should always be performed 
in suspected HSE but only after a space-occupying 
lesion has been excluded by imaging. Acute findings 
include mildly elevated protein, normal glucose, and 
a moderate leucocytosis (mostly mononuclear cells). 
Red blood cells may be seen. Fluid should be sent for 
HSV-1 and HSV-2 polymerase chain reaction (PCR) 
to detect HSV DNA. PCR is highly specific and 
importantly remains positive up to 5 d after initiation 
of treatment. Cortical brain biopsy is only rarely 
required for confirmation of diagnosis. 
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A 5 3 -year-old man is referred by his general practitioner 
with a tremor affecting his left wrist and hand. This has 
been present for the past 8 months and is present 
intermittently but seems to worsen with stress or anxiety. 
He also reports feeling generally fatigued and low in 
mood. He has noticed a subtle decrease in dexterity and 
lack of co-ordination with activities such as playing golf. 
On examination, he is noted to have a simple oscillating 
tremor of the left hand, which is present at rest. The 
same tremor is noticed with the arms outstretched. 
Assessment of tone reveals cogwheeling in the distal left 
upper limb. Examination of his gait demonstrates small 
steps with reduced arm swing of the left upper limb with 
postural instability on tests of retropulsion. 

Which of the following therapeutic strategies is most 
appropriate in this case? 



• 



Entacapone 200 mg three times daily 
Amantadine 100 mg twice daily 
Propranolol 80 mg twice daily 
Co-Careldopa 100 mg three times daily 
Ropinirole 0.25 mg daily 



•A 
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Ropinirole 0.25 mg daily 

The clinical scenario is suggestive of Parkinson's 
disease (PD). Onset is typically asymmetrical, with 
the most common initial finding being resting tremor 
in an upper extremity. Over time, patients notice 
symptoms related to progressive bradykinesia, 
rigidity, and gait difficulty. Other initial symptoms of 
PD may be nonspecific and include fatigue and 
depression. The three cardinal signs of PD are resting 
tremor, rigidity, and bradykinesia. Of these cardinal 
features, two of three including bradykinesia are 
required to make the clinical diagnosis. The goal of 
medical management of PD is to provide control of 
signs and symptoms for as long as possible while 
minimising adverse effects. Medications usually 
provide good symptomatic control for 4-6 years. 
After this, disability progresses despite best medical 
management, and many patients develop long-term 
motor complications including fluctuations and 
dyskinesia. Levodopa, coupled with a peripheral 
decarboxylase inhibitor (PDI), remains the mainstay 
of symptomatic treatment for PD. It provides the 
greatest antiparkinsonian benefit with the fewest 
adverse effects. Dopamine agonists provide 
symptomatic benefit comparable to levodopa/PDI in 
early disease. Concerns exist that levodopa/PDI 
might accelerate disease progression or contribute to 
the development of motor fluctuations and 
dyskinesia. There is increasing evidence for use of 
dopamine agonists such as cabergoline, pramipexole, 
and ropinirole as first-line therapy as these carry a 
much lower risk of dyskinesias. Dopamine agonists 
are also used as add-on therapies to levodopa. The 
younger the patient, the more emphasis placed on 
long-term considerations to guide early treatment. 
Young patients have a longer life expectancy and are 
more likely to develop motor fluctuations and 
dyskinesia. For older patients, less emphasis is placed 
on long-term considerations; the focus is on 
providing adequate symptomatic benefit in the near 
term with as few adverse effects as possible. 
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An 18-year-old Pakistani man has been referred by 
the psychiatric SHO for advice after the following 
blood test results were obtained: 



Hb 


10.2 g/dl 


WCC 


9.3 x 1071 


Pit 


290 x 1071 


MCV 


103 fl 


Sodium 


138 mmol/1 


Potassium 


4.8 mmol/1 


Urea 


3.9 mmol/1 


Creatinine 


70 umol/1 


Bilirubin 


40 umol/1 


Albumin 


29g/l 


GGT 


120 IU/1 


AST 


80 IU/1 


ALP 


270 IU/1 



His family report that he has been hostile and irritable 
for the past 1 year. His A level grades were significantly 
worse than anticipated, and teachers have commented 
that he has been unusually unruly during lessons. He was 
admitted onto the short-stay psychiatric ward for further 
evaluation. On examination, his Mini- Mental State 
Examination score was 23/30. He had a slurring 
dysarthria and tremor affecting his right upper limb. His 
right toe and ankle appeared to be held in a fixed flexed 
position. Tone was increased in his limbs. Power was 
preserved in all muscle groups with symmetrical reflexes 
and down going plantar responses. Rapid alternating 
movements of the fingers were slow. 
Which one of the following investigations is of most 
diagnostic relevance? 






Blood film for acanthocytes 



Molecular genetic analysis for CAG repeats 
chromosome 4p 1 6 . 3 






♦ 



Bone-marrow examination 

Urinary porphyrins 

24-h urinary copper quantification 
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24-h urinary copper quantification 

The deranged liver-function tests in association with 
neurological signs are suggestive of Wilson's disease. 
Liver cirrhosis arises in conjunction with behavioural 
change, facio-oropharyngeal rigidity, Parkinsonism, 
tremor, and dystonia. Kayser-Fleischer rings may 
require slit lamp examination to visualise. Copper 
deposition results in hepatosplenomegaly. Hepatic 
biopsy may demonstrate hepatitis and cirrhosis with 
increased copper content. Measurement of free 
serum copper, total serum copper, serum 
caeruloplasmin, and 24-h urinary copper are also 
diagnostic. 
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A 29-year-old man is reviewed in the general neurology 
clinic. He has experienced progressive deterioration in 
his gait over the past 1 1 years such that he currently 
needs the assistance of a frame. Over the last 2 years, his 
hearing has progressively worsened. A detailed family 
history reveals that his maternal grandmother had 
epilepsy, his mother experienced progressive deafness in 
middle age, and his mother's sister had difficulty 
walking and was told she had multiple sclerosis. 
Which one of the following is the most likely 
diagnosis in this case? 






♦ 



Spinocerebellar ataxia type 4 
Huntington's disease 
Friedreich's ataxia 
Miller-Fisher syndrome 
Mitochondrial disorder 
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Mitochondrial disorder 

This case highlights an inherited neurological 
condition with ataxia and deafness. The age of onset 
of symptoms suggests a recessive mode of inheritance. 
The family history on the mother's side of the family 
suggests a mutation in mitochondrial DNA. It is likely 
his grandmother had myoclonic epilepsy with ragged 
red fibres (MERRF). Other mitochondrial 
myopathies include Kearns-Sayre syndrome, Leigh's 
syndrome, mitochondrial DNA depletion syndrome 
(MDS), mitochondrial encephalomyopathy, lactic 
acidosis and strokelike episodes (MELAS), 
mitochondrial neurogastrointestinal 

encephalomyopathy (MNGIE), neuropathy, ataxia 
and retinitis pigmentosa (NARP), and progressive 
external ophthalmoplegia (PEO) 
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A 19-year-old secretary presents with a 1-year history of 
progressive slowness of walking and tremor in his arms. 
He was sacked from his job after his line manager 
complained of an increasing number of mistakes at 
work, a general lack of motivation, and irritable nature. 
In his family history, his mother is alive and well, his 
father committed suicide in his early forties, and he has 
one younger sister who is alive and well. On 
examination, he is noted to be in an unkempt state with 
decreased facial expression. His Mini-Mental State 
Examination score was 22 out of 30. Tone was increased 
in the limbs with decreased speed and amplitude of 
repetitive fine finger movements. An action tremor was 
also noted. 

Which one of the following tests is most likely to 
establish the diagnosis in this case? 



♦ 



♦ 



A levodopa challenge test 



Molecular genetic analysis in the gene coding for 
superoxide dismutase 1 

Molecular genetic analysis for CAG repeats 
chromosome 4pl6.3 

Molecular genetic analysis to identify a mutation in 
the gene coding for dystrophin 

Free serum copper, total serum copper, and serum 
caeruloplasmin 
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Molecular genetic analysis for CAG repeats 
chromosome 4pl6.3 

This patient presents with the Westphal variant of 
Huntington's disease (HD) which manifests as 
presentation in youth with associated Parkinsonian 
symptoms. The family history of suicide is of 
relevance and may be associated with behavioural 
features of the disease or retained insight during 
emergence of neurological symptoms. HD is inherited 
in an autosomal dominant pattern with complete 
penetrance. The gene for HD is on the short arm of 
chromosome 4, which contains CAG repeats (coding 
for glutamine). Healthy subjects have 11-34 repeats, 
while patients with HD have more than 40. Paternal 
inheritance is associated with anticipation 
(increasingly earlier age of onset in subsequent 
generations). 
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A 46 -year-old University Lecturer is referred to out- 
patient clinic for further investigation of headaches. He 
reports attacks of very severe burning pain, which 
develop over a few minutes on the left side of his head 
behind the eye. Sometimes, he feels nauseous and 
occasionally notices the pain spreading to his forehead. 
Attacks last from 20 min to 1 h and occur up to three 
times a day. The attacks are particularly troublesome at 
night, often waking him from sleep, and are frequently 
associated with a runny nose. His wife reports that he 
often paces about banging his head with his fist during 
episodes and seems tearful. He mentions that he feels 
under particular stress at work with recent difficulties 
meeting deadlines for preparing lectures and marking 
course work. He often lies in bed worrying about his 
symptoms and has lost his appetite. His younger sister 
suffers from migraines, and his mother is on medication 
for depression. He drinks about 5 pints of beer at 
weekends, although he has reduced this recently as he 
feels it aggravates the headaches. 
Which one of the following treatments is likely to be 
of most long-term benefit? 






Inhalation of high flow, concentrated oxygen 
Oral ibuprofen 200 mg up to four times daily 
Advice on relaxation and biofeedback therapies 



Oral verapamil 40 mg three times daily titrated to 
effect 



♦ 



Oral fluoxetine 20 mg daily 
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Oral verapamil 40 mg three times daily titrated to effect 

The scenario is suggestive of cluster headaches (CH). 
Attacks of CH are typically short in duration (5-180 
min) and occur with a frequency from once every 
other day to eight times a day, particularly during 
sleep. CH is not preceded by aura, unlike migraine, 
and pain is generally described as excruciating or 
penetrating, and not throbbing. Pain may radiate to 
other areas of the face and neck but is typically 
periorbital. An attack of CH is dramatic during 
which the patient may be extremely restless. Patients 
may rock and pace around, or bang their heads. The 
association of prominent autonomic phenomena is a 
hallmark of CH. Signs include ipsilateral nasal 
congestion and rhinorrhea, lacrimation, conjunctival 
hyperaemia, facial diaphoresis, palpebral oedema, 
and complete or partial Horner syndrome (which 
may persist between attacks). Pharmacologic 
management of CH may be classified as abortive 
(aimed at stopping or reducing the frequency of acute 
attacks) or prophylactic (aimed at reducing the 
frequency and intensity of individual exacerbations). 
Effective prophylactic therapy is considered the 
cornerstone of treatment. Calcium-channel blockers 
inhibit the initial vasoconstricitive phase of CH. 
Verapamil is perhaps the most effective calcium- 
channel blocker for CH prophylaxis. Inhalation of 
high-flow, concentrated oxygen is an extremely 
effective therapy for aborting CH attack. Invasive 
nerve blocks and ablative neurosurgical procedures 
(such as percutaneous radio frequency, trigeminal 
gangliorhizolysis, and rhizotomy) have been 
implemented successfully in cases of refractory CH. 
More recently, gamma-knife radiosurgery has 
provided a less invasive alternative for pervasive CH. 
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A 67-year-old carpenter was reviewed in an out-patient 
clinic complaining of weakness in his arms and 
'twitching' of his thighs. His symptoms started 8 months 
ago when he noticed difficulties shelving heavy objects 
in his garage. Three weeks ago, he noticed weakness 
affecting his left hand. His children have noticed that his 
speech has become slurred and that he is 
uncharacteristically tearful. He has lost 5 kg in weight in 
the past year. He has smoked ten cigarettes a day for the 
past 25 years and drinks 5 pints of cider a week. 
On examination, cranial-nerve examination was 
unremarkable. Fasciculation was noted over both 
scapular regions with wasting of the small muscles of the 
right hand. Power was reduced in all muscle groups of 
the right upper limb. Examination of the lower limbs 
demonstrated fasciculation over the quadriceps 
bilaterally with difficulty rising from a low chair. 
Reflexes were symmetrically brisk with bilateral 
extensor plantar s. Examination of co-ordination and 
sensation was grossly normal. 
Which one of the following is the most likely 
diagnosis in this case? 
(? 






Lathyrism 

Cervical myelopathy 

Polymyositis 

Multi-focal neuropathy with conduction block 

Motor neurone disease 



& 
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Motor neurone disease 

The clinical scenario is suggestive of motor neurone 
disease (MND) with mixed upper- and lower motor 
neurone symptoms in the limbs. MND presents with 
proximal of distal asymmetrical weakness of the 
limbs, or with bulbar dysfunction. Deficits are often 
accompanied by leg cramps and fasciculation in the 
proximal limb muscles. Nerve-conduction studies and 
electromyography are helpful in establishing the 
diagnosis, but the overall diagnosis remains clinical. 
Imaging of the brain and cervical cord is important 
in excluding an underlying inflammatory process and 
cervical myelopathy. A lumbar puncture is useful for 
excluding an inflammatory or malignant process. 
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A 67-year-old carpenter was reviewed in an out-patient 
clinic complaining of weakness in his arms and 
'twitching' of his thighs. His symptoms started 8 months 
ago when he noticed difficulties shelving heavy objects 
in his garage. Three weeks ago, he noticed weakness 
affecting his left hand. His children have noticed that his 
speech has become slurred and that he is 
uncharacteristically tearful. He has lost 5 kg in weight in 
the past year. He has smoked ten cigarettes a day for the 
past 25 years and drinks 5 pints of cider a week. 
On examination, cranial-nerve examination was 
unremarkable. Fasciculation was noted over both 
scapular regions with wasting of the small muscles of the 
right hand. Power was reduced in all muscle groups of 
the right upper limb. Examination of the lower limbs 
demonstrated fasciculation over the quadriceps 
bilaterally with difficulty rising from a low chair. 
Reflexes were symmetrically brisk with bilateral 
extensor plantar s. Examination of co-ordination and 
sensation was grossly normal. 
Which one of the following investigations is most 
likely to confirm the suspected diagnosis? 






Cerebrospinal fluid cytology 

Anti-Hu antibody 

Magnetic resonance imaging cervical spine 

Nerve-conduction studies and electromyography 

Quadriceps muscle biopsy 



No.: 186 

Nerve-conduction studies and electromyography 

The clinical scenario is suggestive of MND with 
mixed upper- and lower motor neurone symptoms in 
the limbs. MND presents with proximal of distal 
asymmetrical weakness of the limbs, or with bulbar 
dysfunction Deficits are often accompanied by leg 
cramps and fasciculation in the proximal limb 
muscles. Nerve-conduction studies and 

electromyography are helpful in confirming the 
diagnosis and in excluding other potentially treatable 
conditions, notably multifocal motor neuropathy. 
Imaging of the brain and cervical cord is important 
in excluding an underlying inflammatory process and 
cervical myelopathy. A lumbar puncture is useful for 
excluding an inflammatory or malignant process. 
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A 58-year old woman presents to the emergency 
department with a 2- week history of facial asymmetry 
first noticed by her husband who had commented that 
her smile was crooked. She had noted difficulty in 
closing her right eye fully. For the past six months she 
had been troubled intermittently by dizziness and 
pulsatile tinnitus, and had noted that her hearing was 
getting worse. Her only past medical history was on 
hypertension, for which she took bendroflumethiazide. 
On examination, her pulse was 78/min, regular. Jugular 
venous pressure (JVP) was not raised. Blood pressure 
was 146/82 mmHg, and heart sounds were normal. 
Respiratory and abdominal examinations were 
unremarkable. Cranial nerve examination revealed mild 
right facial weakness, with normal facial sensation. 
Rinnes' test showed that bone conduction was better 
than air conduction on the right, but air conduction was 
better on the left. Weber's test lateralised sound to the 
left ear. There appeared to be palatal deviation to the left, 
and on testing the gag reflex, sensation on the right side 
was diminished. Hallpike's manoeuvre was negative. 
Peripheral nerve examination revealed normal tone, 
power, reflexes, sensation and co-ordination bilaterally. 

What is the diagnosis? 

Posterior inferior cerebellar aneurysm 
Acoustic neuroma 
Glomus jugulare tumour 
Nasopharyngeal carcinoma 
Carotid artery aneurysm 
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Glomus jugulare tumour 

Glomus jugulare tumours are slow -growing, highly 
vascular tumours derived from neural tissue and 
arising within the jugular foramen of the temporal 
bone. The annual incidence is around 1 in 1.3 million 
people per year. There is a female preponderance 
(female: male ratio between 3 and 6:1). They tend to 
present between 40 and 70 years of age. The tumours 
grow slowly and may extend into the middle ear. 
Only about 4% metastasise. The base of the skull can 
be eroded, with extension to the mastoid and occipital 
bones. 

The commonest symptoms are deafness and pulsatile 
tinnitus. Hearing loss may be conductive or 
sensorineural; with the latter there may be vertigo. A 
mixed pattern may not uncommonly occur. Cranial 
nerves IX to XI pass through the jugular foramen, 
and so are commonly involved. Less commonly, the 
tumours can enlarge sufficiently to cause affect 
cranial nerves VII and XII. Intracranial extension 
can produce headache, hydrocephalus and raised 
intracranial pressure. Otoscopic examination may 
reveal a characteristic pulsatile reddish-blue mass 
behind the tympanic membrane. Surgical resection is 
the treatment of choice, although embolisation and 
radiotherapy have been used. 
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A 38-year old gardener presents with a 2-day history of slurred 
speech, blurred vision, diplopia, colicky abdominal pain and 
diarrhoea. Over the past 24 h he has developed weakness in 
his arms and difficulty swallowing. He has no past history of 
note, and is not on any regular medications. He smokes 20 
cigarettes per day, and drinks 8 units of alcohol per week. He 
denies recreational drug use. 

On examination he is afebrile. His pulse is 80/min regular, 
blood pressure 112/58 mmHg, heart sounds are normal and his 
chest is clear. His abdomen is diflusely tender, but without 
guarding or rebound tenderness; bowel sounds are normal. Per 
rectum examination reveals some liquid stool but no blood or 
masses. 

Neurological examination reveals dilated pupils bilaterally 
which react sluggishly to light. There is binocular diplopia but 
no obvious ophthalmoplegia. He is dysarthric and the gag 
reflex is impaired. Vital capacity standing was 3.05, and lying 
down was 2.10. 

Peripheral nerve examination revealed grade 3 power affecting 
upper and lower limbs. Reflexes were present only with 
reinforcement. Sensation was intact and co-ordination was 
limited by his limb weakness. 

Investigations were as follows: 



White cell count (WCC) 


6.6 x 10 9 /1 


Haemoglobin 


13.2 g/dl 


Platelets 


324 x 10 y /l 


Erythrocyte sedimentation rate 
(ESR) 


12 mm/1 st hour 


Na + 


138mmol/l 


K + 


4.4mmol/l 


Urea 


6.6 mmol/1 


Creatinine 


98 umol/1 


Bilirubin 


15 fimol/1 


Alanine aminotransferase 


46IU/1 


Alkaline phosphatase 


136IU/1 


Albumin 


39 gl 


Calcium 


2. 1 mmol/1 


Phosphate 


1.64 mmol/1 


Thyropid- stimulating hormone 
(TSH) 


2.66 rnu/1 


C-reactive protein (CRP) 


22mg/l 


Antinuclear antibodies, ANCA, 
rheumatoid factor 


Negative 


Electrocardiogram (ECG) 


Normal sinus rhythm 


Chest X-ray 


Lung fields clear; normal 
cardiac silhouette 


Computed tomography (CT) of 
the brain 


Normal 



What is the most likely diagnosis? 

Guillain-Barre syndrome 
Myasthenia gravis 
Botulism 

Acute poliomyelitis 

I? 

Lyme disease 
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Botulism 

Botulism is caused by neurotoxins produced by the 
anaerobic spore-forming bacterium Oostridium 
botulinum. These neurotoxins block the release of 
acetylcholine at the neuromuscular junction, 
resulting in a flaccid paralysis. The onset of 
symptoms occurs between 2 h and 8 days after 
ingestion. Neurological symptoms are of a descending 
symmetrical flaccid paralysis; neurological symptoms 
are the same irrespective of the route of entry of the 
toxin, but may develop more quickly with toxin 
inhalation Cranial nerve palsies produce diplopia, 
ptosis, facial weakness, dysphagia and dysarthria. 
This is followed by weakness affecting the neck and 
arms. After this, the respiratory muscles and muscles 
of the lower body are affected. Respiratory muscle 
involvement can be fatal. There may be autonomic 
signs with dry mouth, fixed or dilated pupils, and 
cardiovascular, gastrointestinal and urinary 
autonomic dysfunction Typically diarrhoea, nausea 
and vomiting are present in the early phase 
(especially in cases of food-borne botulism), whereas 
after the appearance of neurological signs, 
constipation occurs. Diagnosis is by isolating the 
toxin in the blood, urine or stool. Nerve conduction 
studies and Electromyography (EMG) can be 
supportive of the diagnosis, showing incremental 
responses to repeated nerve stimulation Treatment is 
supportive until the effect of the toxin has worn off. 
Large doses of botulinum antitoxin can be given 
intravenously, but are ineffective once the toxin has 
bound to an acetylcholine receptor site. The drug 
guanidine hydrochloride helps to reduce 
neuromuscular blockade. 
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A 72-year old man presents to the emergency department 
with severe flinging movements of his right arm. 
Where is the causative lesion? 

Right caudate nucleus 

Left subthalamic nucleus 

Globus pallidus 

Right subthalamic nucleus 

Left caudate nucleus 
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Left subthalamic nucleus 

Hemiballismus is a movement disorder which 
manifests as unilateral involuntary flinging 
movements of the proximal upper limbs. The lesion is 
in the contralateral subthalamic nucleus of Luys. In 
the elderly the usual cause is a vascular event such as 
a stroke, whereas in younger patients the aetiology 
may be infectious or inflammatory. Hemiballismus 
patients require treatment both for the underlying 
aetiology and for the movements themselves. There 
are no large controlled clinical trials to guide anti- 
ballismus therapy. Dopamine receptor blocking 
agents have been shown to suppress choreic and 
ballistic movements. Standard neuroleptic drugs such 
as haloperidol are started at low doses and titrated as 
tolerated until the movements are controlled. 
Catecholamine-depleting agents such as 

tetrabenazine may be considered when long-term 
therapy is required. 
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A 76 -year old man presents with a history of painless 
loss of vision affecting his left eye which resolved after 
about 3 min. His past medical history is of hypertension, 
and a previous transient ischaemic attack 2 years earlier 
when he had transient weakness of his right arm and 
dysarthria. His current medications are aspirin, atenolol 
and bendrofluazide. His blood pressure is 126/64 mmHg. 

Carotid dopplers are as follows: 





Internal carotid 
artery 


External carotid 
artery 


Left 


60% stenosis 


90% stenosis 


Right 


50% stenosis 


65% stenosis 



What is the next most appropriate treatment? 

Increase aspirin to 150 mg od 






Left carotid endarterectomy 
Change to clopidogrel 
Add dipyridamole 
Start warfarin 
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Add dipyridamole 

Previously aspirin and dipyridamole in combination 
was the treatment for secondary prevention of choice 
after stroke or TIA because of the results of the 
ESPS-2 study. This has now been superceded 
however by recent NICE guidelines which 
recommend the use of clopidogrel for proven stroke, 
but conform to ESPS-2 for TIA, recommending 
aspirin and dipyridamole. There is no indication for 
carotid endarterectomy with internal carotid artery 
(ICA) stenosis under 75%. The patient is not in atrial 
fibrillation, and so warfarin is not indicated. 
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A 52-year old woman presents to the emergency 
department with a 6-week history of tiredness and 
unsteadiness on her feet, with some paraesthesia 
affecting her legs. She has a 3 -year history of 
hypothyroidism, and was diagnosed with type 2 diabetes 
6 months earlier. Her current medications are thyroxine 
50 ug od and metformin 500 mg bd. She is a non- 
smoker, and doesn't drink alcohol. Her most recent 
blood tests revealed normal thyroid function tests and a 
haemoglobin A ic of 7.2%. 

On examination, she has a small hypopigmented rash 
over the dorsum of her left hand. She has a spastic 
paraparesis with grade 4 power in the lower limbs. Knee 
reflexes are diminished, and ankle jerks are lost. Plantar 
response is extensor bilaterally. Joint position sense is 
lost at the toes and ankles, but there is normal pain 
sensation. 

What is the most likely diagnosis? 

Syringomyelia 






Spinal cord meningioma 

Spinal metastases 

Multiple sclerosis 

Subacute combined degeneration of the cord 
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Subacute combined degeneration of the cord 

Subacute combined degeneration of the cord is a 
metabolic disorder due to vitamin B i2 deficiency. It 
can also be caused by folate deficiency. The posterior 
columns and corticospinal tracts are specifically 
damaged, but the clinical picture can be complicated 
by the early development of coexistent peripheral 
nerve damage. Symmetrical loss of posterior columns 
produces an ataxic gait with loss of joint position 
sensation. Signs include spasticity in the legs, 
hyporeflexia at the knees, loss of ankle jerks and 
extensor plantar responses. Occasionally there may 
be an associated peripheral sensory neuropathy, 
though relative sparing of spinothalamic tracts is 
typical. Treatment is with hydroxocobalamin 
injections which improve peripheral nerve damage, 
though resolution of spinal cord function is not 
always significant. In this patient, the vitamin B 12 
deficiency may be due to pernicious anaemia, which 
is associated with other organ-specific immune 
disorders such as diabetes mellitus, thyroid disease 
and vitiligo. 
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A 38-year old man is admitted to the emergency 
department with severe right occipital headache and 
neck pain which came on acutely while he was playing 
rugby for his local team. 

On examination he has diminished sensation over the 
right side of his face, with ipsilateral facial weakness. He 
has diplopia on looking to the right. He has grade 4 
power affecting his left arm and leg, with associated 
sensation loss. Co-ordination in his right hand is 
impaired. 



What is the most likely diagnosis? 

Basilar artery aneurysm 
Cervical vertebral fracture 
Subarachnoid haemorrhage 
Vertebral artery dissection 
Basilar migraine 
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Vertebral artery dissection 

Vertebral artery dissection typically presents with 
severe occipital headache and neck pain following 
head or neck injury. The trauma is generally from a 
trivial mechanism, but is associated with some degree 
of cervical distortion. Focal neurological signs 
attributable to ischaemia of the brainstem and 
cerebellum ultimately develop in 85% of patients, 
although there may be a latent period of up to 3 days 
between the onset of pain and the development of 
central nervous system sequelae. 

The commonest reported symptoms are attributable 
to lateral medullary dysfunction, including ipsilateral 
facial dysaesthesia, dysarthria or hoarseness, 
ipsilateral limb or trunk numbness, ipsilateral loss of 
taste, vertigo, dysphagia, diplopia and 
disequilibrium. Rarely patients may manifest 
symptoms of a medial medullary syndrome: 
contralateral weakness/paralysis (pyramidal tract) 
and contralateral numbness (medial lemniscus). 
Ipsilateral Horner's syndrome occurs in as may as 
one-third of patients. 

Risk factors associated with vertebral artery 
dissection include spinal manipulation, yoga, ceiling 
painting, judo, nose blowing, minor neck trauma, 
fibromuscular dysplasia, cystic medial necrosis, oral 
contaceptive pill use, chronic headache syndromes 
and female sex. 
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A 74-year old man is seen in clinic with a history of 
worsening memory problems and confusion. His wife 
had noted that his sleep was becoming more disturbed as 
he complains of vivid nightmares and visual 
hallucinations. Over the past few weeks he had found it 
increasingly difficult to dress and undress himself, and 
his mobility has deteriorated. 

On examination, he is bradykinesic with a resting tremor 
and rigidity affecting his arms and legs. His Mini- 
Mental-State Examination (MMSE) is 18/30. 



What 



What is the diagnosis? 

Parkinson's disease 
Pick's disease 
Vascular dementia 
Lewybody disease 
Alzheimer's disease 



No.: 193 

Lewy body disease 

Lewy body dementia is the second most common 
cause of dementia in the elderly after Alzheimer's 
disease. The core feature is a progressive dementia, 
but other characteristic features include 
Parkinsonism, visual hallucinations fluctuating 
cognitive abilities and executive function, and an 
increased risk of falls or autonomic failure. There is 
impairment of the ability to judge distances and 
carry out simple actions. Psychosis is often the most 
troublesome problem in patients with Lewy body 
dementia, and most patients are intolerant of the 
usual neuroleptic medication because of extreme 
sensitivity to the side-effects of these drugs. The 
mainstay of treatment is ensuring a safe non- 
threatening environment and supporting the carer. 
There is some evidence that cholinesterase inhibitors 
may be beneficial in Lewy body dementia, although 
this is currently not a licensed indication. Average life 
expectancy from diagnosis is about 6 years. 
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A 17-year old girl is referred with a 2- week history of 
inco-ordination. She has become generally clumsier, 
with increasing difficulty using her cutlery, and her 
handwriting had also deteriorated. Her mother had noted 
that her speech was more slurred. She had no significant 
past medical history of note, and had achieved her 
developmental milestones normally. She had just 
finished her GCSEs in which she achieved good grades, 
and had just started at a sixth form college to study for 
her A levels. Her only family history of note was that her 
father had epilepsy which was well controlled. She 
denied smoking, alcohol or recreational drug use. Her 
appetite was good and her weight was stable. 
On examination she appears well. Her pulse is 72/min, 
regular, jugular venous pressure is not raised. Blood 
pressure is 116/68 mmHg. Heart sounds are normal and 
her chest is clear. Abdominal examination is 
unremarkable. Neurological examination reveals 
bilateral nystagmus on lateral gaze, mild tremor affecting 
her hands, scanning dysarthria, bilateral dysmetria and 
dysdiadochokinesis, and an ataxic gait. 

Investigations are as follows: 



White cell count (WCC) 


5.6 x 1071 


Haemoglobin 


14.4 g/dl 


Platelets 


324 x 10 y /l 


Na + 


144 mmol/1 


r 


4.4mmol/l 


Urea 


3.2mmol/l 


Creatinine 


68 umol/1 


Bilirubin 


22 umol/1 


Alanine aminotransferase 


110IU/1 


Alkaline phosphatase 


108 IU/1 


Albumin 


44 g/1 


Glucose 


6.2mmol/L 


Ferritin 


290ug/l(15- 

200) 


Caeruloplasmin 


0.36 g/1 (0.2- 
0.6) 


Magnetic resonance imaging (MRI) of 
the brain 


Normal 



What is the most likely diagnosis? 



♦ 



♦ 



Wilson's disease 
Haemochromatosis 
Phenytoin toxicity 
Spinocerebellar syndrome 
Demyelinating disorder 
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Phenytoin toxicity 



Phenytoin toxicity 
unsteadiness and 



can cause mental slowing, 
a cerebellar-like syndrome. 
Nystagmus occurs even with mild toxicity. Phenytoin 
can cause abnormal liver function tests. Ferritin is an 
acute phase protein and can be raised for a number 
of different reasons. Haemochromatosis is unlikely 
with levels <500 ug/1. Wilson's disease is excluded by 
a normal caeruloplasmin. Demyelinating disorders 
can produce a cerebellar syndrome, but the Magnetic 
resonance image (MRI) of the brain is normal. 



^ 



1 
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A 74-year old man presents to the emergency department 
with acute onset of dizziness, palpitations, and tingling 
and pain down his legs while tending to his vegetables in 
the garden. He is unable to stand or weight-bear. He 
denies any weakness affecting his upper limbs, and 
denies headache, diplopia, dysarthria or dysphagia. His 
past medical history is of hypertension, type 2 diabetes 
and hyp erchol ester olaemia, and he currently takes 
bendroflumethiazide 2.5 mg od, gliclazide 40 mg od and 
simvastatin 40 mg nocte. He smokes 20 cigarettes per 
day and drinks the occasional glass of whiskey. 
On examination he is afebrile. His pulse is 11 8/min, 
irregular. Blood pressure is 164/88 mmHg. Heart sounds 
are normal and his chest is clear. 2 saturations are 97% 
on air. His abdomen is soft and non-tender with normal 
bowel sounds. Per rectum examination reveals an empty 
rectum with no blood or masses and reduced anal tone. 
He has a flaccid paraparesis affecting his lower limbs. 
Knee and ankle reflexes are absent, and his plantar 
response is extensor bilaterally. He has reduced 
sensation to pin-prick in his lower limbs with a sensory 
level at T12. Vibration and joint position sensation are 
normal. 



Investigations are as follows: 


White cell count 
(WCC) 


5.6 x I0 y /1 


Haemoglobin 


13.2 x 1071 


Platelets 


314 x 1071 


Na + 


144 rnmol/1 


r 


4.2 mmol/1 


Urea 


6.6 mmol/1 


Creatinine 


144 umol/1 


Glucose 


8.2 mmol/1 


Electrocardiogram 
(ECG) 


Atrial fibrillation, rate 110 
beats/min. Left axis 
deviation 


Chest X-ray 


No appreciable disease 



What is the most likely diagnosis? 






♦ 



♦ 



Transverse myelitis 
Guillain-Barre syndrome 
Prolapsed intervertebral disc 
Spinal cord metastasis 
Anterior spinal artery occlusion 
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Anterior spinal artery occlusion 

The combination of paraparesis with spinothalamic 
sensory loss, dorsal column sparing and sphincter 
disturbance suggests an anterior spinal cord 
syndrome. The anterior spinal artery is one of the 
major arteries of the spinal cord. It is formed from 
branches of the vertebral arteries as they unite in the 
median fissure of the spinal cord. The anterior spinal 
artery is vulnerable to the effects of vascular disease 
since it has a relatively poor collateral supply. 
Areflexia occurs due to spinal cord shock Fine touch 
and joint position sense are usually unaffected 
because the dorsal columns are supplied by the 
posterior spinal artery. This patient is noted to have 
new-onset atrial fibrillation, which may have caused 
an embolic occlusion of the anterior spinal artery. 



,j 
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A 30 -year old woman is seen in the emergency 
department with an excruciating throbbing left-sided 
headache which is mainly orbital and temporal in 
location. She complains of photophobia, and is curling 
up into a ball to try to stop it getting worse. Her left eye 
is red and tearful. She also has a runny nose. She has no 
past medical history of note, but has been experiencing 
recurrent episodes of this headache. Each episode lasts 
between 5 and 25 min, and may come on at any time. 
She has been experiencing at least 12 episodes each day. 

What treatment is most likely to be effective for this 
patient? 

High-flow oxygen 

Metoclopr amide 






Indomethacin 
Amitriptyline 
Codeine phosphate 



•A 
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Indomethacin 

This patient has chronic paroxysmal hemicrania 
(CPH), which is characterised by unilateral pain 
which is generally oculofrontotemporal in location It 
can occur at any time, and patients often describe a 
throbbing, boring, pulsating or claw-like pain. 
Frequency of attacks is usually 10-20 per day. 
Episodes usually last 2-25 min, but may last as long 
as 60 min. Patients may also complain of ipsilateral 
conjunctival injection, ptosis and lid swelling, 
lacrimation and rhinorrhoea. Occasionally 
photophobia may be present. The most effective 
treatment is with indomethacin. 

The most important differential diagnosis is from 
cluster headache (CH) and from other headache 
syndromes characterised by autonomic dysfunction 
such as SUNCT (short-lasting unilateral 
neuralgiform headache with conjunctival injection 
and tearing). CH has male preponderance, unlike 
CPH, which is more common in females. In CPH, 
frequency of attacks is higher, usually more than 15 
in 24 hours, whereas CH has an attack frequency of 
1-4 (maximum 8) in 24 hours. The duration of 
headaches is shorter in CPH (2-25 min) than in CH 
(15-60 min). 
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A 6 8 -year old man is seen in clinic with a history of 
weakness in his arms and legs. His problems had started 
6 months earlier when he had developed onset of 
weakness affecting his right hand over the course of 5 
days. He had seen his general practitioner who had 
prescribed aspirin. Despite this the weakness had spread 
to his right arm and leg. Three weeks ago he had 
developed slurring of his speech, and noticed that the 
muscles in his arm would twitch occasionally. 
His past medical history included rheumatoid arthritis, 
for which he took azathioprine and ibuprofen. He 
smoked 25 cigarettes per day, and drank the occasional 
pint of beer. He had noticed that he had lost a stone in 
weight in the past 6 months. 

On examination he appeared emaciated. Cardiovascular, 
respiratory and abdominal examinations were 
unremarkable. Cranial nerve examination was 
unremarkable with normal jaw jerk and no tongue 
fasciculations. Upper limb examination revealed 
fasciculations over the biceps and triceps of his right 
arm. There was wasting of the small muscles of his 
hands bilaterally. He had grade 4 power his upper limbs. 
Biceps and triceps reflexes were brisk bilaterally. 
Sensation was normal. Lower limb examination revealed 
bilateral quadriceps wasting with occasional 
fasciculations over the right quadriceps. Tone was 
normal bilaterally. Power was reduced to grade 4/5 in a 
pyramidal distribution in the lower limbs. Knee reflexes 
were brisk bilaterally, with absent ankle jerks. Plantar 
responses were withdrawal. Sensation was unimpaired. 

What is the most likely diagnosis? 



♦ 
• 



Cervical myelopathy 
Lambert-Eaton syndrome 
Syringomyelia 
Amyotrophic lateral sclerosis 



Chronic inflammatory demyelinating 
polyradiculopathy 
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Amyotrophic lateral sclerosis 

This patient has a combination of upper and lower 
motor neurone signs affecting his arms and legs, 
without evidence of sensory impairment. Thus the 
most likely diagnosis is amyotrophic lateral sclerosis 
(ALS). ALS is the commonest form of motor neurone 
disease, accounting for 65-85% of cases. It is a 
devastating disorder of the anterior horn cells of the 
spinal cord and motor cranial nuclei. It begins 
insidiously as weakness, atrophy or fasciculations in 
one or more limbs; fasciculations and atrophy of the 
tongue may also be noted. Respiratory insufficiency 
is usually a late complication. Riluzole, a glutamate 
antagonist has been licensed for ALS with the aim to 
extend life or time to ventilation for individuals with 
ALS. It is thought that excessive stimulation of 
glutamate receptors on neurones may cause or play 
an important role in the destruction of motor 
neurones in motor neurone disease. Riluzole works 
by inhibiting the release of glutamate, decreasing the 
firing of motor neurones and protecting them from 
glutamate-mediated damage. 



-J 
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A 54-year old man presents to the emergency department 
complaining of exertional dyspnoea and weakness. He 
used to enjoy cycling in the evenings after work, but 
finds that he gets breathless and tired very quickly. He 
has noticed that he cannot always finish his meals, as he 
feels as if he is going to choke. His speech would 
become intermittently slurred. He has no past medical 
history of note, and takes no regular medications. He is a 
non-smoker and drinks two glasses of wine per day. 
On examination, he appears well. Cardiovascular, 
respiratory and abdominal examinations are 
unremarkable. Cranial nerve examination reveals mild 
ptosis bilaterally, but is otherwise unremarkable. Tone, 
power, reflexes, sensation and co-ordination are normal 
in all four limbs. However, limb weakness becomes 
apparent on repeated testing. 

Which of the following medications is least likely to 
exacerbate this condition? 






Ciprofloxacin 

Lithium 

Gentamicin 

Digoxin 

Phenytoin 
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Digoxin 

This patient has myasthenia gravis as evidenced by 
symptoms and signs of fatigu ability. Myasthenia gravis is 
an acquired autoimmune disorder characterised by 
weakness, typically of the periocular, facial, bulbar and 
girdle muscles. It is associated with serum immunoglobulin 
G (IgG) antibodies to acetylcholine receptors in the 
postsynaptic membrane of the neuromuscular junction. 
Classically the muscles demonstrate fatigability. 

Diagnosis - Tensilon test: 

• electromyography (EMG): decrement in muscle action 
potential with repetitive stimulation 

• acetylcholine receptor antibodies present in 90% with 
generalised disease, and 75% with ocular symptoms 

• computed tomography (CT)/magnetic resonance imaging 
(MRI) of the mediastinum to look for thymoma 

Treatment: 

• oral anticholinesterase medication (eg pyridostigmine) 

• thymectomy if thymoma present 

• immunosuppression with corticosteroids +/— 

— intravenous immunoglobulins 

— plasmapheresis 

Myasthenia gravis can be exacerbated by various drugs, 
including the following (non- exhaustive) list: 

Antibiotics (e.g. aminoglycosides, ciprofloxacin, 

erythromycin, ampicillin). In particular tetracyclines have 

neuromuscular blocking effects (possibly related to 

calcium chelation and thus impaired ACh release) 

Beta-adrenergic receptor blocking agents (e.g. 

propranolol, oxprenolol) (theoretical worsening of MG 

based on propensity to cause side effects of fatigue and 

weakness) 

Lithium 

Magnesium 

Procainamide (acute pulmonary failure from use in MG) 

Verapamil 

Quinidine 

Chloroquine 

Prednisolone (although this agent is also obviously used for 

control of symptoms, under close specialist supervision; 

the initial aggravation with introduction of steroid 

treatment for MG must be closely watched for) 

Timolol (i.e. a topical beta-blocking agent used for 

glaucoma) 

Anticholinergics (e.g. trihexphenidyl) 

Neuromuscular blocking agents, including vecuronium 

and curare, should be used cautiously in myasthenics to 

avoid prolonged muscular blockade. 
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A 66-year old man is seen in the emergency department 
with a history of increasing confusion. His wife reports 
that since he retired 2 years ago, he had become 
increasingly apathetic, and had lost interest in activities. 
He had worked as a local councillor for years, and his 
wife thought that he might have become depressed since 
his retirement. She had taken him to see his general 
practitioner (GP) who started him on fluoxetine. 
However, he started becoming more forgetful, with his 
wife having to take over management of their finances. 
His wife also reports that his mobility had been 
gradually deteriorating, and she had eventually bought 
him a Zimmer frame, but he could no longer use this 
properly. For the past few weeks his clothes would be 
frequently soaked with urine. 
What treatment should be considered for this 
patient? 

(• 

Trimethoprim 



♦ 



♦ 



Trial of levodopa 
Thiamine 

Ventriculoperitoneal shunt 
Donepezil (Aricept) 
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Ventriculoperitoneal shunt 

This patient has normal pressure hydrocephalus 
(NPH) as evidenced by the triad of gait apraxia, 
cognitive impairment and urinary incontinence. The 
usual sequence is of gait disturbance, followed by 
cognitive decline, and then urinary incontinence. 
Diagnosis is by computed tomography (CT) of the 
brain which demonstrates enlarged ventricles in the 
presence of normal sulci (ie without significant 
superficial cortical atrophy). Treatment by 
ventriculoperitoneal or ventriculoatrial shunting 
remains controversial, as there are no randomised 
clinical trials assessing its benefit. Predicting 
response to shunting requires a large-volume lumbar 
puncture : neuropsychological testing and timed 
walking test are performed before and after removal 
of 20-50 mis of CSF via lumbar puncture. There is 
wide variability in patient response to cerebrospinal 
fluid (CSF) diversion; according to one review, 59% 
of patients reported improvement after shunting, 
with persistent improvement occurring in only 29%. 
Complications occurred in 38%, with a 6% combined 
rate of permanent neurological deficit and death 
Thus shunting should only be used in selected 
patients. Before considering patients for shunting, a 
trial of CSF drainage by lumbar puncture is often 
performed, to see if there is clinical improvement. 
Gait is the aspect which is most likely to improve 
following shunting. Factors associated with an 
increased likelihood of benefit from shunting include: 

• clear cause for the NPH (eg history of meningitis or 
subarachnoid haemorrhage) 

• relatively preserved cognition 

• removal of 20-50 ml CSF leads to a measurable 
improvement in gait 

• absence of vascular risk factors and no evidence of 
vascular disease on CT/magnetic resonance imaging 
(MRI) 

• short progressive history. 

NB. Normal pressure hydrocephalus should not be 
confused with the separate condition of idiopathic 
("benign") intracranial hypertension, which may be 
treated with lumbo- peritoneal shunting. 
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A 58-year old man presents to the emergency department 
with pain and paraesthesia over the left side of his 
buttock, radiating down the posterolateral aspect of his 
left thigh to the dorsum of his foot. There is associated 
sensory loss to light touch over the dorsum of his foot 
and the anterolateral aspect of his leg. He notes mild 
weakness in his knee flexion and dorsiflexion of his left 
foot and toes. His deep tendon reflexes are normal. 

What is the cause of his symptoms? 

Sciatic nerve palsy 
L4 radiculopathy 
peroneal nerve palsy 



♦ 






L5 radiculopathy 
SI radiculopathy 
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L5 radiculopathy 

Localisation of lumbosacral nerve root lesions are as 
follows: 

• 2nd and 3rd lumbar root: 

- weak hip flexors and quadriceps 

- knee jerks affected 

- radicular pain/paraesthesia over anterior aspect of 
the thigh, groin and testicle 

- superficial sensory deficit: anterior thigh 

• 4th lumbar root: 

- weak quadriceps, tibialis anterior and posterior 

- knee jerks affected 

- radicular pain/paraesthesia over the anteromedial 
aspect of the leg 

- superficial sensory deficit over the anteromedial 
aspect of the leg 

• 5th lumbar root: 

- weak hamstrings, peroneus longus, extensors of all 
toes 

- no tendon reflexes affected 

- radicular pain/paraesthesia over the buttock, 
posterolateral thigh, anterolateral leg and dorsum of 
the foot 

- superficial sensory deficit over the dorsum of the 
foot and anterolateral leg 

•1st sacral root: 

- weak plantar flexors, extensor digitorum brevis, 
peroneus longus, hamstrings 

- ankle jerks affected 

- radicular pain/paraesthesia over the buttock, back 
of thigh, calf, lateral border of the foot 

- superficial sensory deficit over the lateral border of 
the foot 

• lower sacral root: 

- no muscular weakness 

- anal reflex impaired 

- radicular pain/paraesthesia over the buttock and 
back of the thigh 

- superficial sensory deficit over the saddle and 
perianal areas 
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A 72-year old man presents with a 12- week history of 
weakness affecting his lower limbs, constipation, dry 
mouth and urinary hesitancy. He has a cough productive 
of yellow/brown sputum. He is also noted to have mild 
drooping of his eyelids. He has a history of chronic 
obstructive pulmonary disease (COPD), for which he 
takes a Combivent two puffs qds. He has had two 
infective exacerbations of COPD in the past 6 months 
for which his general practitioner prescribed him oral 
antibiotics. However, he has not required hospital 
admission. He has smoked 30 cigarettes per day for 40 
years, drinks 12 units of alcohol per week, and lives with 
his wife. 

On examination he has mild bilateral ptosis. He has 
bilateral proximal weakness of his lower limbs with 
reduced reflexes and normal sensation. 

Investigations reveal: 



White cell 
count (WCC) 


8.6 x I0 y /1 


Haemoglobin 


11.2 x 10 y /l 


Platelets 


224 x 1071 


Na + 


131 mmoll 


K + 


3 .6 mmol/1 


Urea 


6.8 mmol/1 


Creatinine 


98 umol/1 


Chest X-ray 


Hyper expanded lung fields; 
opacification of the right heart 
border 



What is the likely diagnosis? 

Guillain-Barre syndrome 

♦ 



♦ 



Myasthenia gravis 
Motor neurone disease 
Lambert-Eaton syndrome 
Polymyositis 
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Lambert-Eaton syndrome 

Lambert -Eaton myasthenic syndrome is a 
presynaptic syndrome characterised by impaired 
release of acetylcholine from nerve terminals. It is 
believed to be caused by circulating antibodies to 
voltage-gated calcium channels. Thus calcium entry 
into the nerve terminal during depolarisation is 
reduced, with a consequent reduction in the amount 
of acetylcholine released. The presentation of 
Lambert-Eaton syndrome is with gradual onset of 
limb weakness, usually in the legs in a proximal 
pattern. Patients usually describe fatigue on exercise, 
though there is a paradoxical increase in strength on 
repeated muscle stimulation. Reflexes are usually 
absent or depressed, but also show post-tetanic 
potentiation. Ocular symptoms and signs may occur 
in LEMS but are less common and less severe than in 
myasthenia gravis. Mild ptosis occurs in 25% of 
cases. Autonomic features such as dry mouth, 
constipation and impotence may be present. 
Sixty per cent of patients with Lambert-Eaton 
syndrome have small-cell lung cancer. The usual age 
of onset us between 50 and 60 years of age. Men are 
affected more than women. Electromyography 
(EMG) shows increased evoked potentials after 
repeated galvanic stimulation (the opposite occurs in 
myasthenia gravis). Treatment is of any associated 
tumour, which may produce a partial remission of 
the myasthenic condition. Other approaches include 
drugs that facilitate neuromuscular transmission 
(3,4-diaminopyridine or guanidine), 

immunosuppression (prednisolone is valuable in 
those with or without small-cell lung cancer; 
azathioprine can be added in cases without small-cell 
lung cancer). Plasmapheresis may provide a transient 
improvement; it should be reserved for those with 
severe weakness. 
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A 40 -year-old woman presents to her GP complaining of 
repeated episodes of severe but brief pain that lasts for 
seconds in the right cheek, starting at the corner of her 
mouth and radiating to the angle of her jaw. She 
describes the pain as like an electric shock and 
sometimes she gets multiple attacks within a short period 
of time, but there is no pain between episodes. She has 
noticed that washing her face or chewing can sometimes 
set off the attack. More worryingly, the pain is 
associated with brief spasm of the muscles on the 
affected side of the face, a condition that the patient 
finds particularly distressing. She is otherwise fit and 
well and is not on any medications. Her general and 
neurological examination is completely normal. 
Given the likely diagnosis, which of the following 
statements about this condition is NOT true? 

Over 95% of patients experience ophthalmic branch 
involvement 

The right side of the face is affected five times more 
frequently than the left 






Patients may experience hundreds of attacks per day 
Patients rarely suffer attacks during sleep 



The condition may be associated with multiple 
sclerosis 
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Over 95% of patients experience ophthalmic branch 
involvement 

Trigeminal neuralgia (tic douloureux) is 
characterised by paroxysms of intense pain often 
accompanied by a brief facial spasm (tic) that lasts 
seconds and occurs in the distribution of the 
trigeminal nerve. The maxillary and mandibular 
branches of the trigeminal nerve are most often 
affected. The condition is slightly more common in 
females and typically occurs in patients in the sixth 
decade of life, but it may occur at any age , indeed the 
development of trigeminal neuralgia in a young 
person suggests the possibility of multiple sclerosis. 
The pain is triggered by chewing or by touching 
affected areas on the face and can be localised 
precisely by the patient. The condition is unilateral 
and affects the right side of the face five times more 
frequently than the left. The number of attacks may 
vary from one a day up to a hundred per day, and 
patients are typically asymptomatic in between 
attacks. The treatment is medical in the vast majority 
of cases and carbamazepine is often the drug of 
choice. The disorder may cease spontaneously after 
6-12 months. 
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A 17-year-old woman presents to her GP complaining of 
a 6-month history of worsening headaches that tend to be 
worse in the mornings. Recently, she has also noticed a 
transient blurring of vision noticed again in the mornings 
as she gets out of bed. She denies any personal or family 
history of migraine. She is otherwise fit and well and 
apart from the oral contraceptive pill, she is not on any 
other medications. Apart from mild obesity, the general 
examination is normal. Fundoscopy shows normal - 
appearing discs and colour vision and gross visual field 
testing are also normal. Her cranial nerve examination 
was also normal. 

Which of the following tests would NOT be indicated 
in this patient? 
G 



♦ 



♦ 



Anticardiolipin antibody assessment 

ESR 

Lupus anticoagulant 

Antinuclear antigen (ANA) profile 

Syphilis serology 
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Syphilis serology 

Idiopathic intracranial hypertension (IIH), also 
known as pseudotumour cerebri, is a condition that 
mainly affects obese women of childbearing age. The 
chronically elevated intracranial pressure (ICP) 
characteristic of this condition manifests as 
papilledema, which if left untreated, may lead to 
optic atrophy and blindness. Typical presenting 
complaints include a non-specific headache, transient 
visual obscurations, horizontal diplopia, tinnitus, 
dizziness, nausea or vomiting. Tetracylcines and the 
oral contraceptive pill are thought to be common risk 
factors. Certain blood tests may help establish the 
diagnosis. These include anticardiolipin antibody, 
since an increased incidence of anticardiolipin 
antibodies have been reported in patients with IIH. It 
is important to exclude systemic lupus erythematosus 
(SLE) or other collagen-vascular disease since these 
may be an underlying cause for the IIH. 
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A 30 -year-old woman attends a walk-in medical centre 
accompanied by her friend who is concerned about the 
patient, since she has noticed the patient to have 
developed occasional slurring of speech associated with 
reduced facial expressions. The patient herself also 
complains of intermittent regurgitation of food through 
her nose, a situation which she has found to be terribly 
embarrassing. These symptoms tend to be worse at the 
end of the day. The patient maintains that she has always 
been in good health and has not seen a doctor for over 10 
years. She is not on any medication and is a non-smoker. 
Which of the following would be LEAST helpful in 
your clinical examination of this patient? 



• 



Glabellar tap 

Ice pack test 

Asking the patient to look upwards for 1 minute 

Testing for the gag reflex 

Testing for diplopia 
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Glabellar tap 

Myasthenia gravis (MG) is an autoimmune disorder 
characterised by the formation of antibodies against 
acetylcholine (ACh) receptors. The condition is 
slightly more prevalent in females. The range of 
presentations is wide and depends on the severity of 
the disease. Thyroid disorders may be seen in as 
many as 10% of patients with MG. The diagnosis is 
based on the characteristic history and general 
examination and two positive tests, preferably 
serological (serum anti-AChR antibodies) and 
electrodiagnostic (eg repetitive nerve stimulation). 
Treatment modalities include cholinesterase 
inhibitors, immunosuppressive drugs, plasmapheresis 
and immunotherapy — these have resulted in 
patients with MG having a near-normal life span. 
The glabellar tap test is performed as part of the 
clinical examination in a patient with Parkinson's 
disease. 
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A 6-year-old child is brought to the GP by her mother 
who is concerned about the severity of the eye infection 
of her child. She reports that her daughter began to 
complain of a red, sore and watering left eye about 2 
days ago. The mother thought it was irritation and gave 
her daughter's eye a wash with a leading brand of 
eyewash. However, her symptoms did not settle and in 
the last 24 hours the child has developed a number of 
blisters on the upper eyelid which are very itchy. Some 
of these blisters have begun to ooze and the child now 
has a sticky yellow discharge as well. On examination, 
there are multiple vesicles on the upper lid, some of 
which appear excoriated, but these are not in any 
particular dermatomal pattern. There is an associated 
yellow discharge and large crusts on the eyelashes. The 
conjunctiva is inflamed but there is no obvious corneal 
involvement. Ever si on of the upper eyelid shows 
multiple follicles on the inner lid surface. A preauricular 
lymph node is palpable on the left side. 
What is the most likely causative organism? 



♦ 



Chlamydia trachomatis 
Staphylococcus aureus 
Molluscum contagiosum 
Herpes simplex virus (HS V) 
Varicella zoster virus (VSV) 
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Herpes simplex virus (HSV) 

Viral conjunctivitis is common in patients of all ages. 
Of the viruses responsible for this condition, herpes 
simplex virus (HSV) is by far the most problematic. 
A primary ocular infection with HSV is common in 
children and causes a follicular conjunctivitis. 
Patients often present with a red and watering eye 
with concomitant eyelid skin involvement showing 
multiple vesicles in a localised area. The eyelids may 
be swollen and there may also be an ulcerative 
blepharitis. If a discharge is present, it tends to be 
clear and mucus-like, characteristic of viral 
infections. A yellow discharge normally indicates 
either a primary bacterial infection or a secondary 
bacterial infection after a primary viral infection. 
VSV infections tend to affect the skin in a 
dermatomal pattern of vesicles. Molluscum 
contagiosum causes a chronic follicular conjunctivitis 
associated with a small, elevated, umbilicated 
nodule(s) near the lid margin. 
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A 63 -year-old known to have poorly controlled type-2 
diabetes presented to the ophthalmologist on call 
complaining of floaters and decreased vision. The 
ophthalmologist has recommended that the patient has 
treatment for proliferative diabetic retinopathy (PDR) 
but has also referred the patient to the medical team for a 
review of the patient's diabetic control. In their referral 
note, the ophthalmologist has written that the patient has 
the 'usual' signs seen with PDR in the eye. 
Which of these clinical signs does NOT fit with this 
description? 






Neovascularisation of the iris 
Neovascularisation of the retina 
Macular oedema 
Papilledema 
Preretinal haemorrhage 
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Papilledema 

There are multiple ocular complications associated 
with diabetes but diabetic retinopathy is potentially 
the most blinding of these. Most patients tend to be 
asymptomatic with retinopathy, with the earliest 
symptoms being a reduction of visual acuity and/or 
the presence of floaters. Visual loss can result from 
chronic macular oedema, vitreous haemorrhage, 
retinal detachment, acute glaucoma secondary to 
neovascularisation of the drainage channels of the 
anterior chamber, and extensive panretinal 
photocoagulation to treat the disease at the back of 
the eye. In addition, patients with diabetes are at 
greater risk of developing other eye problems, such 
as a central retinal vein occlusion (CRVO), which in 
itself may also compromise vision. Of the conditions 
listed above, only papilledema is not directly due to 
PDR but may occur in association with a CRVO 
secondary to diabetes mellitus. 
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A 48-year-old accountant presents to the out-patient 
clinic with weakness of the left lower extremity that has 
been gradually developing over the past 4 months. On 
further questioning, he also describes occasional brief 
unprovoked episodes of rhythmic jerking in the weak 
limb. Neurological examination reveals weakness of 
both lower limbs that is more pronounced on the left side 
and bilateral extensor (upgoing) plantar responses. 
Sensory examination reveals mild reduction of vibration 
sense at the toes bilaterally but is otherwise normal. 
Which one of the following investigations is now most 
appropriate? 



Magnetic resonance imaging (MRI) of the head 



The patient's bilateral lower limb weakness could be 
due to a spinal cord lesion in the dorsal (thoracic) 
region or due to a midline/para-sagittal brain lesion. 
The presence of sensory symptoms on the same side 
of the weaker limb and the patient's account of 
partial seizure activity in the same area, all point to 
the brain as the location of the lesion. A para-sagittal 
meningioma will often manifest in this manner. An 
MRI of the head is the most appropriate investigation 
in this case. 



Visual evoked potentials (VEPs) 



♦ 



Magnetic resonance imaging (MRI) of the dorsal 
and lumbar spine 

Magnetic resonance imaging (MRI) of the head 

Computed tomography (CT) of the dorsal and 
lumbar spine 

Electroencephalography (EEG) 
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A 3 3 -year-old man complained of severe neck pain 
while shooting at a rifle range. This was followed shortly 
afterwards by vertigo, nausea, and vomiting. A few 
hours afterwards, he was brought by ambulance to 
accident and emergency having been found collapsed at 
home. His Glasgow Coma Scale score was 10 out of 15. 
Which one of the following is the most likely cause 
for his presentation? 
(? 

♦ 



Sub-arachnoid haemorrhage 
Internal carotid artery dissection 
Extradural bleed 
Vertebral artery dissection 
Basilar artery occlusion 
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Vertebral artery dissection 

The sudden onset of symptoms is in keeping with a 
vascular event. The severe neck pain indicates 
arterial dissection Onset of vertigo, nausea, and 
vomiting is in keeping with vertebral-artery 
dissection, which is often associated with infarction in 
the territory of the posterior inferior cerebellar 
artery. Dissections may occur spontaneously or 
secondary to major or minor trauma. In some 
patients, they are associated with an underlying 
arteriopathy. Fifteen percent of cases are bilateral, 
and one-half of these occur in patients with 
underlying fibromuscular dysplasia. Cervicocephalic 
dissections are responsible for 1-2.5% of ischemic 
strokes in the general population and for 5-20% of 
strokes in individuals younger than 45 years. 
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A 38-year-old woman presents complaining of a long- 
standing unpleasant pain in her hands and shoulders 
together with weakness in her legs. In addition, she 
mentions that she has experienced cuts of her fingers 
while cooking which did not seem to hurt her. On 
examination, a kyphoscoliosis is noted. There is wasting 
and weakness of the small muscles of the hand with 
symmetrical diminished reflexes in the upper limbs. 
Tone in the lower limbs is increased with weakness in a 
pyramidal distribution, brisk reflexes, and bilateral 
extensor plantar s. Sensory examination revealed an 
intact light touch, proprioception and vibration sensation 
with a diminished sensation to pinprick. 
Which one of the following investigations is most 
likely to establish the diagnosis in this case? 
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MRI spinal cord 

The diagnosis in this case is syringomyelia. An MRI 
scan is the investigation of choice. Previously, 
myelography was performed to confirm the diagnosis 
but was associated with deterioration of the condition 
in a large number of cases. At the level of the syrinx, 
there is anterior horn cell involvement causing a 
lower motor neurone pattern of weakness. 
Involvement of central decussating fibres of the 
spinothalamic tract results in a dissociated sensory 
loss with late development of neuropathic 
arthropathy. Involvement of the corticospinal tracts 
below the level of the syrinx results in spastic 
paraparesis. 






'• 



MRI spinal cord 

Nerve conduction studies 

Muscle biopsy 

Spinal artery angiography 

Myelography 
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A 42-year-old man presents with weakness in his hands 
and legs. In particular, he reports difficulties playing 
football with his sons. On examination, bilateral ptosis 
with a smooth forehead is noted. Fundoscopy proves 
difficult because of bilateral cataracts. Facial expression 
is reduced, with wasting of the temporalis muscles, 
masseters, and sternomastoids. Slow release of hand grip 
is present bilaterally, with weakness and wasting in the 
distal muscles of the upper limb. Deep tendon jerks are 
depressed. 

Which one of the following best explains the 
underlying aetiology of this condition? 

Autosomal recessive inheritance due to 
phosphofructokinase deficiency 

Autosomal dominant inheritance due to increase in 
CTG repeats on chromosome 19ql3.3 

Underlying mitochondrial DNA mutation 

Antibodies directed against the nicotinic 
acetylcholine receptor 

X-l inked recessive disorder due to mutation in gene 
encoding dystrophin 
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Autosomal dominant inheritance due to increase in CTG 
repeats on chromosome 19ql3.3 

The clinical case is compatible with myotonic 
dystrophy. The condition is characterised by frontal 
balding, myotonia, cataracts, wasting of the 
sternocleidomastoids, dysphagia, and muscle 
weakness. The disease is inherited in an autosomal 
dominant fashion and usually presents in the third to 
fourth decades. EMG changes are found in almost 
any muscle (waxing and waning of potentials termed 
the dive bomber effect) . 






»\& 
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A 61 -year-old man presented with a 2-year history of 
erectile dysfunction and incomplete bladder emptying 
and a 1-year history of progressive unsteadiness and 
slurred speech. 

Examination revealed intact higher mental function but 
slurred speech. Cranial nerves were otherwise normal. 
He had a jerky postural tremor but no tremor at rest. His 
tone was mildly increased in both arms but normal in the 
legs. His gait was ataxic. The rest of the neurological 
examination was normal. 

Which of these is the most likely diagnosis? 



♦ 



♦ 



Progressive supranuclear palsy 
Spinocerebellar ataxia 
Friedrich's ataxia 
Multiple system atrophy 
Dentatorubralpallidoluysian atrophy 
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Multiple system atrophy 

Multisystem atrophy normally starts in the sixth 
decade presenting with a combination of autonomic 
failure, cerebellar features, Parkinsonism and 
pyramidal signs. For autonomic failure, erectile 
dysfunction occurs early in virtually all men. Urinary 
incontinence or incomplete bladder emptying is also 
common early on. Postural hypotension occurs in up 
to 70% of patients. Cerebellar features include gait 
ataxia, slurring dysarthria and limb ataxia. 
Parkinsonian features include progressive rigidity 
and bradykinesia. Tremor is more commonly a jerky 
postural tremor rather than a rest tremor. The 
Parkinsonian features are poorly responsive to 
levodopa. Other features of MSA include early 
instability and falls, orofacial dystonia and rapid eye 
movement (REM) sleep disturbances. It is a 
progressive disorder with a mean survival of 6-9 
months. 
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A 22-year-old man presented with progressive weakness 
of both legs over the last 3 years. He complained of 
being unable to see well at night and an impaired sense 
of smell. 

On examination he had a shortened fourth toe bilaterally 
with pes cavus. Neurological examination revealed a loss 
of pinprick sensation to the knee bilaterally, and 
weakness of both legs more prominent distally. 

Which would be the best blood test to make the 
diagnosis? 






♦ 



ANCA 
Phytanic acid 
Vitamin E 
Genetic testing 
Thyroid function tests 
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Phytanic acid 

The diagnosis is Refsum's disease. This is an 
autosomal recessive disorder that causes a 
sensorimotor peripheral neuropathy. It is caused by 
defective alpha oxidation of phytanic acid leading to 
its accumulation in tissues. Phytanic acid is present in 
a wide variety of foods including dairy products, fish, 
beef and lamb. The onset of the disease is normally in 
the late teens or 20s. Other neurological features 
include sensorineural deafness, anosmia, cerebellar 
ataxia and pes cavus. Night blindness and visual 
problems occur secondary to retinitis pigmentosa. 
Cardiac conduction abnormalities and 

cardiomyopathies may also occur. Epiphyseal 
dysplasia causes a characteristic shortening of the 
fourth toe. Serum phytanic acid levels are elevated. 
Treatment is by dietary restriction of foods 
containing phytanic acid. 
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A 22-year-old woman presented to casualty with a five- 
day history of progressive weakness and lethargy. She 
had initially complained of a constant dry mouth and 
nausea associated with some swallowing difficulties. 
However, in the last few days she had noticed blurring of 
vision and more recently upper limb weakness and 
breathlessness on exertion. She denied haemoptysis, 
sputum production or cough but did complain of a sore 
throat. Preceding her symptoms she had experienced 
some abdominal pain but thought it may have been due 
to her period. 

She denied any medical problems and is a smoker of 20 
cigarettes per day. 

on examination she was alert and orientated. Her 
temperature was 36.7'IC, blood pressure 110/60 mmHg, 
pulse 78/min and respiratory rate 20/min. There was 
evidence of intravenous (iv) drug abuse with several 
track marks and puncture sites found on both thighs. 
On cranial nerve examination she had mild bilateral 
ptosis with restricted ocular movements on right lateral 
and right superior gaze. There were reduced palatal 
movements and neck extension was weak. 
Examination of the upper limb revealed reduced reflexes 
bilaterally with some proximal weakness, however 
sensory examination was normal. On examination of the 
lower limb, reflexes were all depressed, power and 
sensory examination was normal. 
Chest examination was normal other than slightly 
reduced expansion, 4 cm, and abdominal examination 
was entirely normal. 

Blood tests and lumbar puncture revealed: 

Full blood count (FBC) and urea and electrolytes all 
normal 



Lumbar puncture: 




Opening pressure 


12cmH 2 0(5-18) 


Protein 


0.45 g/1 (0.15-0.45) 


White cell c unt(WCC) 


3/ml (<5) 


Red cell count (RCC) 


2/ml (<5) 


Tensilon (edrophonium) test 


Positive 



What is the likely diagnosis for this patient? 

Myasthenia gravis 

Miller Fisher variant of Guillain-Barri© syndrome 






Botulism 

Cerebrovascular disease of the brainstem 

Lambert-Eaton syndrome 
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Botulism 

This young woman who has a history of intravenous 
(iv) drug abuse gives a short history of descending 
progressive weakness. There is cranial nerve 
involvement affecting ocular movements, swallowing, 
and facial musculature. There is also weakness of 
neck extension and intercostals as evidenced by 
reduced chest expansion In addition she complains 
of autonomic features such as vomiting, abdominal 
pain and dry mouth. 

This combination of signs and symptoms is in 
keeping with botulism. Myasthenia gravis presents 
with generalised fatiguable weakness, however 
autonomic features and depressed reflexes would go 
against this diagnosis. Similarly Lambert-Eaton 
syndrome could be considered, however the patient is 
young, and there is no suggestion in the history or 
examination of an underlying malignancy. 
Miller Fisher variant of Guillain-Barrto syndrome is 
a combination of ataxia, oculoparesis and areflexia. 
Cerebrovascular disease of the brainstem, would 
cause some of the cranial nerve signs, but would not 
explain the weakness and depressed reflexes in a 
young woman. 

Botulism is caused by a neurotoxin produced by 
Oostridium botulinum (CB). The toxin binds 
irreversibly to the presynaptic membranes of 
peripheral neuromuscular and autonomic nerve 
junctions. Toxin binding blocks acetylcholine release, 
resulting in weakness, flaccid paralysis, and (often) 
respiratory arrest. Botulism can be food-borne or 
develop from wound infection (the likely source in 
this woman's case from iv drug injection). Botulism 
can cause a false-positive Tensilon test result. 
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A 23 -year-old secretary in a law firm presents with a 1- 
day history of left-sided facial weakness. She first 
noticed this when she was putting her make-up on in the 
morning. She has noticed increased sensitivity to noise 
in her left ear. She is very anxious because 2 years ago 
she had some problems with her vision and was told that 
multiple sclerosis was a possibility. At this time she 
declined further investigation when it was offered. She 
has no medical history of note and is taking only the 
combined oral contraceptive pill. 
On examination she has a lower motor neurone lesion of 
the left VII (facial) nerve with Bell's phenomenon and 
some difficulty closing her left eye. There is no objective 
hearing loss and no sensory signs. Examination of the 
auditory meatus and canal is unremarkable. The 
remainder of the neurological examination is normal 
besides some subjective numbness over the dorsum of 
her right foot. 

She has already started artificial tears and an 
appointment has been made for the Eye Clinic. 
The most appropriate next management step in her 
care should be: 



Urgent computed tomography (CT) brain 

Watch and wait policy 

Cerebral MRI 

Start oral prednisolone 

Start oral aciclovir 



: 
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Start oral prednisolone 

From the history and examination findings this 
young woman has a Bell's palsy. There is no evidence 
to suggest involvement of any other cranial nerves, 
which might raise the possibility of a cerebello- 
pontine angle space-occupying lesion With her 
history of possible optic neuritis there is a possibility 
that the lesion is in fact a manifestation of multiple 
sclerosis although this should be differentiated on 
examination by the presence of an upper motor 
neurone lesion (with sparing of the forehead facial 
muscles because of bilateral innervation). The 
sensory signs are subjective and their relevance is 
uncertain However in her case a neurology referral 
would seem reasonable given the previous symptoms 
and a neurologist might indeed decide to perform a 
(non-urgent) MRI brain scan. Another essential 
aspect of initial management is meticulous eye care to 
avoid corneal ulceration which might otherwise 
result from the difficulty she is having closing her left 
eye. 

Optimal management of a suspected case of Bell's 
palsy has been traditionally controversial. Most 
results from systematic reviews of steroids and 
antivirals have been conflicting. However an 
adequately powered randomised controlled trial 
conducted in Scotland, of early (<72hr after symptom 
onset) treatment by oral prednisolone, oral aciclovir 
or both was published in 2007 (Sullivan et al, NEJM 
2007; Vol 357:1598-1607). This study found a 
significant effect of steroids but not aciclovir in 3 and 
9 month assessment of facial muscle recovery. No 
adverse effects occurred. Although current UK 
practice remains somewhat variable, a reasonable 
course of action is to use steroids in early cases, 
always use aciclovir for Ramsay-Hunt syndrome and 
consider referral or discuss all non-straightforward 
cases with neurology or ENT department, who can 
offer appropriate follow up. 
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A 5 5 -year-old solicitor is referred to the general medical 
clinic by his GP. He has a 6-month history of difficulty 
walking and writing which started gradually and appears 
to be slowly worsening. He feels that his movements are 
slow and that he has difficulty getting started when 
trying to sit from a chair or get out of bed. There have 
been no falls. He denies any tremor. He used to be very 
active and played squash two evenings a week, which he 
has had to stop doing. He is still able to wash and dress 
albeit slowly. He has had no episodes of fainting, no 
cognitive symptoms and no incontinence. He has no 
significant past medical history and is on no 
medications. He is a lifelong non-smoker. 
On examination he appears slow in his movements with 
reduced facial expression. He has a slightly stooped 
posture with reduced arm swing but once walking he 
appears to mobilise well with reasonable speed and no 
obvious unsteadiness even on turning. There are no 
cognitive deficits on bedside testing. Cranial nerve 
examination reveals only reduced blinking. There are no 
abnormalities of eye movements. Tone is mildly 
increased in his right hand with some cog wheeling. He 
has a very mild tremor of the right hand, which increases 
when he is asked to perform a task with his left hand. 
The reflexes are brisk but symmetrical and the plantars 
are down going bilaterally. There are no sensory 
abnormalities. 

The patient is very keen to try anything that might 
improve his symptoms. 

What is the most appropriate first medication to try 
in this man's care? 
<? 

a 



Selegiline 5 mg bd 



Ropinirole titrated up according to side- effects and 

response 
*-» 

Combined L-dopa and decarboxylase inhibitor 

preparation titrated up according to side-effects and 

response 

gt 

Benzatropine titrated up to a maximum of 6 mg 

daily 

Combined L-dopa and decarboxylase inhibitor 
controlled release preparation titrated up according to 
effects and response 
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Ropinirole titrated up according to side-effects and 
response 

The diagnosis is idiopathic Parkinson's disease. The 
patient presents with an extrapyramidal syndrome 
with some asymmetry. There are no symptoms or 
signs to suggest a Parkinson's plus syndrome and an 
underlying cause of parkinsonism such as 
cerebrovascular disease is possible, although there 
are no obvious modifiable vascular risk factors and 
the gradual onset is against a vascular origin. His 
symptoms appear to be mainly rigidity and are 
relatively mild, although are clearly affecting his 
previously active life style. Ropinirole is one of the 
newer dopamine agonists. Dopamine agonists have 
been shown in a systematic review and in randomized 
controlled trials to have a lower incidence of 
dyskinesias and fluctuations in motor response 
which are a real problem in the treatment of 
Parkinson's disease. These side-effects increase in 
incidence with duration of l-dopa therapy and, 
especially in a younger man, the use of dopamine 
agonist therapy is preferable in the first instance 
compared to l-dopa. Howerver the ergot-derived 
dopamine receptor agonists, bromocriptine, 
cabergoline, lisuride (discontinued), and pergolide, 
have been recently confirmed to be associated with 
pulmonary, retroperitoneal, and pericardial fibrotic 
reactions. The Committee of Safety on Medicines has 
advised caution in their use including screening for 
cardiac valve disease by echocardiography prior to 
commencing treatment, and regular screening of this 
aspect. Newer agents such as ropinirole and 
pramipexole are thus preferred. Selegiline was 
thought at one point to delay disease progression and 
the need for l-dopa therapy. This has not been 
supported by further research and its use in recent 
years has declined. Benzatropine is an anticholinergic 
medication that can be effective in improving tremor 
and sialorrhoea, which are not major complaints of 
this gentleman at this stage. Further therapeutic 
options including pallidotomy and deep brain 
stimulation can be beneficial to well selected patients 
but are normally only considered when multiple 
attempts to optimise medical therapies have been 
tried. 
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You are asked to review a 71 -year-old woman who has a 
history of type-2 diabetes mellitus, smoking and 
hypertension. She complains of diplopia, nausea, 
vomiting and vertigo. On examination her blood pressure 
is 185/95 mmHg. On examination there is a left-sided 
abducens nerve palsy and left- sided conjugate gaze 
palsy. 

Where is the most likely site of the vascular lesion? 

Right internal carotid artery territory 
Left anterior cerebral artery territory 



♦ 



Basilar artery territory 

Anterior communicating artery territory 

Left internal carotid artery territory 
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Basilar artery territory 

Basilar artery territory cerebrovascular disease is 
typically associated with a poor prognosis. 40-60% of 
patients present with motor deficits, 30-60% with 
dysarthria and speech involvement, 50-75% with 
nausea, vertigo and vomiting, around 40 % with 
headaches, and around 20-30% with visual 
disturbances. This includes abducens nerve palsy, 
conjugate gaze palsy, internuclear ophthalmoplegia 
and ocular bobbing. Around 70% of patients 
presenting with basilar artery territory stroke are 
hypertensive. Management includes vigorous control 
of hypertension and antiplatelet agents. 
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A 42-year-old woman presents with episodes of 
tiredness and lethargy. She is a heavy smoker of 40 
cigarettes per day and suffers from type-1 diabetes. 
There have been intermittent episodes of dizziness and 
unsteadiness and her GP told her 2 weeks earlier that is 
due to recurrent vestibular neuronitis. She has been 
prescribed a tricyclic antidepressant for the past 6 
months. On examination there were some signs of 
cerebellar dysfunction. MRI brain revealed hypointense 
areas on the Tl -weighted scan and a number of 
hyper intense lesions on the T2- weighted scan. Blood 
testing reveals a serum sodium of 128 mmol/1. 

Which of the following stems tits best with the 
underlying diagnosis? 

Cerebrovascular disease 

Multiple sclerosis 

Cerebral vasculitis 

Encephalitis 

Central pontine myelinolysis 
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Multiple sclerosis 

The relapsing and remitting history, coupled with 
multiple changes on the T x - and T 2 -weighted scans, 
are highly suggestive of chronic demyelination. 
Evoked potentials and lumbar puncture are useful in 
confirmation of the diagnosis. Histopathological 
examination reveals that MS lesions are caused by 
the infiltration of both lymphocytes and 
macrophages. Beta interferon has been demonstrated 
in a 2 -year clinical study to reduce frequency of 
relapses in relapsing and remitting MS. It may also 
be of benefit in slowly progressive disease. Her 
hyponatremia is most probably related to long term 
tricyclic antidepressant use. 
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A 45 -year-old painter is admitted from his place of work 
after collapsing in the afternoon. He is a smoker of 20 
cigarettes per day but is otherwise well. On rousing at 
the building site he was noted to have slurred speech, 
dizziness and some transient symptoms affecting the 
right side of the body. This had recovered by the time he 
reached the Emergency Department. Angiography 
revealed a proximal stenosis of the left subclavian and 
carotid arteries. 

Which of the following diagnoses fits best with this 
clinical picture? 






Transient Ischaemic attack 
Anterior territory migraine attack 
Subclavian steal syndrome 
Complex partial seizure 
Generalised epilepsy 
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Subclavian steal syndrome 

Subclavian steal syndrome is associated with 
retrograde flow in the vertebral artery due to a 
proximal subclavian artery stenosis. Neurological 
symptoms are precipitated by vigorous exercise with 
the arm above the head, such as painting a wall. 
Rather than being related to embolic phenomena, 
they are in fact related to reduced blood flow. The 
diagnosis is often confused with transient ischaemic 
attacks or epilepsy. Duplex ultrasound and magnetic 
resonance angiography are the investigations of 
choice. Endarterectomy and stenting are common 
surgical methods involved in relieving symptoms 
associated with this condition. 
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A 24-year-old man returned from a 3 -week holiday in 
India 10 days ago. He presents with a 48-hour history of 
fever, generalised myalgia, headache, dry cough and 
diarrhoea. On examination, he is pyrexial and has 
hepatosplenomegaly but no other significant findings. 
His blood results are as follows: 



Hb 


10.2 g/dl 


Platelets 


160 x 10 9 /1 


WCC 


3.0 x 1071 


ALT 


140 U/l 


Gamma-GT 


140 U/l 


Alkaline phosphatase 


290 U/l 


Bilirubin 


20 lumol/1 


Albumin 


28g/l 



A malarial film is negative. The next morning, blood 
cultures show a result, the gram film is shown in 
Figure 2 below. 




Figure 2: Gram film showing the result from the 
blood cultures 



What is the most likely causative ag< 

Legionella pneumophila 
Salmonella enteritis 
Coxiella burnetii 
Salmonella typhi 
Leptospira interrogans 



Sent? 
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Salmonella typhi 

Typhoid fever is seen in travellers returning from 
countries in the developing world. The incubation 
period is 1-3 weeks. The illness is characterised by 
fever, myalgia and headache. Diarrhoea or 
constipation can occur. Rose spots are characteristic 
findings, usually on the trunk - they are faint, 
salmon-coloured, maculopapular, blanching lesions. 

It is often difficult to differentiate typhoid from 
malaria clinically. Blood cultures are the diagnostic 
method of choice. S. typhi appears as a gram-negative 
bacillus on gram film. Serology (the Widal test) is not 
performed routinely in the UK. 

Ciprofloxacin is the treatment of choice (high dose: 
750 mg bid), although increasing resistance is being 
encountered in the Indian subcontinent and 
elsewhere. Ceftriaxone is an alternative in cases with 
fluoroquinolone resistance or in ciprofloxacin 
treatment failure. 
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A 24 year old injecting drug user is admitted with a short 
history of blurred vision, dysphagia, slurred speech, and 
generalised weakness. On examination he has multiple 
skin lesions and an infected wound on his left thigh. On 
examination he has ophthalmoplegia, bilateral facial 
nerve weakness, and dysphonia. On bedside spirometry 
his vital capacity is significantly reduced. 
What is the most likely causative agent? 



♦ 



Clostridium botulinum 
Polio virus 

Campylobacter j ejuni 
Clostridium tetani 
Staphylococcus aureus 
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Clostridium botulinum 

Botulism is an acute, descending, symmetrical, 
paralytic illness. It is caused by an exotoxin released 
by C. botulinum. Most cases are food-borne, but there 
have been a number of reports of botulism in 
injecting drug users, usually associated with 'skin- 
popping', where drugs are injected directly into the 
subcutaneous tissues. It characteristically affects the 
cranial and autonomic nerves. Diagnosis is clinical, 
but the organism can be cultured from wounds. 
Specific therapy includes botulism antitoxin and 
antibiotics (benzylpenicillin or metronidazole) in 
addition to wound debridement, but prolonged 
supportive therapy in an intensive-care setting is 
often necessary. 
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A 45 -year-old secretary presents to outpatient clinic 
complaining of sharp, burning sensations over the right 
side of his face. Episodes last from a few seconds to 
approximately 2 min and occur up to 50 times a day with 
no symptoms in between. On further questioning, he 
reports that the pain is exacerbated by eating, speaking, 
and when washing his face. A thorough neurological 
examination reveals no objective signs. 

Investigation results are as follows: 



Haemoglobin (Hb) 


11.5 g/dl 


White cell count (WCC) 


5.4xlO y /l 


Haematocrit (Hct) 


0.365 


Mean corpuscular volume (MCV) 


94.6fl 


Platelets 


287—1 
10 9 /1 


Na + 


137mmol/l 


r 


4.4 mmol/1 


Urea 


4.1 mmol/1 


Creatinine 


71 Vmol/1 


Bilirubin 


6 mmol/1 


Alanine aminotransferase 


12U/1 


Albumin 


43U/1 


Alkaline phosphatase 


44U/1 


Ca 2+ 


2.15mmol/l 


Thyroid- stimulating hormone 
(TSH) 


2.25 mU/1 


Thyroxine (T 4 ) 


14.5nmol/l 


Bn 


255ng/l 


Folate 


10.9 lug/1 


Glucose 


5.2 mmol/1 



Which of the following treatments is likely to be of 
most benefit? 



• 



Oral sumatriptan 50 mg after onset of attacks 
Advice on relaxation and biofeedback therapies 



A trial of high-dose oral prednisolone (60 mg once 
daily) 



♦ 



Oral propranolol 10 mg 1-3 times daily 
Oral carbamazepine lOOmg 1-2 times daily 
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Oral carbamazepine lOOmg 1-2 times daily 

The history is suggestive of trigeminal neuralgia. This 
characteristically presents with paroxysmal pain in 
the distribution of one or more branches of the 
trigeminal nerve. Sensations may be described as 
sharp, burning, superficial, or electric shock-like, 
with episodes lasting from seconds to several minutes. 
Episodes may be triggered by touching a specific area 
of the face, chewing, talking, washing the face or 
cleaning the teeth. Surgery may be the treatment of 
choice in a subgroup of patients. Carbamazepine 
administered during acute stages has been 
demonstrated to reduce the frequency and severity of 
episodes. A systematic review of crossover 
randomised control trials described improved pain 
relief with use of carbamazepine in patients 
experiencing trigeminal neuralgia compared with use 
of placebo. Plasma levels should be monitored when 
prescribing higher doses, in order to minimise side- 
effects such as dizziness and ataxia and the drug's 
teratogenic side-effects should be remembered when 
considering its use in women of childbearing age. 
Neurosurgical intervention may be indicated for 
patients whose conditions prove refractory to medical 
treatment. Percutaneous radiofrequency ablation of a 
portion of the trigeminal ganglion is commonly 
performed, as are anaesthetic blocks of the trigeminal 
ganglion. Less commonly performed is 
decompression of the region of trigeminal root entry 
of impinging vascular structures. 
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A 42-year-old bus driver with diet-controlled diabetes 
complains of generalised weakness which appears to be 
worse in the evenings. She often complains of double 
vision and her husband and friends report that her 
eyelids sometimes appear to be drooping. Her symptoms 
are generally worse after a few hours of working. She 
reports smoking 10 cigarettes a day for the past 25 years 
and drinks three to four pints of beer most weekends. On 
examination, there is subtle ptosis of the left eye. 
Following upward gaze for 45 s, there is complete ptosis 
of the left eye and partial ptosis of the right eye. There is 
no diplopia in the primary position. Examination of eye 
movements demonstrates incomplete abduction of the 
left and right eye, with variable diplopia reported on 
horizontal and vertical pursuit. Examination of the limbs 
demonstrates generalised weakness, which is greater 
proximally. Reflexes are symmetrical with flexor plantar 
responses. There is no sensory deficit. 

Which of the following investigations will be of most 
use diagnostically? 

Serum anti- voltage- gated potassium channel 
antibody titres 

Serum anti-muscle specific tyrosine kinase (MUSK) 
antibody titres 

Serum anti-striated muscle antibody titres 

Electromyography and single fibre 

el ectromyography 

<'• *-— 

Thyroid function tests 
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Electromyography and single fibre electromyography 

This patient's muscle fatigue and fluctuating 
weakness with a complex ophthalmoplegia is typical 
of myasthenia gravis. Ocular and bulbar muscles are 
prone to weakness with a propensity for symptoms to 
deteriorate after exercise or as the day progresses. 
Females are more commonly affected than males. 
The acquired form of myasthenia gravis results from 
autoantibodies directed against the postsynaptic 
acetylcholine receptor. Diagnosis is made on clinical 
grounds with confirmation by the following 
investigations: 

• single-fibre elect romyogr am (EMG). This 
demonstrates abnormal jitter (variation in time 
interval between the firing of adjacent single muscle 
fibres from the same motor unit reflecting variation 
in neuromuscular junction transmission time) in 95- 
99% of patients with generalised myasthenia. 
Routine nerve conduction studies and EMG are 
normal in myasthenia, which help to differentiate it 
from other causes of myopathy. A 10% or greater 
decrement in compound muscle action potential 
(CMAP) amplitude is observed in response to slow 
repetitive stimulation in 50-70% of patients with 
generalised myasthenia 

• serum acetylcholine receptor antibody titres 
(sensitivity up to 90%) 

• edrophonium (Tensilon) test. This short acting 
cholinesterase inhibitor causes immediate 
improvement in muscle weakness. 

Other useful laboratory investigations are chest X- 
ray and computerised tomography (CT) of the chest 
to evaluate for a thymoma. Other serological tests to 
investigate for presence of autoimmune disease may 
also be useful. 
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A 24-year-old legal secretary is referred by her general 
practitioner (GP) complaining of tremulousness of both 
hands. Her symptoms have deteriorated over the past 6 
months leading to difficulties with typing at work. She 
has been increasingly distressed by her symptoms, and 
drinks alcohol on most evenings. In her past medical 
history, she reports a miscarriage three years ago. She is 
currently taking the oral contraceptive pill and is on no 
other regular medications. She reports that her mother 
experiences similar tremors and that her aunt had a 
tremor affecting her head. Both drink alcohol heavily. 
On examination she has a prominent rhythmic tremor of 
both hands and forearms, much worse when she tries to 
perform basic tasks like drinking a cup of tea. The 
remainder of the examination is otherwise unremarkable. 



Investigation results are as 


follows: 


Haemoglobin (Hb) 


14.2 g/dl 


White cell count (WCC) 


6.7 10 y /l 


Haematocrit 


0.503 


Platelets 


224 10 9 /1 


Urea 


5.6 mmol/1 


Creatinine 


118lumol/l 


Na + 


143 mmol/1 


K + 


4.2 mmol/1 


Bili 


19 mmol/1 


Alanine aminotransferase 


50U/1 


Alkaline phosphatase 


125U/1 


Albumin 


48U/1 



Which one of the following is the most appropriate 
course of action to take? 

Referral for relaxation and behaviour modification 
therapy 

Advice on reducing alcohol intake 

A trial of oral propranolol 40 mg twice daily 

A levodopa challenge 

A trial of oral clonazepam 1 mg a day 
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A trial of oral propranolol 40 mg twice daily 

The history is suggestive of essential tremor, one of 
the most common movement disorders throughout 
the world with a prevalence of 0.4-3.9% in the 
general population. It may be inherited in an 
autosomal dominant fashion. Approximately 40 % 
have no family history. Alcohol intake provides 
symptomatic benefit in up to 70% of cases. Small 
randomised controlled trials have found that 
propranolol versus placebo significantly improves 
short-term clinical scores, tremor amplitude and 
symptom severity for up to six weeks. 
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A 40 -year-old patient is admitted with a sudden onset 
occipital headache. Examination reveals no focal 
neurological abnormality. An unenhanced computerised 
tomography (CT) brain scan is reported as normal. 
Twelve hours after the start of the headache a lumbar 
puncture (LP) is performed. The senior house officer 
finds the lumbar puncture difficult to perform but obtains 
a sample of clear and colourless cerebrospinal fluid 
(CSF), which is dripped into sequentially numbered 
bottles. 

The laboratory phones back the following res ult: 



Bottle 1 



Bottle 2 



Bottle 3 



298 red blood cells (RBCs)/ul 



356 RBCs/ul 



346 RBCs/ul 



What is the next best step in this patient's 
management? 

Discharge the patient 

Refer the patient to neurosurgical centre for cerebral 
angiography 

Repeat the LP 

Ask for the CSF spectrophotometry result that had 
been requested on the same CSF sample at the time of 
LP 

Request an MRA of the brain 
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Ask for the CSF spectrophotometry result that had been 
requested on the same CSF sample at the time of LP 

The headache description is consistent with a 
subarachnoid haemorrhage (SAH). The 

computerised tomography (CT) brain scan is normal 
A lumbar puncture is mandatory in this situation 
Although a traditional method of assessing likelihood 
of SAH was by diminishing cerebrospinal fluid (CSF) 
red blood cell (RBC) count (using sequentially 
labelled bottles, the RBC count should drop below 
20/ul by the third bottle even with a bloody tap), this 
method is however not accurate and false positives 
and negatives are not uncommon. The gold standard 
method is by CSF spectrophotometry, which must be 
requested at the time of sending the CSF to the lab, 
as the CSF has to be spun down immediately (thus 
removing any 'acute' red cells that are contaminants 
from the LP itself). The CSF can then be analysed by 
spectrophotometry for evidence of prior bleeding. If 
sending CSF to the lab overnight, it can be spun 
down, then stored for analysis the next morning. 
Some labs will know to do this but usually the 
requesting doctor must specify this. 

When blood enters the CSF by SAH or by traumatic 
tap it will haemolyse to form oxy haemoglobin. This is 
seen as an absorption peak on the 
spectrophotometry. The conversion of 

oxyhaemoglobin to bilirubin occurs only in the 
presence of haemoxygenase, which is found only in 
macrophages, the arachnoid membrane and the 
choroid plexus. Bilirubin causes a second absorption 
peak on the downward slope, the oxyhaemoglobin 
peak This bilirubin peak on spectrophotometry 
cannot be caused by a traumatic tap and indicates a 
SAH (unless a traumatic tap has been preceded by a 
previous traumatic tap more than 12 h before, or the 
serum bilirubin or CSF protein is elevated). 
Cerebral angiography is invasive and carries a small 
risk of stroke; however this is necessary when the 
diagnosis of SAH remains uncertain. 
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A worried daughter brings her 5 8 -year-old father to your 
clinic to be assessed for unusual behaviour. She and her 
family first noticed something amiss a year ago when her 
father's business started to lose money and he became 
unable to manage his finances. He began to talk to 
customers in his shop in an uninhibited manner and 
started acting very rudely towards his family, sometimes 
laughing or crying inappropriately. He has also 
developed a 'sweet-tooth' and ate little else except 
boiled sweets which he hoarded. His daughter has also 
noticed that he has been having difficulty getting out of 
his chair at home and that the quality of his speech has 
changed. He has no past medical or family history of 
note. 

On examination you find that this man's speech has a 
nasal quality and he has an impaired swallow with 
tongue fasciculations. The remainder of the cranial nerve 
examination is normal and there is no papilloedema. He 
also has proximal limb weakness of 4/5 bilaterally and 
fasciculations of his left quadriceps. His reflexes are 
normal. His sensory exam is normal. You perform a 
mini-mental state examination (MMSE) on which he 
scores 28/30 and you note some subtle word-finding 
difficulties. 



What is the most likely diagnosis? 

Frontal lobe tumour 
Alzheimer's disease 



> 



• 



Frontotemporal lobar degeneration 

Schizophrenia 

Pseudodementia 
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Frontotemporal lobar degeneration 

Frontotemporal lobar degeneration (Pick's disease) is 
a progressive neurodegenerative disorder comprising 
10-15% of dementias. The disease presents with 
insidious onset of behavioural and cognitive 
symptoms including aggressiveness and 

inappropriate behaviour, stereotyped behaviour, 
apathy and depression. Speech and language 
abnormalities begin early and progress rapidly. 
Memory is less severely affected than in Alzheimer's 
disease. Computerised tomography (CT) or magnetic 
resonance imaging (MRI) of the brain may show 
selective atrophy of the frontal and temporal lobes. 
Performance in an MMSE is often surprisingly high, 
and more formal neuropsychological testing may be 
required to establish the typical cognitive deficits; 
40-50% of cases have an affected family member. A 
subgroup of patients with frontotemporal dementia 
have symptoms and signs of motor neurone disease. 
This is evidenced here by the lower motor neurone 
signs of impaired swallow, proximal limb weakness 
and fasciculations indicating recent denervation. 
Treatment is supportive. 
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A young woman with insulin- dependant diabetes 
mellitus (IDDM) is reviewed at the neurology clinic for 
diagnosis of an attack disorder. The episodes, which 
began around 6 months before and which can occur 
several times a week, consist of a feeling of weakness 
and which can cause her to fall to the ground. She 
doesn't think that she loses consciousness. She has 
noticed that emotional situations, particularly when she 
is laughing, can trigger the attacks. She has been feeling 
anxious and rather down recently and has been sleeping 
poorly with frequent nightmares. Her diabetes control 
has been rather poor in the past few months and she has 
recently changed her insulin regime. She has a brother 
who has a history of febrile convulsions. 

Pending further investigation, what is the most 
likely diagnosis? 



• 



Complex partial seizures 
Psychogenic non-epileptic seizures 
Recurrent hypoglycaemia 
Periodic paralysis 
Cataplexy 



•A 
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Cataplexy 

Cataplexy is an abrupt loss of voluntary muscular 
function and tone, which can be provoked by 
emotional stimuli such as laughter, anger or 
excitement. Cataplexy is rarely found in isolation but 
is found in 70% of individuals affected by narcolepsy. 
Narcolepsy itself is a condition causing excessive 
daytime somnolence and an overwhelming desire to 
sleep. Symptoms include excessive daytime sleepiness 
(EDS), involuntary sleep episodes - 'microsleeps' 
cataplexy (70%), sleep paralysis hallucinations - 
hypnagogic (at the onset of sleep) and hypnopompic 
(on awakening). HLA DQB1*0602 is found in 95% of 
patients who have both narcolepsy and cataplexy. 

Periodic paralyses are a group of inherited conditions 
caused by defects in muscle ion channels. Attacks of 
muscle weakness occur, which can be generalised of 
affect particular muscle groups. Attacks can be 
accompanied by hyperkalemia, hypokalemia or 
normokalaemia depending on the type of channel 
affected. There is associated with narcolepsy. 

Complex partial seizures can take the form of 
'automatisms' such as chewing and swallowing, 
repeatedly scratching the head or searching for an 
object. Some people may even undress. They can 
occur as a result of seizure activity in any part of the 
brain but most commonly arise in the temporal lobes. 
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A 78-year-old gentleman with known angina presents 
complaining of difficulty walking which has got worse 
throughout the day. He does not complain of back or leg 
pain and there is no history of trauma. During his stay in 
the Accident and Emergency Department his condition 
deteriorates and after 4 h he is unable to stand and 
complains of being unable to pass water. On 
examination he is found to have developed a flaccid 
paralysis with hyperaesthesia in Ti 2 dermatome and 
reduced sensation below this point. Vibration sensation 
and proprioception remain intact. There is a palpable 
bladder. Per rectum (PR) examination reveals reduced 
anal tone but no tenderness. 

What is the most likely diagnosis? 

Anterior spinal artery syndrome 



♦ 



Malignant spinal cord compression 
Transverse myelitis 
Metastatic deposits 
Epidural abscess 



•A 
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Anterior spinal artery syndrome 

Anterior spinal artery syndrome results from 
ischemia or infarction of the spinal cord in the 
distribution of the anterior spinal artery, which 
supplies the ventral two-thirds of the spinal cord. 
This condition is usually associated with 
atherosclerosis of the aorta and may result from 
dissection of an aortic aneurysm or rarely dissection 
of the anterior spinal artery. Clinical features include 
weakness and loss of pain and temperature sensation 
below the level of injury, with relative sparing of 
position and vibratory sensation. Anterior cord 
syndrome has the worst prognosis of all cord 
syndromes; prognosis is good if recovery is evident 
and progressive during first 24 h; after 24 h, if no 
signs of sacral sensibility to pinprick or temp are 
present, prognosis for further functional recovery are 
poor; only 10 to 15% of patients demonstrate 
functional recovery. 

Cord compression by malignant deposits or epidural 
abscesses also cause flaccid paralysis but 
proprioception and vibratory sense is also lost. Most 
causes of cord compression will also cause pain on 
movement. 

Transverse myelitis is an inflammatory lesion that 
can affect the cord at any level. Constitutional 
symptoms such as headache and fever are common as 
is pain. Signs are indistinguishable from those caused 
by cord compression and again all sensory aspects 
are equally affected with no sparing of 
proprioception. 
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A 20 -year-old lady presented to the Accident and 
Emergency Department with weakness in her upper 
limbs that worsens at night. She also complained of 
tiredness and reported that she was unable to keep her 
eyes open watching television of an evening. On 
examination she was found to have bilateral ptosis that 
worsened with repetitive blinking. A Tensilon test was 
performed which was considered positive. 24 hors later 
she reported difficulty in breathing. A chest X-ray 
(CXR) and urgent computed tomography (CT) chest 
were performed and were normal. Arterial blood gas 
analysis showed a rising p a (C0 2 ) and she was transferred 
to intensive care unit (ITU) and treated with 
pyridostigmine. Despite this, serial vital capacity 
measurements fell and she required invasive ventilation. 
A repeat Tensilon test was still positive. 

The immediate management with the best evidence 
should now be: 






Thymectomy 
Plasmapheresis 
Methyl prednisolone iv 
Azathioprine 
Neostigmine iv 



•A 
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Plasmapheresis 

Myasthenia gravis is an autoimmune mediated 
neuromuscular disorder characterized by variable 
weakness of voluntary muscles, which often improves 
with rest and worsens with activity. Autoantibodies 
are produced that block the action normal action of 
the neurotransmitter Acetylcholine leading to muscle 
fatigability and weakness. There are associations 
between myasthenia gravis thymic hyperplasia (75% 
of cases) and thymoma (15%). 

A Tensilon test is positive in some cases but must be 
interpreted carefully by an experienced clinician. 
Baseline muscle strength is first evaluated and 
subsequently Tensilon (edrophonium, a medication 
that blocks the action of the enzyme that breaks 
down the transmitter acetylcholine) is given, muscle 
function may improve. 

Myasthenic crisis occurs when weakness from 
acquired myasthenia gravis becomes severe enough 
to necessitate intubation for ventilatory support or 
airway protection. At some point in their illness, 
usually within 2 to 3 years after diagnosis, around 
15% of patients will experience crisis. This 
occurrence is most likely in patients whose history 
includes previous crisis, oropharyngeal weakness or 
thymoma. Possible triggers include infections, 
aspiration, physical or emotional stress and changes 
in medication. 

Plasmapheresis is the treatment of choice for 
myasthenic crisis as it removes the circulating 
autoantibodies and has immediate effect. 
Anticholinesterases such as neostigmine are not 
routinely given in myasthenic crisis as many patients 
are resistant to their effects during the crisis. 
Immunosuppression is an established method to 
control severe myasthenia but should be started 
cautiously as high doses can worsen symptoms and 
the onset of action is over several days. 

Thymectomy is the most usual treatment for patients 
with a thymoma and in younger (aged less than 40 
years) with thymic hyperplasia and generalised 
weakness not adequately controlled by 
anticholinesterase therapy. 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 229 

A 26 year old female is referred by her GP with a 24 
hour history of gradual deterioration in her right visual 
acuity, associated with pain on eye movement, to the 
extent that she can now only perceive light. She also 
complains of a general feeling of fatigue for the past few 
weeks. She has no other neurological symptoms. There 
is nil to find on general examination but on fundoscopy 
of her right eye, the optic disc appears to be swollen. Her 
left optic disc is normal in appearance. 
What would be the most appropriate investigation to 
institute at this stage? 



Routine blood investigations only, including 
erythrocyte sedimentation rate (ESR) and CRP 

Visual evoked responses 



Lumbar puncture 
CT scan head 
MRI scan head 



•A 
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MRI scan head 

Optic neuritis (ON) is a demyelinating inflammation of the 
optic nerve and although it is strongly associated with 
multiple sclerosis (MS), it can also occur on its own. 
Decreased visual acuity secondary to optic neuritis may be 
permanent. Optic neuritis affects Caucasians more 
commonly than other races and there is a male: female 
ratio of 1:2. Symptoms include a rapid decline in visual 
acuity in one eye (rarely both) associated with pain 
exacerbated by eye movement and dyschromatopsia 
(change in colour perception). Typically, patients with first 
time acute ON are otherwise healthy young adults. In some 
cases, a history of preceding viral illness may be present. 
In acute ON, the optic disc may appear normal since two 
thirds of cases of ON are retrobulbar. However, the optic 
nerve may become pale over time. Patients with MS may 
have recurrent attacks of ON. Therefore, a history of 
previous episodes of decreased vision in the same or the 
fellow eye must be sought. A previous history of 
neurological problems, such as transient episodes of 
extremity/facial numbness, weakness or pins and needles, 
suggests a diagnosis of MS. A family history of MS may 
exist. In a typical case of ON without any clinical signs and 
symptoms of a systemic disease the yield from blood tests is 
low and cerebrospinal fluid (CSF) examination is non- 
contributory to the diagnosis. MRI can be used to assess 
inflammatory changes in the optic nerves and helps 
exclude structural lesions. The treatment of optic neuritis 
remains somewhat controversial despite a large-scale study 
(the 'optic neuritis treatment trial' (ONTT) (Beck RW, 
Cleary PA, Anderson MM Jr, Keltner JL, Shults WT, 
Kaufman DI, the Ocular Neuritis Study Group. A 
randomized, controlled trial of corticosteroids in the 
treatment of acute optic neuritis. N Engl. J Med. 1992, 
326:581-588). In the majority of cases treatment for optic 
neuritis is not indicated, especially for a first episode in an 
otherwise healthy adult with a normal other eye. There is 
some evidence from the ONTT that IV steroids can reduce 
the short-term risk of developing MS. They also tend to 
shorten the duration of the optic neuritis. However 
ultimate visual recovery is not altered by giving steroids. 
In addition long term MS risk appears not to be 
significantly affected by this treatment. Decision regarding 
treatment therefore tends to be tailored according to the 
individual patient's (and clinician's) view of the risk- 
benefit ratio. 
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A 16-year-old girl comes to the neurology clinic for 
review. She has become increasingly ataxic and 
dysarthric with poor co-ordination of her upper limbs 
since around the age of 10 years. She has become 
increasingly reliant on a wheelchair. On examination she 
has horizontal nystagmus, upper limb ataxia and a 
spastic paraparesis with bilateral pes cavus, absent knee 
and ankle reflexes and extensor plantar s. 

Which of the following diagnoses fits best with this 
clinical picture? 

Brainstem glioma 

Abetalipoproteinaemia 

Charcot-Marie-Tooth disease type 1 (Hereditary 
sensorimotor neuropathy) 



♦ 



Friedreich's ataxia (FA) 
Multiple sclerosis 
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Friedreich's ataxia (FA) 

FA is the most common hereditary early-onset ataxia 
caused by degeneration of a multiple spinal cord 
pathways and peripheral nervous system axon 
degeneration. Peak incidence is in the 8-15 year age 
band and the defect responsible is thought to lie on 
chromosome 9. Neurological signs are as described 
above; there are often associated electrocardiogram 
(ECG) abnormalities with widespread T wave 
inversion and evidence of left ventricular 
hypertrophy occurring in around 65% of patients. 
There is unfortunately no disease-modifying 
treatment for the condition. The groupd of 
hereditary neuropathies of which Charcot Marie 
Tooth disease is one, produces a progressive 
peripheral sensorimotor deficit but not usually 
dysarthria. 



No.: 231 

A 62-year-old woman presented with an 8 -month history 
of pulsatile tinnitus, dysarthria and tongue wasting. On 
examination there was a depressed cough reflex, 
sternocleidomastoid weakness, and tongue wasting, all 
on the right-hand side suggesting Xth, Xlth and Xllth 
nerve lesions. The remainder of the neurological 
examination was unremarkable. 

What diagnosis fits best with this clinical picture? 

Glomus tumour 



No.: 231 
Glomus tumour 

The symptoms of pulsatile tinnitus and combined 
Xth, Xlth and Xllth nerve palsies are suggestive of a 
glomus tumour. Other skull base causes of this 
combined nerve palsy include nasopharyngeal 
carcinoma, neurofibromas and trauma. Jugular 
venous thrombosis results in combined Xth and Xlth 
nerve palsies. Acoustic neuroma may result in palsies 
of cranial nerves V-VIII. 



* 






Acoustic neuroma 
Hypoglossal tumour 
Motor neurone disease 
Carcinoma of the nasopharynx 
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No.: 232 

A 41 -year-old woman presents with severe dizziness, 
vertigo and nausea. She has suffered a number of attacks 
over the past 2 months. The attacks come on at their 
worst when she lies down in bed, with her head turned to 
the right hand side, and last for around 20 seconds to a 
minute. There is no tinnitus. Examination reveals no 
focal localising neurological signs. You move her 
rapidly from a sitting position to a supine one with her 
head tilted at 45 degrees. After waiting for 30 seconds 
you return her to the sitting position and note obvious 
nystagmus. 

Given the likeliest origin of her symptoms, which of 
the following would be the most appropriate 
treatment in this case? 

Prochlorperazine 



♦ 



Diazepam 

Hall-Pike manoeuvre 
Epley manoeuvre 
Betahistine 



•A 



No.: 232 
Epley manoeuvre 

This patient gives the classical history of benign 
positional vertigo and the absence of hard 
neurological signs gives credence to this as the most 
likely diagnosis. The onset of benign paroxysmal 
positional vertigo(BPPV) is typically sudden. Many 
patients wake up with the condition, noticing the 
vertigo while trying to sit up suddenly. Thereafter, 
propensity for positional vertigo may extend for days 
to weeks, occasionally for months or years. In many, 
the symptoms periodically resolve and then recur. 
The severity covers a wide spectrum. In patients with 
extreme cases, the slightest head movement may be 
associated with nausea and vomiting. Despite strong 
nystagmus, other patients seem relatively unfazed. 
The Hallpike (or Dix-Hallpike) manoeuvre is the 
standard clinical test for BPPV. The finding of classic 
rotatory nystagmus with latency and limited duration 
is considered pathognomonic. A negative test result is 
meaningless except to indicate that active 
canalithiasis is not present at that moment. This test is 
performed by rapidly moving the patient from a 
sitting position to the supine position with the head 
turned 45° to the right. After waiting approximately 
20-30 seconds, the patient is returned to the sitting 
position. If no nystagmus is observed, the procedure 
is then repeated on the left side. Long-term medical 
therapy is not the treatment of choice as the Epley 
manoeuvre carries a high chance of relieving 
symptoms. This manoeuvre is well documented and 
involves attempted "Canalith repositioning", moving 
the free-floating particles which exist in the semi- 
circular canals, with a series of planned movements 
of the head, which vary according to the likely 
lateralisation of the source of BPV. Most 
practitioners claim symptom relief in 97% of patients 
after two treatments. 
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No.: 233 

A 32-year-old farmer's wife was referred to the 
neurology clinic with a 3 month history of slurred 
speech. She had noticed some clumsiness when 
preparing food in the kitchen and her handwriting had 
deteriorated prior to review. Over the past 6 months or 
so whe has seemed depressed and "not herself. Only 
past history of note is an Emergency caesarean section 
and blood transfusion. Her husband reported that she 
tended to walk with a staggering gait. Examination 
revealed very poor short term memory and a mini-mental 
state test of 22/30. She had evidence of cerebellar 
dysarthria with limb and gait ataxia. EEG revealed 
diffuse bilateral independent slow (delta) wave activity 
but no periodic complexes. 

Which of the following is the most likely diagnosis? 



♦ 



♦ 






Sporadic CJD 
New variant CJD 
Pick's disease 
Huntingdon's Chorea 
Alzheimer's disease 



•A 



No.: 233 

New variant CJD 

This unfortunate woman has variant CJD (vCJD), 
which is most likely to have been acquired through 
eating infected meat. The early appearance of her 
psychiatric symptoms and general deterioration in 
her motor skills support this diagnosis. The main clue 
here to the diagnosis of vCJD and not sporadic CJD 
(sCJD) is her young age (median age of onset of 
vCJD is 28 years as opposed to onset in 50 f s or 60 f s 
for sCJD). Met/Met homozygosity at codon 129 of the 
prion protein gene (40% of Caucasians) is associated 
with increased risk of infection. A reduced frequency 
of HLA DQ7 has also been described in cases. No sex 
preponderance is seen and the disease is relentlessly 
progressive, mean duration from diagnosis to death is 
around 16 months. Patients are often misdiagnosed 
with depression during the early stages of the disease. 
Routine CSF studies are not useful in making the 
diagnosis, although studies of specific CJD markers 
may be helpful, as may MRI scanning. Periodic sharp 
and slow wave complexes are strongly supportive of 
sporadic CJD when seen on EEG; in variant CJD the 
EEG appearance may be more variable. 

See also the website of the National CJD Surveillance 
Unit for helpful additional information. 
http://www.cjd.ed.ac.uk/ 
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No.: 234 

A 72-year-old man is brought to the clinic by his wife. 
She has suffered for years from the fact that he sleeps 
very poorly, moves his legs incessantly throughout the 
night, gets out of bed and rubs his legs constantly. He 
also seems to constantly jiggle his legs when sitting in a 
chair. There is no significant past medical history of note 
and he takes no regular medication. 

Bloods; 



Hb 


13.9 g/dl 


WCC 


5.6x1071 


PLT 


205 xl0 9 /l 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


130 umol/1 


Urea 


8.2mmol/l 


VDRL 


negative 


Pa0 2 


10.3 kPa 


PaC0 2 


4.5 kPa 


pH 


7.4 


Glucose 


6.1 mmol/1 



Which of the following represents the most likely 
diagnosis? 



• 



Sleep apnoea syndrome 
Restless legs syndrome 
Alcohol related neuropathy 
Diabetic neuropathy 
Uraemic neuropathy 



•A 



No.: 234 

Restless legs syndrome 

This patient's symptoms are very typical of restless 
legs syndrome, a neurologic disorder of unclear 
pathogenesis, often associated with sleep disturbance. 
It may also be associated with iron deficiency 
anaemia, end stage renal failure, COPD, gastric 
surgery, chronic venous insufficiency, 

hypothyroidism or a number of medications such as 
beta-blockers, H2 antagonists or neuroleptics. The 
prevalence is thought to be as high as 10-15% of the 
population and the condition is under-diagnosed. 
Treatment is primarily with the use of dopamine 
agonists, usually used to treat Parkinson's disease, as 
these have been found to be highly effective for the 
management of restless legs. 



"'J, 
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No.: 235 

A 6 5 -year-old man is brought to the GP by his wife who 
is concerned that his behaviour and mental state have 
deteriorated over the past few days. He has been seeing 
imaginary people in the garden and imagining that they 
are talking to him and saying "bad things". Additionally 
his memory is not quite what it was and his hand writing 
has become rather small and difficult to read. He also 
appears to have difficulty starting to walk. On 
examination he has a mask like facial appearance, cog- 
wheel rigidity, and difficulty initiating walking. Mini- 
mental state testing reveals impairment of short term 
memory. A hand writing sample confirms micrographia. 
His blood pressure is 130/70mmHg lying, 100/60 mmHg 
standing. 



Investigations 


s 


Hb 


12.7 g/dl 


WCC 


5.2x1071 


PLT 


290 xl0 y /l 


Na + 


138 mmol/1 


K + 


4.8 mmol/1 


Creatinine 


130 umol/1 


MRI brain 


Possible hippocampal atrophy 



Which of the following is the most likely diagnosis? 






Alzheimer's disease 
Pick's disease 
Multi-infarct dementia 
Parkinson's disease 
Lewy body dementia 



No.: 235 

Lewy body dementia 

The presentation and MRI findings seen here are 
suggestive of Lewy body dementia. Increased 
hallucinations, (both visual and non-visual), 
parkinsonian motor features, delusions and syncope 
are all more typical of Lewy body dementia than 
Alzheimer's disease. At time of diagnosis, memory 
impairment is also less marked in Lewy body disease 
compared to Alzheimer's. Cholinesterase inhibitors 
have shown effectiveness in reducing hallucinations, 
delusions and cognitive impairment associated with 
Lewy body dementia although they are not yet 
licensed for treating this. 



-j 
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No.: 236 

A 3 6 -year-old painter and decorator presents with 
sudden onset back pain. He was sitting on the floor 
painting a fence when he realised after some time that he 
was unable to get up. On examination he has bilateral leg 
weakness with lower limb hyper-reflexia. he has 
pinprick sensory loss to the level of the umbilicus. 
Vibration sense is weakly preserved at the ankles and 
clearly present at the knee. He is in urinary retention. 
Only past medical history of note is that has a past 
medical history of hypertension for which he takes 
ramipril lOmg daily. 

Which of the following represents the most likely 
diagnosis? 



♦ 



♦ 



♦ 



Anterior spinal cord syndrome 
Cervical cord compression 
Transverse myelitis 
Guillain Barre syndrome 
Miller-Fisher syndrome 



No.: 236 

Anterior spinal cord syndrome 

The clue is that he has hypertension, which may be a 
pointer towards possible anterior spinal artery 
infarction or dissection. There is sparing of posterior 
column sensation, hence vibration sense is preserved. 
Transverse myelitis may occur after infection or MS, 
but there is nothing to suggest that diagnosis here. 
Guillain Barre or Miller-Fisher tend to be slowly 
progressive so they do not fit the picture here. MRI 
scanning is useful in confirming anterior spinal cord 
syndromes .Unfortunately this condition carries a 
poor prognosis. 
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No.: 237 

An 80-year-old man comes to the neurology clinic. He 
presented to his GP with symptoms suggestive of 
Parkinson's some 4 years ago and was started on L-dopa 
by his GP. During the initial period his Parkinson's 
disease symptoms improved, but now his mobility has 
begun to worsen again, and his wife is concerned that his 
short term memory has deteriorated. Mental state testing 
in the clinic suggests problems across multiple domains 
including visual- spatial difficulties, disorders of 
executive function, and problems with naming words. 
Although he has some short term memory deficit, it is 
not as bad as might be expected, given his other 
problems. 

Mini-mental state score is reduced by 1 1 points to 19/30 
PET scanning - decreased basal ganglia activity and 
uptake 

Which of the following would be the most 
appropriate treatment for him? 



. 






Rivastigmine 

Selegiline 

Memantine 

Haloperidol 

Quetiapine 



•A 



No.: 237 

Rivastigmine 

Unfortunately, compounds which are useful in 
treating Parkinson's, such as selegiline, may actually 
lead to worsening of cognitive symptoms. Centrally 
acting cholinergic agonists improve cognitive 
function for a short time, but they are not as effective 
as when used in other conditions such as Alzheimer's 
disease. Additionally, they may lead to deterioration 
of motor symptoms in some patients. Over the 
longer-term, patients are unfortunately particularly 
prone to hallucinations at least in part due to the 
dopamine agonists used to treat their motor 
condition Rivastigmine is licensed for the treatment 
of both mild to moderate dementia of Alzheimer type, 
and mild to moderate dementia associated with 
Parkinson's disease. 



"'J, 
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No.: 238 

A 26-year-old man who was beaten up a few days earlier 
presents to the Emergency room feeling unwell. He says 
that he was punched and kicked in the head and noticed 
clear fluid leaking from his nose after event. Most 
recently he has begun to suffer increasing drowsiness 
and a worsening fever. On examination he is pyrexial 
38.5° C, drowsy with signs of meningism. Following CT 
scan, lumbar puncture is performed. 

Investigations 



Hb 



WCC 



PLT 



Na + 



K + 



Creatinine 



12.1 g/dl 



13.1x1071 
200 xl07l 



139mmol/l 



4.5 mmol/1 



120 umol/1 



CSF protein 



CSF cell count 



CSF glucose 



Blood glucose 



0.85g/dl 



37/mm , (neutrophils) 



3 .Ommol/1 



5.9mmol/l 



Which of the following is likely to be the most 
appropriate antibiotic choice? 



• 



IV benzylpenicillin 
IV ciprofloxacin 
IV vancomycin 
IV linezolid 
Oral clarithromycin 



•A 



No.: 238 
IV linezolid 

The CSF leak is suggestive of a skull fracture, hence 
possible entry of bacteria via the fracture is the 
primary consideration. As such staphylococcus 
aureus or epidermidis would be important 
considerations. Of the antibiotic choices given, IV 
linezolid would be the most appropriate option. The 
CNS penetration of vancomycin is known to be poor, 
and is even less effective when there is significant 
meningeal inflammation. Clearly CT scan and 
surgical review are essential in this case, although we 
are not given the results of the scan here. 



"'J, 
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No.: 239 

A 42-year-old homeless man is brought to the 
Emergency room by the police. He was asked to move 
on from a shop doorway when he claimed he was ill, 
with a headache, vomiting and neck and arm stiffness. 
On examination he is pyrexial 37.8°C. He has signs of 
mild meningism. Ophthalmoscopy reveals a small grey- 
white choroidal nodule on the right hand side. Bilateral 
lateral rectus palsies are observed. Following 
neuroimaging, lumbar puncture is performed. 



Investigations 




Hb 


13.2 g/dl 


WCC 


10.1xl0 9 /l 


PLT 


205 xl07l 


Na + 


129mmol/l 


r 


4.0 mmol/1 


Creatinine 


95 umol/1 



CT brain - Nodular enhancing lesion 
CXR - left upper lobe Fibro sis/consolidation 



CSF protein 


0.95g/dl 


CSF cell count 


56/mm 3 , (lymphocytes) 


CSF glucose 


2.0mmol/l 


Blood glucose 


5.7mmol/l 



Which of the following is the most likely diagnosis? 

Herpes encephalitis 

iV 

Neurosyphilis 



♦ 



Primary brain tumour 
Tuberculous meningitis 
Neurosarcoid 



No.: 239 
Tuberculous meningitis 

The clinical picture of a homeless man, with CXR 
changes suggestive of tuberculosis infection and a 
lymphocytic meningitis supports the diagnosis of 
tuberculous meningitis. Vlth nerve palsies and 
SIADH are very common findings. The onset of 
meningitis may be acute or chronic. Culture for TB is 
positive in 50-80% of meningitis patients with the 
condition; PCR is also very useful in centres where it 
is available. At least 12 months of combination anti- 
bacterial therapy is recommended. Where there is co- 
existent obstructive hydrocephalus, surgical stenting 
is recommended. 
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No.: 240 

A 72-year-old woman visits the clinic feeling low. She 
has been feeling down for some time, and believes the 
problem has been confounded by an overactive bladder, 
previously assessed by the Urology team, meaning that 
she is up and down to the toilet about 10 times a day. On 
further questioning she admits that she is anxious as she 
lives alone, her husband died five years ago, and the only 
company she has is her cat. She has lost 5kg in weight 
over the past year and wakes up at around 4. 3 0-5 am in 
the morning. Clinical examination is unremarkable. 

Given the likely diagnosis, which of the following 
represents the most appropriate therapy for this 
woman? 

Oxybutinin 



♦ 



Sertraline 
Dothiepin 
Tolteradine 
Amitryptilline 



No.: 240 
Sertraline 

It seems, judging by this woman's medical history, 
that depression and anxiety are the primary 
problems. As such this leaves us with the choice of the 
two tricyclic anti-depressants, dothiepin and 
amitriptyline, or sertraline as the possible options. 
Considering that she already has an element of 
bladder dysfunction, the tricyclics may either add to 
her symptoms by promoting urinary retention, or 
complicate any investigation of her symptoms. As 
such, the SSRI, sertraline is the most appropriate 
initial therapy, with follow up of her urinary 
symptoms in a few weeks time. 



No.: 241 






A 72-old-man with a long history of visual problems due 
to bilateral glaucoma is brought by his daughter to the 
GP. She is concerned as he has become very stubborn 
and is telling her that he is seeing colours and patterns on 
the wallpaper which aren't actually there, and even says 
that he sees birds and buildings out of the window. He 
has had no other significant past medical history, but 
admits to drinking a glass of whisky per night. On 
examination his BP is 134/82 mmHg, his pulse is 
68/min, atrial fibrillation. Visual acuity testing reveals 
that he is blind, his mini mental state testing is normal. 

Which of the following is the most likely diagnosis? 

Pick's disease 



No.: 241 

Charles Bonnet syndrome 

This condition is described as visual hallucinations in 
a patient with a profound visual field defect. 
Normally the visual hallucinations subside after 12- 
18 months, and there is no specific treatment 
required. Often patients are very stubborn that they 
are able to see the objects concerned, although 
screening with a mini-mental state test for dementia 
is normal In contrast to other conditions, where 
patients develop complicated explanations for the 
hallucinations, in Charles Bonnet this does not tend 
to occur. 



• 



♦ 



Charles Bonnet syndrome 
Korsakoff's psychosis 
Alzheimer's disease 



Multi-infarct disease 
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No.: 242 

A 54-year-old woman comes to the clinic complaining of 
arm and leg weakness that has been present for at least 6 
months. She says that the condition waxes and wanes a 
little, and that some weeks are worse than others, but she 
is now having problems even getting up out of a chair or 
climbing the stairs. On examination she has proximal 
upper and lower limb weakness. Tone is decreased, as 
are bilateral tendon reflexes. There are no specific 
sensory defects identified. 

Investigations 



Hb 


12.3 g/dl 


WCC 


4.1 xl0 9 /l 


PLT 


193 xl07l 


Na + 


139mmol/l 


K + 


4.3 mmol/1 


Cr 


104 lumol/1 


CSF protein 


0.92g/dl 



Mild CSF lymphocytic pleocytosis 

CT head, unremarkable 

MRI spine with gadolinium - nerve root enhancement 

Which of the following is the most likely diagnosis? 

Multiple sclerosis 

Chronic inflammatory demyelinating 
polyradiculopathy (CIDP) 

(♦ 

Acute inflammatory demyelinating 

polyradiculopathy (CADP) 



♦ 



Syringomyelia 
Der matomyo siti s 



No.: 242 

Chronic inflammatory demyelinating polyradiculopathy 
(CIDP) 

CIDP usually follows a relapsing and remitting or 
slowly progressive course and is characterised by a 
predominant motor pattern of affected nerves, raised 
CSF protein and mild lymphocytic pleocytosis, and 
nerve root enhancement on gadolinium MRI 
scanning. Some sensory involvement may be seen in 
patients, and this normally takes the form of 
peripheral pins and needles, following a glove and 
stocking neuropathy pattern, or defects of 
proprioception. Supportive physiotherapy and 
occupational therapy is essential. Specific medical 
therapy principally consists of intravenous 
immunoglobulins, and/or plasma exchange; some 
patients also benefit from other immunomodulatory 
treatments including corticosteroids, azathioprine, 
cyclophosphamide or ciclosporin. Neuropathic pain 
may be treated with agents such as gabapentin and 
amitryptiline. 
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No.: 243 

A 26 -year-old woman who is 25 weeks pregnant 
presents to the GP complaining of her right foot 
dragging and tripping her up, particularly when she 
walks up stairs. Previously her health has been very 
good, with only mild asthma managed with a Seretide 50 
inhaler. On examination she looks well, with a BP of 
105/75 mmHg, neurological examination reveals foot 
drop consistent with a right common peroneal nerve 
palsy. 

Investigations 



Hb 


10.9 g/dl 


WCC 


5.4xl0 9 /l 


PLT 


202x1071 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Cr 


80 umol/l 


ESR 


10 mm/hr 



Which of the following is the most appropriate 
management for this patient? 

Oral prednisolone 

Lumbar puncture 

Referral for occupational therapy and physiotherapy 

MRI brain and spinal cord 

Nerve conduction studies 






No.: 243 

Referral for occupational therapy and physiotherapy 

This patient has a mononeuritis leading to common 
peroneal nerve palsy. Up to l/3rd of cases of 
mononeuritis multiplex are of unknown cause. 
Possible associated diseases may include vasculitis or 
multiple sclerosis, but the normal ESR reduces the 
likelihood of a sinister cause. Multiple sclerosis 
usually improves in pregnancy, and further screening 
tests for MS such as an LP and MRI scan would be 
avoided in this patient for the moment. Most cases of 
mononeuritis improve over the course of 6 months, 
and the patient should be managed supportively with 
physiotherapy and an appropriate occupational 
therapy splint. 
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No.: 244 

A 29-year-old woman whose husband died of colonic 
carcinoma 1 year ago has attended the Emergency 
department 6 times of the past 5 months complaining of 
acute abdominal pain. Each time nothing abnormal is 
found. She also complains of tiredness and chronic back 
pain which have been ongoing for the past 4 years. 

Investigations; 



Hb 


13.5 g/dl 


WCC 


5.4xlO y /l 


PLT 


230 xl07l 


Na + 


140 mmol/1 


r 


5.0mmol/l 


Cr 


90 umol/1 


ESR 


9mm/hr 


Faecal occult blood 


negative 



Which of the following is the most likely diagnosis? 

Irritable bowel syndrome 
Hypochondriasis 
Adjustment disorder 



♦ 



Somatisation disorder 
Munchausen's syndrome 



•A 



No.: 244 
Somatisation disorder 

Somatisation disorder often arises in conjunction 
with other psychiatric disorders such as depression 
and anxiety. This woman has been exposed to a 
significant period of stress and bereavement and it's 
not at all surprising that she has presented on 
multiple occasions with unexplained physical 
symptoms. Treatment of this condition centres on 
resolving the underlying depression with a 
combination of cognitive and anti-depressant 
therapy. Typically symptoms such as chronic pain, 
should have been ongoing, as here for 2 years or 
more. 



"'J, 
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No.: 245 

A 52-year-old man presented 3 days ago having fallen 
while intoxicated with alcohol. He had a depressed skull 
fracture with overlying scalp laceration and worries that 
he may have been hit with a blunt instrument. You are 
asked to review him as he is becoming increasingly 
drowsy and complaining of worsening headache. On 
examination he is pyrexial 38.2°C. 

Investigations; 



Hb 


13.2 g/dl 


WCC 


13.1x1071 


PLT 


201 xl07l 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


124 umol/1 



Which of the following is the most likely causative 
organism? 

Streptococcus viridans 

♦ 



Staphylococcus aureus 
Pseudomonas aeruginosa 
Clostridium perfringens 
Aspergillus fumigatus 



•A 



No.: 245 
Staphylococcus aureus 

Staphylococcus aureus is the commonest cause of 
intra-cerebral infection due to penetrating / direct 
skull injury. Other potential causes may include 
Staph, epidermidis, Clostridium, soil anaerobes and 
fungi such as aspergillus or Candida. Typical 
treatment for suspected staphylococcus intracerebral 
abscess includes linezolid because of its CNS 
penetration. 



"'J, 



ib 



No.: 246 

A 23 -year-old man who had a road traffic accident on his 
motorbike 1 month ago and a fixed femoral fracture now 
presents complaining of dizziness, which is worse on 
moving his head. He finds it difficult to mobilise and 
finds himself needing to lie down for much of the time 
because he feels nauseous. On examination his BP is 
123/78 mmHg. He has fatiguable horizontal nystagmus. 



Which of the following is the most likely 

Meniere's disease 

Benign positional vertigo 

Vestibulocochlear nerve injury 
^» 

Oculomotor nerve injury 
^» 

Vestibular neuronitis 



cause? 



No.: 246 

Benign positional vertigo 

nign positional vertigo, (BPV) may occur in patients 
who have a history of head injury such as this man. It 
is thought to occur due to the presence of displaced 
otolithic debris, which leads to abnormal sensations 
of movement, dizziness and nausea. Medications to 
treat BPV are generally much less effective than 
manoeuvres such as the Epley manoeuvre to 
reposition any debris, and it is these exercises, rather 
than medication which form the mainstay of therapy. 
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No.: 247 

A 42-year-old male dancer comes to the Emergency 
room complaining of headache and neck stiffness. For 
the past few months he has felt increasingly tired and has 
had some difficulty with missed work and sick days. He 
attends with his male partner who tells you that he has 
begun forgetting things over the past few weeks and over 
the past few days has become confused. On examination 
he is pyrexial 38.1°C, is drowsy and finds it difficult to 
understand questioning. He has evidence of neck 
stiffness and photophobia. 



Investigations; 


Hb 


11.0 g/dl 


WCC 


9.2 xl0 9 /l 


PLT 


132xlO y /l 


Na + 


137mmol/l 


K + 


4.5 mmol/1 


Creatinine 


124 umol/1 



LP - CSF opening pressure 19, clear looking CSF, raised 
CSF protein, decreased CSF glucose, PMN pleocytosis 
MRI head - some ventricular enlargement with 
ependymal enhancement 
Which of the following is the most likely diagnosis? 



• 



Herpes simplex encephalitis 
CMV meningoencephalitis 
Meningococcal meningitis 
TB meningitis 
Cryptococcal meningitis 



No.: 247 

CMV meningoencephalitis 

The findings seen here, with only a mildly elevated 
CSF opening pressure, clear looking CSF with raised 
protein, decreased glucose and PMN pleocytosis, 
coupled with ependymal enhancement on MRI are 
relatively typical of CMV infection against a 
background of HIV. Unfortunately the appearance of 
gradual memory loss coupled with confusion is 
usually associated with rapid progression. IV 
gancyclovir is the therapy of choice, given as an 
induction course, followed by maintenance therapy 
for life. 
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A 42-year-old man with a history of HIV presents with 
headache, neck stiffness and problems with his vision. 
His partner says that he has suffered from a cough and 
lost weight over the past 3 or 4 months. On examination 
he is pyrexial 37. °6, his BP is 145/91 mmHg with a pulse 
of 85/min. He has bilateral papilledema and bilateral 
6th nerve palsy. 

Investigations; 



Hb 


10.5 g/dl 


WCC 


9.7 xl07l 


PLT 


175 xl0 9 /l 


Na + 


134mmol/l 


K + 


4.5 mmol/1 


Creatinine 


130 umol/1 


Tuberculin test 


negative 



CT head - Hydrocephalus, basilar meningeal thickening, 

nodular enhancing lesion with a hypodense central 

portion 

Lumbar puncture - Normal protein, reduced glucose, no 

cells visualised 

Which of the following is the most likely diagnosis? 

Meningococcal meningitis 
Herpes simplex encephalitis 
Cryptococcal meningitis 



♦ 



♦ 



Tuberculous meningitis 
CMV meningitis 



No.: 248 
Tuberculous meningitis 

The key points from the history are the subacute 
onset, with weight loss and cough, which hints at the 
possibility of TB. The findings on CT head are 
entirely consistent with this. Negative tuberculin test 
does not exclude the possibility of TB, particularly in 
patients who are immunocompromised. Up to 16% of 
patients with HIV may have acellular CSF, and 
nearly half may have a normal CSF protein level. 
Around 80% of CSF samples are positive to TB after 
culture, although PCR is now allowing for more 
rapid diagnosis. 
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A 72-year-old woman is brought to the Emergency room 
by ambulance. She was found by her home help not 
moving in the bed, she is drowsy and does not move or 
respond to questions on admission to the hospital. There 
is a history of hypertension for the past 10 years, 
currently managed with ramipril and amlodipine, and she 
has had 3 previous Emergency attendances over the past 
5 months for unexplained collapses. On examination her 
BP is 185/100 mmHg, she does not move her arms or 
legs to commands, but appears to have preserved vertical 
eye movements and blinking. Plantar responses are 
extensor. 

Which of the following is the most likely site for the 
vascular lesion? 



♦ 



Distal basilar artery 

Left carotid artery 

Right carotid artery 

Proximal and middle basilar artery segments 

Middle and distal basilar artery segments 



No.: 249 

Proximal and middle basilar artery segments 

This woman has locked-in syndrome, a condition 
usually precipitated by infarction of the proximal and 
middle basilar artery segments. Changes in conscious 
level are associated with more distal basilar artery 
involvement. Many patients have stuttering 
symptoms consistent with multiple TIAs over the 
weeks and months before a major stroke. Given the 
possibility that brainstem ischaemia may be 
associated with bulbar palsy, assessment of airway 
protection is a crucial part of early management of 
this patient population. Unfortunately patients who 
suffer basilar artery infarction suffer a mortality rate 
of around 85%; in patients who are treated with 
thrombolysis, case series do indicate however that as 
many as 35% achieve a reasonable functional 
outcome. 
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A 40 -year-old man who has been doing some work 
repairing his car is found lying down by his neighbour 
under the car, unable to get up. He tells the ambulance 
crew that he was straining to get to a particular part of 
the engine when he began to get a severe occipital 
headache and neck pain. Weakness then increased over a 
period of a few hours. There is no past medical history of 
note apart from mild hypertension which is managed 
with amlodipine 5mg. On examination his BP is 155/95 
mmHg. He has pain and numbness affecting the right 
hand side of his face, hoarseness of his voice when he 
tries to speak, loss of pain and temperature sensation on 
the left hand side of the body, diplopia and dysphagia, 
and Horner's syndrome. 

Which of the following is the most appropriate 
investigation? 






CT Head 

Carotid artery duplex scanning 

Magnetic resonance angiography 

PT 

ESR 



t 



No.: 250 

Magnetic resonance angiography 

There is a very strong suspicion that this man has 
suffered a vertebral artery dissection. Often any 
history of trauma is relatively minor, in this case it is 
probably due to hyperextension of the neck while 
working under the car. Magnetic resonance 
angiography is the investigation of choice, disturbed 
arterial flow, a pseudo -lumen and aneurismal 
dilatation can all be identified on scanning. The 
neurological features seen are typical of lateral 
medullary syndrome, seen after a vertebral artery 
dissection. Anticoagulation is the treatment of choice 
to prevent distal thromboembolic phenomena. 
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A 56-year-old woman with a history of Type 2 diabetes 
and hypertension presents to the Emergency room, she 
has taken up badminton to lose weight and presents with 
sudden loss of the upper field of vision in her right eye 
during a game. On examination the left eye shows 
evidence of hypertensive changes, the right reveals a 
swollen optic disc with retinal haemorrhages in all four 
quadrants, there is an afferent pupillary defect. Her BP is 
148/92 mmHg. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


5.5xl0 9 /l 


PLT 


199x1071 


Na + 


140mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/1 


Cholesterol 


6.2 mmol/1 


HbAlc 


62.84 mmol/mol (7.9%) 



Which of the following is the most likely diagnosis? 

Optic neuritis 






Anterior ischaemic optic neuropathy 
Branch retinal vein occlusion 
Central retinal vein occlusion 
Central retinal artery occlusion 



: 



No.: 251 

Central retinal vein occlusion 

The correct answer is central retinal vein occlusion. 
Both retinal haemorrhages and oedema of the optic 
disc, with an afferent pupil defect are typical of the 
condition. The area of visual field loss may be 
variable, particularly during the early stages after 
retinal vein thrombosis occurs. Colour Doppler 
imaging is a non-invasive way to image the 
retrobulbar circulation, but the investigation of 
choice is fluoroscein angiography. Blood work is 
targeted at identifying any underlying cause of 
hypercoagulability and consideration of either anti- 
platelet agents such as aspirin or anti-coagulation 
with warfarin. No effective treatments for central 
retinal vein occlusion have been identified although 
intra-ocular corticosteroids may have a role to play in 
associated macular oedema. Ischaemic optic 
neuropathy usually presents with a pale white 
oedematous optic disc. 



,j 



ib 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 252 

A 62-year-old man comes to the Emergency room with 
his daughter who is very concerned that he may be 
depressed. He wakes very early in the morning and 
seems not to have been eating for the past few weeks. 
Apparently he has undergone some minor investigations 
for indigestion which have proved unremarkable. On 
examination you become quite concerned because he 
tells you the reason he is depressed is because he is 
dying of stomach cancer and he has considered taking a 
paracetamol overdose. 



Investigations; 


Hb 


12.1 g/dl 


WCC 


4.9 xl0 9 /l 


PLT 


175 xlO y /l 


Na + 


141 mmol/1 


K + 


4.2 mmol/1 


Creatinine 


100 umol/1 



Which of the following would be the most 
appropriate therapy choice for him? 

Cognitive therapy 






Amitriptyline 
ECT 

Citalopram 
Venlafaxine 



•A 



No.: 252 

Citalopram 

NICE guidelines on the treatment of moderate to 
severe depression suggest using a generic SSRI as 
first line therapy in moderate to severe depression. 
Potential toxicity of agents which may be used in any 
suicide attempt should also be considered, for this 
reason tricyclics such as amitriptyline should be 
avoided, as should venlafaxine. It is also important to 
warn both the patient and his daughter that 
symptoms may not improve for around 2 weeks, 
although many patients with depression report 
subjective improvements in their symptoms before 
the 2 week stage. ECT is reserved for the severest of 
patients but is highly effective. Input from the 
psychology service has a role along side drug therapy 
in this case. 
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A 42-year-old man attends the clinic with his 72-year- 
old father who is treated with 1-dopa for Parkinson's. He 
tells you that his uncle is also affected by Parkinson's 
and is worried that he may develop the condition. 
Which of the following signs is most associated with 
early Parkinson's? 



• 
• 



Somnambulance 

REM sleep behaviour disorder 

Hypnogogic hallucinations 

Day time somnolence 

Insomnia 



No.: 253 

REM sleep behaviour disorder 

REM sleep behaviour disorder is associated with 
imperfect abolition of muscle tone during REM sleep, 
and is potentially caused by lesions in the area of the 
Pons responsible for REM sleep atonia. It is 
identified as an early feature of idiopathic 
Parkinson's disease and patients may be seen to kick, 
laugh, punch or light invisible enemies during REM 
sleep. They do however rarely actually get up out of 
bed and walk. Interestingly, the side most affected by 
Parkinson's appears to adopt near normal movement 
during REM sleep. 
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A 19-year-old student comes to the neurology clinic. He 
is falling behind in his University studies. He is having 
disturbed nights of sleep and falls asleep suddenly during 
class in the daytime. This is hugely embarrassing and 
tends to occur in stressful situations or during a 
particularly animated conversation. In an attempt to 
sleep well at night he has been drinking large amounts of 
alcohol in the evening, further questioning reveals that 
he has also been suffering from hypnagogic 
hallucinations. A friend recommended he try 
amphetamines to try and stay awake in the day. 
Neurological examination is unremarkable. 

Investigations; 



Hb 


12.3 g/dl 


WCC 


5.6x1071 


PLT 


209x1071 


Na + 


140mmol/l 


K + 


4.8mmol/l 


Creatinine 


100 umol/1 


Urine tox screen 


amphetamines + 



Which of the following is the most likely diagnosis? 

Narcolepsy 






REM sleep disorder 
Restless legs syndrome 
Alcohol dependency 
Drug addiction 



•A 



No.: 254 
Narcolepsy 

Narcolepsy is characterised by excessive daytime 
sleepiness, cataplexy, hypnagogic hallucinations and 
sleep paralysis. Patients frequently use alcohol and 
other sedatives to try and enhance their sleep at 
night, and try amphetamines in the day to keep them 
from suddenly falling asleep. The condition is most 
common in the Japanese population and the 
prevalence in Caucasian populations is around 
5:10,000. Encouraging good sleep hygiene is the 
mainstay of therapy, coupled with the use of either 
amphetamine related agents or modafinil. 
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A 20 -year-old professional cyclist presents to the 
neurology clinic for review. He tells you that for the past 
few months he has noticed involuntary fasiculations, 
predominantly in his forearms and calves over the past 
few months. These are particularly a problem after a 
long cycle ride. On examination he looks fit, his BMI is 
22. He has very well demarcated limb musculature. 
Neurological examination is entirely normal. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


6.1 xlO y /l 


PLT 


192x1071 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


82 umol/1 J 


ESR 


9mm/hr 


EMG 


normal conduction velocity 



Which of the following is the most likely diagnosis? 

Amyotrophic lateral sclerosis 
Polymyositis 
Myotonic dystrophy 
McArdle disease 
Benign fasciculations 
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Benign fasciculations 

Benign fasciculations are relatively common in 
patients who have undergone a period of very 
strenuous exercise, and are also seen after an alcohol 
binge. The underlying cause of benign fasciculations 
is unclear, but it is thought that the activity is 
primarily generated by distal motor axons. Given 
that the fasiculations have occurred after exercise 
and he is otherwise well, the prognosis of this 
condition is entirely benign. Benzodiazepines are 
generally ineffective in the management of benign 
fasciculations, but carbamazepine and phenytoin are 
effective; in this case however pharmacotherapy is 
unnecessary. 
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A 22-year-old man presents to the GP complaining of 
difficulty walking up the stairs at home. He tells you that 
his father died in his early 50s after a severe pneumonia, 
but he had to sleep propped up in bed and seemed short 
of breath for many months before his death. You 
understand that his parents were first cousins. On 
examination he has proximal weakness in his legs with 
lower motor neurone signs. There is mild upper limb 
weakness but this is much less marked than in the lower 
limbs. 

Which of the following is the most likely diagnosis? 



♦ 
♦ 
♦ 



♦ 



Myotonic dystrophy 

Myasthenia gravis 

Amyotrophic lateral sclerosis 

Spinal muscular atrophy (SMA) Type 1 

Spinal muscular atrophy (SMA) Type 3 



No.: 256 

Spinal muscular atrophy (SMA) Type 3 

The hereditary spinal muscular atrophies comprise a 
group of autosomal recessive disorders characterised 
by progressive lower motor neurone weakness. Type 
3 SMA is known as the chronic juvenile form, the 
symptoms of which first appear after the age of 18 
months. It may be associated with a normal life 
expectancy, and patients may have near normal 
motor function apart from difficulties climbing the 
stairs due to proximal lower limb weakness. Bulbar 
palsy occurs late in the disease and may have been 
responsible for the recurrent pneumonia and 
progressive respiratory failure suffered by his father. 
Pathological study reveals the progressive loss of 
anterior horn cells in the spinal cord and cranial 
nerve nuclei. 
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An 84-year-old man with a history of atrial fibrillation 
and a previous TIA attends the Emergency department 
with a large haematoma of the right hip due to a fall. He 
lives independently, and this is his only fall during the 
course of the last 3 years. Medication includes ramipril, 
atorvastatin and warfarin. On examination his BP is 
142/77 mmHg, pulse 77/min, AF. You notice bilateral 
carotid bruits on cardiovascular system examination. 

Investigations; 



Hb 


10.9 g/dl 


WCC 


6.8 xlO y /l 


PLT 


183 xl07l 


Na + 


141 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


149 umol/1 



Which of the following is the most appropriate way to 
manage his thromboembolism prophylaxis? 

Give nothing 






Aspirin 
Dypridamole 
Clopidogrel 
Continue warfarin 



•A 



No.: 257 

Continue warfarin 

In a situation like this the debate is between 
continuing warfarin and running the risk of further 
bleeding episodes, and stopping warfarin and 
running the consequent increased risk of further 
TIAs or a completed stroke. In this case, with 
persistent AF and evidence of bilateral carotid 
stenoses, the risk of further TIAs or a stroke is 
considerable; as such it is best to continue warfarin. 
A range of studies suggest in the presence of 
continued AF that aspirin dypridamole and 
clopidogrel are very much inferior options. 
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A 50 -year-old woman with a history of manic depression 
presents to the clinic with hypertension and severe 
problems with central obesity. She has been suffering 
from problems with alcohol abuse over the past few 
years. Medication includes sodium valproate, ramipril, 
indapamide and amlodipine for hypertension. On 
examination her BP is 155/90 mmHg, her BMI is 38. 
She has moon like facial features and abdominal striae. 

Investigations; 



Hb 


12.2 g/dl 


WCC 


5.6xlO y /l 


PLT 


230x1071 


Na + 


141 mmol/1 


K + 


4.8mmol/l 


Creatinine 


123 umol/1 


ALT 


105 U/l 


Fasting glucose 


8.2 mmol/1 


Cortisol post low dose 
dexamethasone supression test 


52 nmol/1 

(<50) 



Which of the following is the most likely diagnosis? 

dishing' s disease 
Cushing's syndrome 
Pseudo Cushing's disease 
Impaired glucose tolerance 
Simple obesity 



No.: 258 

Pseudo Cushing's disease 

The cut off for normal Cortisol post dexamethasone 
suppression test is 50 nmol/1. As such, given her 
history of chronic alcohol abuse, pseudo Cushing's 
seems the most likely diagnosis. She also has Type 2 
diabetes, which is not surprising given that her BMI 
is 38. Her ALT is elevated which may point either 
towards alcoholic/ obesity related steatohepatitis or 
towards early cirrhotic change. Absence from alcohol 
and encouragement to lose weight would be the 
cornerstones of therapy for this patient. 
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An 1 8-year-old man presents with pain over his right 
shoulder which he says began to develop a few days 
after he had received an influenza vaccination before 
going traveling. He has been previously well apart from 
mild asthma for which he uses a salbutamol inhaler 
occasionally. On examination he has severe right 
shoulder pain on palpation and the pain worsens severely 
when he pushes against resistance, with winging of the 
scapula on the right hand side. 
What is the most likely diagnosis? 






Fascioscapulohumeral dystrophy 
Spinal muscular atrophy 
Brachial neuritis 
Brachial plexus trauma 
Rotator cuff injury 



No.: 259 

Brachial neuritis 

Brachial neuritis is a rare inflammatory condition 
affecting brachial plexus lower motor neurons, which 
leads to pain on shoulder palpation and severely 
increased pain on shoulder movement. It may be 
associated with upper respiratory tract infection, 
surgery, trauma, radiological investigations and 
vaccination, particularly influenza, tetanus, 
diphtheria and pertussis. The right shoulder tends to 
be more often affected more than the left. No 
investigations are usually required unless systemic 
disease is suspected. Analgesia and physiotherapy are 
the mainstay of therapy in this condition. 
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A 72-year-old man is referred by his GP with a 
pneumonia. The family have noticed over the past few 
weeks and months that he has been slurring his words 
and occasionally choking on his food. Once or twice he 
has choked so badly that he actually vomited. On 
examination he is pyrexial 37.9°C, his BP is 1 10/72 
mmHg and his pulse is 95/min and regular. He has signs 
of a right sided pneumonia. You also notice that he has 
tongue fasciculations and a mixed pattern of upper and 
lower motor neurone weakness on peripheral 
examination. Sensation appears intact. 



Investigations; 




Hb 


11.9 g/dl 


WCC 


15.2xlO y /l 


PLT 


190 xl07l 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


195 umol/1 



Which of the following is the most likely diagnosis? 

Amyotrophic lateral sclerosis 






Hereditary motor and sensory neuropathy 
Multi-infarct disease 
Polymyositis 
Multiple sclerosis 



No.: 260 

Amyotrophic lateral sclerosis 

Bulbar palsy with mixed upper and lower motor 
neurone signs and sensory sparing is very typical of 
the picture seen with Amyotrophic lateral sclerosis 
(ALS). MRI is a usual part of the work up to rule out 
other causes of these signs, nerve conduction studies 
and electromyography are also employed as 
diagnostic tools. Treatment is supportive with 
appropriate counseling for the patient and his or her 
family, with consideration of alternative feeding 
regimes such as PEG where aspiration is frequent.. 
ALS is a progressive condition, with prognosis 
poorest in those patients who have bulbar palsy. 
Treatment is essentially palliative: riluzole (a 
glutamate antagonist) has been shown to prolong 
tracheostomy-free survival; anti-spasticity agents 
may be used if necessary to relieve symptoms. 
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A 18-year-old girl is admitted to the Emergency room 
after slashing at her arms with a kitchen knife. She has 
episodes of paracetamol overdose in the past, and says 
this time was because of a row with her boyfriend. 
Currently she finds it difficult to hold down a job and 
has been in trouble with the police for alcohol abuse. She 
lives alone having moved out of the family home due to 
domestic violence. On examination there are multiple 
healed scars due to previous wrist and arm slashing. She 
is abusive and tearful but is otherwise normal. 
Which of the following is the most likely diagnosis? 
<♦ 






♦ 



Depression 

Schizophrenia 

Borderline personality disorder 

Bipolar disease 

Post traumatic stress disorder 



No.: 261 

Borderline personality disorder 

Repeated episodes of difficulty dealing with the 
stresses of life such as relationship difficulties, 
holding down a job etc, coupled with repeated self 
harm are typical of borderline personality disorder. 
No specific pharmacological intervention is required 
in this case, but a risk assessment should be carried 
out with respect to suicidal intent, and assessing 
possible triggers to this type of repeated behaviour. 
Additionally, she may be offered referral to the 
psychology service with respect to offering 
behavioural interventions to break the cycle of 
repeated self harm and presentation to the acute 
medical service. 
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A 54-year-old woman with long-standing schizophrenia 
is admitted to the Emergency room with pyrexia and 
decreased conscious level. Her home help reports that 
she has been increasingly thirsty over the past few weeks 
and seems to be drinking increasingly large amounts of 
tea and is requesting a number of bottles of coke as part 
of the weekly shop. She has struggled with her weight 
for many years, and has a history of hypertension for 
which she takes ramipril. On examination her GCS is 1 1 . 
Her BP is 124/80 mmHg and her pulse is 100/min. 



Investigations; 




Hb 


13.2 g/dl 


WCC 


11.1 xl0 9 /l 


PLT 


247xlO y /l 


Na + 


146 mmol/1 


K + 


5.9mmol/l 


Creatinine 


230 lumol/1 


Bicarbonate 


23 mmol/1 


Glucose 


41.2 mmol/1 



Which of the following medications is most likely to 
have contributed to her presentation? 

Flupenthixol 






Haloperidol 
Risperidone 
Olanzapine 
Clozapine 



•A 
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Clozapine 

Clozapine is associated with around a 7 fold increase 
in cases of diabetes mellitus after 12 months use. In 
contrast for olanzapine the increase is around 3 fold, 
this is similar to the increase seen for low potency 
traditional neuroleptics. Where risperidone is 
concerned, the odds ratio is around 1. It is thought 
that olanzapine and clozapine lead to increased 
insulin resistance and are associated with weight 
gain; this may accelerate the development of 
impaired glucose tolerance. 
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A 42-year-old man attends the clinic with his wife. He 
has a long past history of severe migraines, but most 
recently his wife has become very concerned as she has 
noticed a change in his behaviour with increased 
aggression, and he attended the Emergency room with 
transient weakness of the left side of his face which 
resolved after a few hours. Apparently he had a similar 
attack involving the right hand side of his face a year 
ago, but this too resolved. On examination his BP is 
155/85 mmHg. He looks depressed. There is gait 
dyspraxia with parkinsonian type movements. He has 
brisk reflexes throughout with bilateral extensor plantar 
responses. 



Investigations; 




Hb 


12.4 g/dl 


WCC 


6.2x1071 


PLT 


201x1071 


Na + 


140 mmol/1 


r 


4.5 mmol/1 


Creatinine 


130 umol/1 


Glucose 


4.9 mmol/1 



In order to confirm the suspected underlying 
diagnosis, which of the following would be the most 
appropriate next investigation? 

ApoE4 genetic testing 






NOTCH-3 genetic testing 
MRI brain 
HIV testing 
Skin biopsy 



No.: 263 

NOTCH-3 genetic testing 

This history of migraine, followed by personality 
changes suggestive of frontal lobe involvement, and 
multiple TIAs is suggestive of Cerebral Autosomal 
Dominant Arteriopathy with Subcortical infarcts and 
Leukoencephalopathy, (CADASIL). MRI of the brain 
shows periventricular and deep white matter 
hyperintensities on T2 weighted scan, with 
involvement of the temporal poles, but there is cross 
over in the picture between changes seen in 
CADASIL and those which are seen in HIV 
encephalopathy. As such the optimal investigation is 
NOTCH-3 genetic testing, more than 90% of patients 
with CADASIL having mutations in the NOTCH-3 
gene. 
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A 5 6 -year-old woman with chronic back pain is 
reviewed at the pain clinic. The doctor who reviews her 
is concerned that there may be an element of depression 
which is worsening her symptoms and decides to 
prescribe citalopram. She returns however to the 
Emergency department the following day feeling 
agitated and unwell. On examination she has globally 
increased rigidity and tremor. She is confused and 
agitated when questioned about her symptoms. Her 
temperature is elevated at 37.8°C, her BP is 155/92 
mmHg, with a pulse of 100/min. 



Investigations; 




Hb 


13.2 g/dl 


WCC 


6.9 xl0 9 /l 


PLT 


190x1071 


Na + 


141 mmol/1 


r 


5.1 mmol/1 


Creatinine 


130 umol/1 


Urea 


13.2 mmol/1 



Which of the following is the most likely diagnosis? 

Tardive dyskinesia 
Serotonin syndrome 
Tramadol toxicity 
Attention seeking behaviour 
Encephalitis 



•A 



No.: 264 
Serotonin syndrome 

The symptoms, and the proximity to newly 
introduced citalopram (an SSRI), are highly 
suggestive of the syndrome. Management is 
supportive, short term anti-hypertensive treatment 
may be necessary, or benzodiazepines may be used to 
manage agitation. Isolated reports suggest serotonin 
antagonists such as chlorpromazine may be of value 
but these are not widely used. If her depressive 
symptoms still require pharmacological intervention, 
then a non-seretoninergic agent should be chosen. 
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A 19-year-old prop forward who plays rugby for his 
university team comes to the Emergency room with his 
girlfriend the morning after a match. He has suffered 
severe neck pain and occipital headache for the past few 
hours, has pain and numbness on the right hand side of 
his face, and feels that he doesn't feel heat or pain 
properly on the left hand side of his body. He also has 
nausea, vomiting and vertigo. On examination his BP is 
155/90 mmHg, he looks unwell. There is right sided 
decreased sensation on his face, with loss of pain and 
temperature sensation over the left hand side of his 
trunk. You can also demonstrate nystagmus. 

Investigations; 



Hb 


13.1 g/dl 


WCC 


7.1 xl07l 


PLT 


201 xl0 9 /l 


Na + 


142 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


100 umol/1 



Which of the following is the next appropriate 
investigation and most likely to explain the origin of 
the vascular event? 



• 



MRI spinal cord 
Cerebral angiography 
MR A cerebral circulation 
CT brain and lumbar puncture 
Carotid ultrasound 



•A 
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MRA cerebral circulation 

The history here is very suggestive of vertebral artery 
dissection which may present a few hours after the 
precipitant injury, most likely a blow to the back of 
the neck during the course of the rugby match. MRI 
brain, the results of which are not given here, would 
be urgently required to show the nature and extent of 
the ischaemic lesion and to exclude other causes. 
(While urgent CT might well be performed as an 
initial step if out of hours MRI is not available, this 
would exclude a haemorrhagic lesion but would not 
explain the origin of the vascular event.) MRA) is the 
diagnostic modality of choice; if negative and 
suspicion is still high, 4 vessel cerebral angiography 
can be arranged. Where there is no evidence of sub- 
arachnoid haemorrhage, anti-coagulation is the 
management of choice to prevent thromboembolic 
sequelae as a result of the dissection. 
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A 34-year-old woman has been admitted after a road 
traffic accident in which she was shunted in the back by 
another car while queuing on the motorway. On 
examination she is on a body board and wearing a neck 
collar. You examine her as much as you can, and notice 
that her tongue is deviated to the left, she has some blood 
in her mouth from where she banged her nose and then 
swallowed the blood, but tells you that it seems to taste 
different on one side of her tongue compared to the 
other. There are no other significant CNS findings. 
Which of the following is the most likely cause? 



♦ 



Carotid artery dissection 
Spinal accessory nerve injury 
S pondylolysthes i s 
Cervical disc prolapse 
Brachial plexus injury 
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Carotid artery dissection 

Carotid artery dissection may occur even after 
relatively minor trauma, and lower cranial nerve 
palsies may be a sign of injury, with hypoglossal 
nerve palsy leading to tongue deviation being one 
possible result. Spiral CT angiography or magnetic 
resonance angiography are the diagnostic modalities 
of choice to confirm the diagnosis. Ultrasound may be 
useful in confirming abnormal blood flow in the 
carotid artery, but it is difficult to visualise the 
carotid bulb and the actual site of aneurysm. 



No.: 267 

A 5 5 -year-old patient is managed by the pain clinic for 
chronic back pain and has bipolar disorder. He is taking 
a range of medications, including some for a chronic 
skin condition, and is brought to the emergency room by 
his wife who notices that he is increasingly confused and 
lethargic. On examination hisBPis 125/80 mmHg, 
physical examination is unremarkable. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


5.9x1071 


PLT 


219x1071 


Na + 


116mmol/l 


K + 


4.2 mmol/1 


Creatinine 


105 umol/1 



No.: 267 

Citalopram 

This man has SIADH, probably as a result of his 
SSRI. Tetracyclines, namely demeclocycline are used 
in the treatment of SIADH resistant to fluid 
restriction. In contrast, citalopram, and SSRIs in 
general may be associated with SIADH. A switch in 
medication to another anti-depressant class, or a 
cessation of anti-depressants is the treatment of 
choice. Fluid restriction in the presence of continued 
citalopram is unlikely to be successful in improving 
the serum sodium. 



Which of the following medications should he 
discontinue first? 



♦ 
♦ 



Diazepam 
Lisinopril 
Oxytetracycline 
Citalopram 
Codeine phosphate 
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A 5 3 -year-old man with long-standing schizophrenia is 
referred by his GP after 3 fasting blood glucoses of 1 1 .2 
mmol/1, 17.3 mmol/1, and 9.2 mmol/1 during the same 
month. He is taking a number of anti-psychotic and anti- 
depressive medications. On examination his BP is 
142/74 mmHg, his BMI is 32. Other physical 
examination is unremarkable. 
Investigations; 



Hb 


i2.9 m 


WCC 


5.9x10*71 


PLT 


190 xl0 9 /l 


Na + 


140 mmol/1 


r 


4.7 mmol/1 


Creatinine 


110 umol/1 


Glucose 


9.2 mmol/1 



Which of the following medications should be 
avoided in the management of his condition as it may 
worsen his glucose tolerance? 

Citalopram 






Risperidone 
Olanzapine 
Amytriptline 
Fluoxetine 



•A 



No.: 268 
Olanzapine 

Olanzapine as an atypical anti-psychotic which has 
been in studies to be associated with increasing risk 
of developing Type 2 diabetes with increasing dose, 
this is related to weight gain, insulin resistance, and 
subsequent impaired glucose tolerance. A very large 
HMO study suggested that risperidone is not 
associated with development of Type 2 diabetes (OR 
0.88), versus clozapine (OR 7.44), olanazapine (OR 
3.10), and conventional anti-psychotics, (OR 2-3). If 
possible, high dose conventional agents or olanapine 
should therefore be avoided in this patient. Given his 
fasting glucose level, he should be started on 
metformin at diagnosis, and encouraged to lose 
weight aggressively. 

Differential effects of risperidone, olanzapine, 
clozapine, and conventional antipsychotics on type 2 
diabetes: findings from a large health plan database. 
Frank D Gianfrancesco, Amy L Grogg, Ramy A 
Mahmoud, Ruey-hua Wang, Henry A Nasrallah 
J din Psychiatry 2002; 63(10): 920-930 
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You are asked to review a 30 -year-old farmer on the 
ward. He was admitted with severe lower respiratory 
tract infection post influenza, and after multiple 
cutaneous abscesses were noted he was commenced on 
flucloxacillin and gentamicin in combination. According 
to the notes his neurological examination on examination 
was entirely normal. You are asked to see him by the 
nurses some 48hrs later as he is complaining of limb 
weakness and the nurses note that he has ptosis with lack 
of facial expression, and his saturations are dipping to 
below 90% as he is hypoventilating. On examination it 
appears that the degree of limb weakness fluctuates 
somewhat. Deep tendon reflexes are preserved. 
Investigations; 



Hb 


12.4 g/dl 


WCC 


13.1x1071 


PLT 


201 xl07l 


Na + 


140 mrnol/1 


K + 


4.5 mmol/1 


Creatinine 


120 umol/1 


Staph aureus cultured from cutaneous 
abscesses 



What is the diagnosis most suggested by this clinical 
picture? 



(? 



Clostridium botulinum 
Guillain Barre 



•A 



♦ 



Gentamicin induced neuromuscular blockade 
Clostridium difficile 
Organophosphate poisoning 



No.: 269 

Gentamicin induced neuromuscular blockade 

Gentamicin may rarely be associated with both 
peripheral muscle weakness and central neurological 
effects including confusion, drowsiness and 
hallucinations. Whilst organophosphate poisoning 
may be a possiblity, given his occupation as a farmer, 
it seems unlikely given that the symptoms of 
weakness started after the initiation of antibiotic 
therapy. Guillain Barre is more usually associated 
with acute bacterial gastroenteritis, such as 
Campylobacter infection. 
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A 57-year-old man is brought to the Emergency room by 
his wife. He tells you that he is already dead and is in 
hell, he doesnt exist in this world. His wife tells you that 
he barely eats, sleeps for long periods in the day and 
wakes in the early hours of the morning. She says he 
became pre-occupied and very low in mood after some 
problems at work. Most recently he had tried to jump out 
of the car whilst they were driving to the hospital. On 
examination he stares continuously at the floor, 
mumbling only that he's in hell, the devil is on him and 
he's already dead. He looks unkempt and as if he hasnt 
been taking good care of himself. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


4.5 xl0 9 /l 


PLT 


201x1071 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


110lumol/l 


TSH 


3.9 U/l 



Which of the following treatments is most likely to be 
effective in this case? 






Amitriptyline 

Fluoxetine 

Citalopram 

ECT 

Haloperidol 



•A 



No.: 270 



ECT 



This man has delusional depression, with features 
consistent with Cotard's syndrome, where patients 
have a belief that they have actually died and no 
longer really exist. Symptoms consistent with severe 
depression include the early morning waking and 
daytime somnolence and his poor appetite. In 
delusional depression tricyclic antidepressants, SSRIs 
and major tranquilisers are less successful than ECT. 
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A 25 -year-old man presents with a first episode of 
generalised tonic clonic seizure. His girlfriend says he 
collapsed after coming home from a night out at the 
cinema and suffered 5 minutes of generalized limb 
jerking, some foaming at the mouth and incontinence of 
urine. On further questioning it transpires that she had 
noticed him on a number of occasions seeming vacant 
for a few minutes and smacking his lips. He mentions 
that he often notices a feeling of dl©j * vu and a feeling 
of anxiety in his abdomen and chest area immediately 
prior to these episodes. On quite a few of these occasions 
he seemed to lose track of where he was for some 
minutes. He had febrile convulsions as a baby. There is 
no family history of note. Neurological examination in 
the clinic is unremarkable. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


6.7x1071 


PLT 


210x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


102 lumol/1 


CT Head 


Normal 



What is the most likely diagnosis? 






Juvenile myoclonic epilepsy 
Temporal lobe epilepsy 
Frontal lobe epilepsy 
Parietal lobe epilepsy 
Juvenile absence epilepsy 
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Temporal lobe epilepsy 

As well as a first generalised tonic-clonic seizure, the 
clinical description also indicates probable complex partial 
seizures. The presence of the symptom of dt©jt vu and 
epigastric sensation followed by loss of consciousness and 
oral automatisms (lip-smacking) is very suggestive of a 
temporal lobe origin of seizures. A past history of febrile 
convulsions may be associated with hippocampal sclerosis, 
a relatively common cause of mesial temporal lobe 
epilepsy. This pathology should be looked for on cerebral 
MRI with specific hippocampal views. 

In cases of recent onset seizures, some form of 
neuroimaging should always be carried out on a semi- 
urgent basis to exclude a tumour, CT brain scan being 
appropriate in the first instance if MRI is not readily 
available; however subsequent MRI should also be 
performed as subtle lesions such as hippocampal sclerosis, 
cortical dysplasia and other cortical malformations will 
not be visualized on CT. Electroencephalography (EEG) 
would also be indicated here, looking for interictal slow or 
sharp wave activity in a focal (temporal lobe) distribution. 
Ideally these investigations should be carried out in the 
context of a specialized epilepsy clinic review (see SIGN 
guidelines on diagnosis and treatment of epilepsy). 
The likelihood of a primary generalised epilepsy syndrome 
(such as juvenile myoclonic epilepsy or absence epilepsy) is 
much less here given the description of seizures; however 
in a young person the possibility of such syndromes, 
typically present from childhood/adolescence, should 
always be considered. EEG would also be helpful in 
excluding the presence of the generalized spike or 
polyspike wave discharges, and/or photosensitivity 
typically seen in primary generalised epilepsies. 
In terms of treatment, carbamazepine or lamotrigine are 
typical first-line choices for partial epilepsies (with or 
without secondary generalised seizures, as in this case). 
Sodium valproate on the other hand is particularly 
effective in primary generalised epilepsies. In cases of drug 
resistance (around 20% of partial epilepsies), temporal 
lobe epilepsy due to hippocampal sclerosis may be treated 
by resective surgery following appropriate specialist 
investigation. 

The patient should be counseled in terms of driving; he 
should inform the DVLA of his diagnosis and would 
normally be expected not to drive until he has been 
seizure-free for 6 months. 
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A 73 -year-old man is admitted after a collapse. He has a 
history of Type 2 diabetes treated with metformin and 
pioglitazone, hypertension treated with ramipril, and he 
also takes atorva statin and aspirin. According to his wife 
he had been suffering from headaches, dizziness and 
nausea for the past few days. On examination his BP is 
185/100 mmHg, his pulse is 90/min. He is quadriplegic 
but appears conscious and has preserved blinking and 
upward gaze. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


7.8 xl09/l 


PLT 


232 xl09/l 


Na+ 


139mmol/l 


K+ 


4.8 mmol/1 


Creatinine 


130lumol/l 


CT head 


no signs of haemorrhage 



Which of the following is the most likely diagnosis? 

Vegetative state 

Coma 

Locked-in syndrome 

Central pontine myelolysis 

Anterior spinal artery thrombosis 



: 
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Locked-in syndrome 

The history of headaches, nausea and vomiting that 
this patient experienced prior to presenting with 
collapse is suggestive of basilar artery territory TIAs. 
Locked-in syndrome is caused by infarction of the 
basis pontis due to occlusion of the proximal and 
middle portions of the basilar artery. Sparing of the 
tegmentum of the pons leads to preservation of 
consciousness, blinking and upward gaze. MRI 
scanning has a high level of sensitivity in confirming 
posterior ischaemia. LJnfortunately prognosis is poor, 
with acute basilar artery occlusion carrying a 
mortality of over 80% in some case series. 
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A 56-year-old woman has been complaining of right 
sided orbital pain for the last 2 weeks. Pain is much 
worse in evenings usually while she is reading and at 
that time she sees a halo around lights and gets a 
headache on the same side as the orbital pain. It resolves 
when she goes to bed. Her vision in the right eye has 
deteriorated significantly over the last day. On 
examination her BP is 144/72 mmHg, pulse is 75/min 
and regular. Visual acuity is 6/6 in the left eye, but hand 
movements only in the right eye. There is corneal and 
scleral injection on the right. 

Which of the following is the most likely diagnosis? 

Tension headache 






Cluster head ache 

Acute closed angle glaucoma 

Episcleritis 

Optic neuritis 
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Acute closed angle glaucoma 

Orbital pain and seeing haloed vision are typical 
features associated with acute closed angle glaucoma, 
as is corneal and scleral injection. The diagnosis is a 
clinical one, supported by the use of tonometry to 
measure intra-ocular pressure. Acetazolamide, 
topical steroids and topical beta blockers are the 
initial therapies of choice. Whilst cluster headache 
can present with autonomic symptoms, it is not 
associated with visual loss. Symptoms are often 
reported as being worse in the evening; this may be a 
combination of increased eye strain, difficulty 
focusing in darker light, and the fact that one 
commonly reported symptom is visualising haloes 
around artificial light. 



•A 






J 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 274 

A 31-year-old woman who has a history of primary 
generalised epilepsy with tonic clonic seizures managed 
with sodium valproate 500mg BD comes to the clinic 
because she is 8 weeks pregnant. The pregnancy is 
planned and she has been taking 5mg folic acid per day. 
She has remained fit free. On examination she looks 
well, her BP is 100/70 mmHg, and her pulse is 75/min. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


5.6x1071 


PLT 


187x1071 


Na + 


138mmol/l 


r 


4.3 mmol/1 


Creatinine 


88 lumol/1 



Which of the following is the most appropriate 
advice? 



♦ 



• 



She should undergo a termination 

She should immediately stop the sodium valproate 



She should increase her folate supplementation to 
lOmg 

(* 

She should continue her valproate and folic acid and 

await a 12 week scan 



<? 



She should swap her valproate for topiramate 



No.: 274 

She should continue her valproate and folic acid and 
await a 12 week scan 

NICE guidance does not recommend prescribing of 
valproate for women who are of child bearing age 
unless absolutely necessary, as it is associated with a 
neural tube malformation rate of around 1.5%. This 
may well be related to the fact that valproate 
interferes with folate metabolism. In this case the 
pregnancy is intended, and as she has been taking 
folic acid supplementation, she should await the 12 
week scan before making any decisions about the 
pregnancy. Ideally women taking valproate who 
intend to get pregnant should be switched to an anti- 
epileptic associated with less risk of congenital 
abnormalities, or if they are stable consider 
discontinuing their medication for a period on the 
advice of a neurologist. The teratogenic effects of 
valproate are dose-related and exacerbated by 
concomitant use of other anti-epileptic drugs, so if 
valproate must be used during pregnancy, 
monotherapy at the lowest possible dose is preferable 
in terms of risk 



-J 
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A 32-year-old woman with a history of severe bipolar 
disorder is in the midst of an extended period of 
psychotic depression. She tells you that she has thought 
about suicide and had begun drafting a suicide note, but 
threw it away the preceding week, and that she was 
considering a number of methods and had researched 
them on the internet. She doesnt want to be admitted and 
tells you she will try to be compliant with drug therapy. 
Which of the following is the least harmful regimen 
in the event of an overdose? 






Continue lithium and add fluoxetine 
Continue lithium and add sodium valproate 
Continue lithium and add amitriptyline 
Stop lithium and start sodium valproate 
Stop lithium and start amitriptyline 
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Stop lithium and start sodium valproate 

The answer to this question centres around her 
potential risk of suicide and if she may choose to use 
her lithium in the attempt. Effectively this rules out 
the three options including the plan to continue the 
lithium, although lithium and fluoxetine given 
together has been proved to be effective in refractory 
depression. Out of the alternatives, given possible 
tricyclic toxicity, D) where the sodium valproate is 
commenced would be the treatment of choice. 
Sodium valproate overdose is rarely fatal, with a case 
fatality rate of only around 0.2% in a US case series. 
With respect to alternatives, if she was non-compliant 
with drug therapy or her condition deteriorated 
further, she may be considered for ECT. 
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A 31-year-old woman with a known diagnosis of HIV 
presented to the emergency department with a 2-week 
history of headache, multiple episodes of vomiting and 
feeling generally unwell. In the last few days she had 
become feverish and preferred to be in a dark room. On 
examination her BP was 1 10/72 mrnHg, pulse 80/min 
and regular and her temperature was elevated at 37.9°C. 
There was mild neck stiffness on clinical examination. 
A lumbar puncture was performed and the cerebrospinal 
fluid (CSF) showed the following results: 



Opening 
pressure 



White cell count 



Red cell count 



Protein 



Glucose 



28cm H 2 



220 per mm 3 (80% 
lymphocytes) 



55 per mm 



2.2 g/1 



2.1 (serum glucose 6.6) 



Which other test would most help decide on the 
underlying diagnosis? 

Epstein-Barr virus (EBV) polymerase chain reaction 
(PCR) 






Syphilis serology 
JC virus PCR 
India ink stain 
Cytomegalovirus PCR 



•A 
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India ink stain 

With the history and the cerebrospinal fluid (CSF) 
findings of a raised opening pressure, a lymphocytic 
meningitis, markedly raised protein and low glucose, 
the differential diagnosis is between TB meningitis 
and cryptococcal meningitis. TB meningitis may be 
diagnosed by positive Ziehl-Nielsen (or auramine) 
staining, TB polymerase chain reaction (PCR) and/or 
TB culture of the CSF. Cryptococcal meningitis may 
be diagnosed by positive India ink staining or 
cryptococcal antigen A negative India ink stain or 
screen for cryptococcal antigen would significantly 
raise the suspicion of underlying TB. 
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ib 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 277 

A 5 3 -year-old woman presented with a 5 -month history 
of deteriorating mobility and several falls. She also 
complained of pain in her feet. She had been previously 
well apart from taking levothyroxine for 
hypothyroidism. On examination the cranial nerves and 
upper limbs were normal. Lower limb examination 
revealed normal tone bilaterally with mild hip flexion 
weakness bilaterally. Knee reflexes were brisk, but ankle 
jerks were absent and the plantar s were extensor. Co- 
ordination was normal. There was decreased 
proprioception and vibration sense to the ankles. 
Given the suspected diagnosis based on these clinical 
findings, which blood test would you expect to be 
abnormal in this patient? 
G 



♦ 



♦ 



Haemoglobin Ale (HbAlc) 
Syphilis serology 
Folate 



Vitamin B12 
Cortisol 
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Vitamin B12 

The most likely diagnosis is vitamin B12 deficiency 
which causes subacute combined degeneration of the 
cord and a peripheral neuropathy. It can also cause 
optic atrophy and cognitive impairment. Abnormal 
blood tests would be a low serum vitamin B12 and a 
megaloblastic anaemia on full blood count/blood film 
Causes include pernicious anaemia, Crohn's disease, 
post-gastrectomy, atrophic gastritis, vegan diet and 
blind loop syndrome among others. Treatment is 
with hydroxocobalamin injections. 



No.: 278 






A 26-year-old woman complained of a 6 -month history 
of blurring of vision on bending forward. For the last 4 
months she had also been suffering from headaches 
which were worse first thing in the morning. She had 
been otherwise well. On examination she has a body 
mass index of 32, but general examination was otherwise 
normal. Neurological examination reveals bilateral 
papilledema but nothing else. You arrange an MRI 
which is normal. 

Which of the following is the next optimal 
investigation? 






♦ 



Goldmann perimetry 
Cerebral angiogram 
Electroencephalography (EEG) 
Serum Cortisol 
Lumbar puncture 



No.: 278 
Lumbar puncture 

The most likely diagnosis is idiopathic intracranial 
hypertension (IIH, formerly known as benign 
intracranial hypertension or BIH), which most 
commonly occurs in young women who are 
overweight. Magnetic resonance imaging of the brain, 
including venography if possible, is required to 
exclude other causes of raised intracranial pressure. 
A lumbar puncture can then be performed where a 
raised pressure but normal contents of the 
cerebrospinal fluid (CSF) would be expected. 
Management options include weight loss, diuretics, 
therapeutic lumbar punctures, and, if severe, either 
optic nerve fenestration or a shunt from the CSF to 
the peritoneum. Visual field assessments would also 
be useful to follow the response to therapeutic 
measures (although their importance falls below LP; 
in terms of the correct responses here). 
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A 62-year-old man presented with a progressive 
worsening of memory over a 3 -month period since 
arriving back from a summer holiday in Australia. His 
wife said that he had initially put this down to the fact he 
had been having difficulties sleeping while on holiday 
and his concentration had suffered. However, he now 
had difficulty remembering what day it was or where he 
was. His past history included recent depression and also 
stable angina, hypertension and asthma. On examination 
he had profound global cognitive impairment but cranial 
nerve and limb examination appeared normal apart from 
occasional jerky movements of the hands and a 
somewhat ataxic gait. Magnetic resonance imaging 
(MRI) of the brain revealed signal changes in the 
putamen and head of the caudate. 
Which further investigation would help support the 
diagnosis? 

S 

Serum syphilis serology 



♦ 



♦ 



Serum antinuclear antibodies 
Genetic testing 
Electroencephalography 
Serum vitamin B12 



•A 
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Electroencephalography 

(EEG) 

The most likely diagnosis is sporadic Creutzfeldt- 
Jakob disease (CJD). He has rapidly progressive 
cognitive impairment with prodromal insomnia and 
depression. Myoclonus is often a prominent feature 
and other features include seizures, cerebellar signs, 
extrapyramidal signs and cortical blindness. 
Electroencephalography (EEG) may reveal 
characteristic bi-or triphasic periodic complexes 
superimposed on a slow background rhythm. 
Cerebrospinal fluid (CSF) examination may reveal a 
positive 14-3-3 protein which is a marker of rapid 
neuronal destruction and helps support the diagnosis, 
this is the other investigation which should be 
considered post EEG. Magnetic resonance imaging 
(MRI) of the brain may show signal changes in the 
putamen and head of the caudate, in comparison to 
the findings in variant CJD in which increased signal 
in the pulvinar may be seen 

A useful discussion of the relevant investigations in 
CJD may be found on the website of the National 
CJD Surveillance Unit: 

http://www.cjd.ed.ac.Uk/investigations.htm#sEEG 
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You review a 26 -year-old woman who presents with 
transient disturbances of vision and frequent headaches. 
She also reports dizziness and diplopia on a number of 
occasions. She has a body mass index (BMI) of 32. On 
examination there is bilateral papilledema. A computed 
tomography (CT) scan reveals no mass lesion and 
lumbar puncture reveals a raised opening pressure. You 
suspect idiopathic intracranial hypertension (IIH). 
Which of the following risk factors is related to 
increased incidence of idiopathic intracranial 
hypertension? 



• 



♦ 



Vitamin A excess 
Vitamin B excess 
Vitamin C excess 
Bendroflumethiazide 
Atenolol 



No.: 280 
Vitamin A excess 

Idiopathic intracranial hypertension has a female 
predominance, with estimates of the female to male 
sex ratio ranging between 2 : 1 and 10 : 1, presenting 
most commonly in the third decade. (The term 
"idiopathic" is now preferred to "benign" as the 
clinical course may have significant morbidity). 
Incidence is increased in patients who have a 
markedly raised BMI. Drug causes include 
contraceptive hormones, vitamin A excess, dopamine 
agonists, antibiotics, phenytoin and a number of 
other agents. However the underlying 
pathophysiology is poorly understood. Diagnosis is 
via CT or magnetic resonance imaging (MRI) scans 
to rule out a space-occupying lesion, MR venography 
to exclude venous thrombosis and lumbar puncture 
with opening pressure measurement. Weight 
management is the cornerstone of treatment, coupled 
with withdrawal of any precipitating 

pharmacological agent. Diuretics (acetazolamide) 
may also be used to good effect and therapeutic 
lumbar puncture is also of value. 






No.: 281 

You review a 32-year-old motorcyclist who has suffered 
a motor vehicle accident and who has neurological 
symptoms affecting his legs. The admitting registrar 
feels that he has a Brown-SIOquard syndrome and he 
had evidence of a left- sided mid-thoracic cord lesion on 
MRI scan. 

Which one of the following right-sided lower limb 
clinical signs would you be most likely to detect on 
examination? 






♦ 



Loss of vibration sense 
Loss of temperature sensation 
Loss of proprioception 
Hyper-reflexia 
Extensor plantar reflex 
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Loss of temperature sensation 

Brown- S^Oquard syndrome is associated with loss of 
fine touch, vibration and proprioception senses on 
the side ipsilateral to the spinal cord lesion. This is 
accompanied by ipsilateral hyper-reflexia and 
extensor plantar reflex, with segmental anaesthesia at 
the level of the lesion. Loss of pain and temperature 
sensation occurs affecting the contralateral side. A 
complete syndrome picture is rare and many patients 
may only exhibit some features of the syndrome. 
Trauma is a common cause; demyelination due to 
multiple sclerosis is another common cause but any 
lateral cord lesion (ischaemia, haemorrhage, 
granuloma, tumour etc) may give this picture. 
Prognosis is poor, with any significant recovery a 
very unusual occurrence. 
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A 74-year-old man presents to his GP with pain below 
the left ear followed by the rapid onset of drooping of his 
mouth for 2 days, resulting in dribbling of his food, 
which he finds very embarrassing. He has also noticed a 
change in taste in his mouth as well as a failure of his 
eye on the same side to close properly; this is also 
associated with excessive tearing. He reports that he is 
otherwise fit and well, apart from a little blood pressure. 
On examination, all other cranial nerves are normal. The 
remainder of the neurological examination and general 
examination are also normal. Auroscope examination 
shows no abnormality in the left ear. 
Which of the following is the most appropriate 
treatment to institute in this case? 






♦ 



Aciclovir 

High dose oral prednisolone 

Lateral tarsorrhaphy of the affected eye 

Oral antibiotics 

Oral amitriptyline 
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High dose oral prednisolone 

Bell's palsy (lower motor neurone facial nerve palsy) 
is one of the most common disorders to affect the 
cranial nerves but it is a diagnosis of exclusion. 
Patients are often alarmed at the rapid onset of the 
facial weakness and the resultant cosmetic 
appearance, commonly fearing that they have 
suffered a stroke. The onset of the weakness might be 
preceded by pain below the ear, which usually 
resolves within a few days. The weakness also 
stabilises after a couple of days and is always 
unilateral. Patients often complain of drooling and 
excessive tearing from the eyes. They may also report 
an alteration in taste and/or hearing (hyperacusis). It 
is important to remember that the involvement of the 
facial nerve (i.e. a lower motor neurone palsy) results 
in weakness/paralysis of the entire face on the 
affected side (i.e. upper and lower halves). Signs 
include an inability to wrinkle the forehead, to close 
the eye, to blow out the cheek or to smile. No specific 
laboratory tests exist to confirm the diagnosis of 
Bell's palsy since it is a clinical diagnosis. Other 
causes of facial palsy may require one of a number of 
imaging studies depending on the clinical setting. 
Although spontaneous recovery is good if a patient 
presents within a few days of onset, high-dose oral 
steroids may be given in an effort to reduce the nerve 
oedema. Whilst RCT evidence is limited, trials, 
(including a Cochrane analysis) do seem to support 
use of corticosteroids. Since there is some concern 
that Bell's palsy may have a viral aetiology, antiviral 
treatment was previously considered, but a Cochrane 
analysis concluded it has no value. Priority should 
also be given to protecting the eye since it is exposed 
and may be at risk of conjunctivitis, ulceration and 
injury from foreign bodies. 
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A 27-year-old man presents to the GP surgery 
complaining of a general feeling of weakness. He says 
that he has also noticed that towards the evenings his 
eyelids begin to droop. On clinical examination you are 
able to demonstrate fatigability. There is no muscle 
tenderness and no rashes on examination of his skin. His 
blood pressure is 128/70 mmHg, pulse is 70/min and 
regular, and his BMI is 28. A Tensilon test is positive. 
Which of one the following may be associated with 
his neurological condition? 



♦ 






Diabetes insipidus 
Friedrich's ataxia 
Orofacial dyskinesia 
Hypothyroidism 
Myotonia congenita 
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Hypothyroidism 

The hallmark of myasthenia gravis is fatigability. 
The disease tends to affect two age groups with one 
peak in the second and third decade, which usually 
affects women, and a second peak in the sixth and 
seventh decade usually affecting men. The following 
muscle groups are commonly affected, in decreasing 
order of likelihood: extraocular, bulbar, face, neck, 
limb girdle, distal limbs and trunk. Treatment 
modalities include the use of an anticholinesterase eg 
pyridostigmine for symptom control, 

immunosuppression with prednisolone or if the 
weakness is more severe, azathioprine. Monoclonal 
antibodies which target either T or B lymphocytes 
are currently under investigation A few disorders 
associated with myasthenia include: thyrotoxicosis, 
hypothyroidism, rheumatoid arthritis, diabetes 
mellitus, dermatomyositis, pernicious anaemia, SLE, 
sarcoidosis and thymic tumour. 
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A 64-year-old diabetic man has come to his GP after 
having sustained a minor head injury following a faint. 
He reports that he has often felt faint after standing from 
a lying position and has actually previously fainted on a 
couple of these occasions. He lives by himself and 
consequently has become rather worried about these 
fainting episodes. Their onset has been gradual over a 
number of months. On further questioning, although the 
patient is reluctant to talk about this, he does also report 
that he has become impotent and that his skin has 
become very dry. The positive findings on examination 
include orthostatic hypotension, a resting tachycardia 
and bilateral small pupils with a sluggish reaction to 
light. 

Which of the following conditions, in its involvement 
of the nervous system, could give rise to a similar 
clinical picture to that seen here with diabetes? 






♦ 



Amyloidosis 

Diabetes insipidus 

Endocarditis 

Extrinsic allergic alveolitis 

Hyperparathyroidism 
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Amyloidosis 

Autonomic neuropathy refers to a group of 
syndromes that affect the autonomic neurons, either 
sympathetic, parasympathetic or both. It can be 
primary, with no known cause or it can occur 
secondary to a range of conditions that include 
diabetes mellitus, amyloidosis, drugs, as part of a 
polyneuropathy (eg Guulain-Barr^©), infections 
(HIV, Chagas disease, leprosy), metabolic 
neuropathy (uraemic neuropathy, hepatic disease 
related neuropathy), immune-mediated causes 
(rheumatoid arthritis, SLE) and causes related to 
systemic disease (coeliac disease). Typical signs 
include postural hypotension, impotence, decrease in 
sweating, nocturnal diarrhoea, constipation, post- 
prandial dizziness, nocturia, bladder urgency and a 
Horner's pupil. Treatment is aimed at treating the 
underlying causes and advice with regards to how to 
decrease the symptoms eg raising head of bed at 
night to increase renin release and so decrease fluid 
loss and raise standing blood pressure and eating 
little and often to reduce post-prandial dizziness. 
Pharmacological treatment eg fluid-retaining drugs, 
is reserved for more difficult cases or where 
conservative treatment is unsuccessful. 
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A 29-year-old woman presents to her GP complaining of 
having had zigzag lights in her peripheral vision that 
resolved after about 1 5 min but were followed by a 
unilateral throbbing headache that has been present for 2 
days. She has also felt very nauseous and consequently 
her mood has been depressed. She has had these 
headaches before but they have been less severe and not 
necessarily on the same side. She recalls that her mother 
used to have similar headaches. 
Which of the following is the most likely trigger for 
this patient's headaches and the recent increase in 
severity? 






♦ 



Chocolate 

Pineapple juice 

Fever 

Pregnancy 

NSAIDs (nonsteroidal anti-inflammatory drugs) 
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Chocolate 

Migraine is a recurrent headache causing sleep 
disruption, depression and misery to sufferers. 
Evidence suggests that it is a dominantly inherited 
disorder the mechanisms of which are not completely 
understood. It has preponderance for affecting 
women. The typical headache is throbbing or 
pulsatile and begins unilaterally and anteriorly, 
progressing posteriorly over 1-2 hours. It may last 
from several hours to several days. The migraine 
aura is a complex of neurological symptoms that 
precede or accompany the headache phase or they 
may occur in isolation. The characteristic visual aura 
begins with flashing zigzag lights in the centre of a 
visual hemifield, which expand peripherally (zigzag 
fortification spectra) and are associated with a 
scotoma. Patients may also complain of dots or spots 
in their visual field or the jumbling of words on a line 
when reading. There are known triggers for 
migraine, only a fraction of which are dietary. These 
include chocolate, aged cheese and meats, alcohol, 
citrus fruits, anxiety, travel or exercise. In 
approximately half of all migraine sufferers, no 
trigger for their attack is found. 
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An 82-year-old man known to have prostatic carcinoma 
presents to the Emergency Department complaining of 
pain in the spine and the onset of severe lower-leg 
weakness accompanied by a loss of sensation. On 
examination, he is found to have percussion tenderness 
of his spine, loss of sensation up to the umbilicus and a 
distended bladder. He has markedly reduced power of 
the lower legs with hyperreflexia. 
Which of the following is the most important urgent 
investigation in your management of this patient? 



♦ 



Chest X-rays 
Spinal X-rays 



Magnetic resonance imaging (MRI) of the spinal 
column 

Computed tomography (CT) scan of the spinal 
column 

Myelography 
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Magnetic resonance imaging (MRI) of the spinal column 

Acute cord compression is a medical emergency. 
Typically signs of segmental damage at the level of 
compression are usually combined with corticospinal 
tract dysfunction (eg, hyperreflexia, Babinski's sign, 
weakness) and sensory deficits below the level of 
compression. Symptoms include spinal pain that 
precedes the development of weak legs and sensory 
loss. There may be loss of bladder (and anal) 
sphincter control, manifesting as hesitancy, 
frequency and, finally, painless retention. Signs 
include percussion tenderness over the spine, which is 
especially prominent with metastatic carcinoma, 
paraparesis, a sensory level and corticospinal reflex 
changes with increased tone, hyperreflexia and 
clonus below the level of the lesion. Spinal X-rays 
may show vertebral collapse, lytic lesions or scerosis 
but would not be the most helpful investigation in the 
immediate management of this cord compression. 
MRI is usually the investigation of choice and should 
not be delayed but if not available consider doing a 
CT scan and myelography to confirm cord 
compression and fully define the level and extent of 
the lesion. This patient's age and history of prostate 
cancer makes metastatic disease the most likely cause 
here. Bone is the commonest site of prostatic 
metastasis (occurring in 90% of cases of metastatic 
disease) and lung the second most common site (in up 
to 50%), hence the usefulness of performing CXR 
here. If malignancy is the cause, it is important to 
give dexamethasone (oral or intravenous) while 
considering therapy more specific to the cause. 
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A 32-year-old man presented with a 5 -day history of 
progressive weakness. Initially he developed a foot drop 
on the right and some weakness of hand grip on the left 
but over the next few days this progressed to weakness 
of all four limbs. He had just come back from a three- 
week holiday to Spain where he had spent the first few 
days in bed with a cough and feeling generally unwell. 
On examination, cranial nerves were normal, but there 
was decreased tone with global weakness in all four 
limbs. Reflexes were absent throughout. Co-ordination 
and sensation were normal. 

Which one of the following is the most important 
diagnostic investigation? 

Atypical pneumonia serology 

Serum immunoglobulins 

Computed tomography (CT) of the whole spine 

Lumbar puncture 

Serum creatine kinase (CK) 
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Lumbar puncture 

The diagnosis is most likely to be Guillain-Barr^C) 
syndrome (GBS). Cerebrospinal fluid (CSF) protein 
is classically elevated although it can be normal early 
on CSF white cell count is usually normal and the 
major importance of a lumbar puncture is to exclude 
other diagnoses due to infections or neoplasms. Nerve 
conduction studies (NCS) help in the diagnosis but 
again can be normal early on in the disease. NCS also 
help in classification of the disease into demyelinating 
or axonal subtypes. GBS has an annual incidence of 
14 in 100 000 and affects men slightly more than 
women In almost 70% of cases there is a preceding 
infection with the most common types being 
Campylobacter jejuni, Mycoplasma pneumoniae, 
Epstein-Barr virus and cytomegalovirus. In a 
number of cases antiganglioside antibodies are found 
(particularly GM1, and in the Miller-Fisher variant 
GQlb). Specific treatment is usually intravenous 
immunoglobulins (although plasma exchange has 
similar efficacy). Supportive treatment includes 
monitoring of respiratory function (early and regular 
measurement of vital capacity (not peak flow) is 
extremely important - any suggestion of low or 
decreasing vital capacity requires immediate 
intensive care team involvement), prophylactic 
anticoagulation and TED (thrombo-embolic 
deterrent) stockings and monitoring for cardiac 
arrhythmias. 
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A 34-year-old man was brought in to the emergency 
department with a fever and confusion. His only past 
history was of a diagnosis of schizophrenia for which he 
was on fluphenazine. He had been found confused in his 
bed by his key worker who thought he had probably not 
moved from his bed since he had last seen him three 
days previously. 

The patient's observations were as follows blood 
pressure 90/50 mmHg, Pulse 130 beats/min, temperature 
38l°C, saturations 97% on air, respiratory rate 22/min. 
On examination he was mildly confused and sweating 
profusely. He had no neck stiffness and did not appear to 
have any photophobia. The rest of his cardiovascular and 
respiratory examinations did not reveal any further 
abnormalities and his abdominal examination was 
normal. Neurological examination showed a marked 
increase in tone in all four limbs, and the patient found it 
difficult to move any of his limbs. 
Which one of the following interventions is likely to 
help this patient's condition most? 






Prednisolone 

IV fluid replacement 

Atenolol 

Carbamazepine 

Urinary alkalinisation 
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IV fluid replacement 

This patient has neuroleptic malignant syndrome for 
which bromocriptine is the treatment of choice. It is 
important to also withdraw the drug that caused the 
syndrome. Symptoms normally start within a few 
days of starting a neuroleptic agent (often for acute 
psychosis) and can occur after a single dose, change 
in dose or change in agent. The most common causes 
are haloperidol, fluphenazine depot preparations and 
chlorpromazine. It is presumed that a change in this 
patient's fluphenazine depot dose given 3 days 
previously precipitated the syndrome. It is 
characterised by rigidity (often with severe akinesia), 
autonomic dysfunction, altered mental status and 
fever. Dysautonomia causes sweating, tachypnoea, 
tachycardia and labile blood pressure. A high 
creatine kinase and often a high white cell count are 
seen Complications include rhabdomyolysis and 
subsequent renal failure. Aggressive cooling 
measures and IV fluid rehydration are important 
components of supportive therapy. Dantrolene 
sodium was formerly recommended as initial 
treatment of choice, although recent studies suggest 
that it is associated with increased mortality when 
used without bromocriptine, although many 
physicians still use in combination it is now generally 
avoided as monotherapy. 
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A 52-year-old woman presented with difficulty holding 
her head up in the air over the previous few months. She 
had been previously well apart from suffering from 
hypothyroidism for many years for which she took 50 
Vg levothyroxine. On examination she had weakness of 
neck flexion and extension and a mild fatiguable 
bilateral ptosis. The rest of the cranial nerve examination 
was normal. On examination of the limbs there was mild 
weakness of shoulder abduction but the rest of the 
examination was normal. 

Which one of the following is the most important 
initial investigation? 

Magnetic resonance imaging (MRI) of the cervical 
spine 






Nerve conduction studies and electromyography 
Nerve biopsy 
Lumbar puncture 
Serum creatine kinase 
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Nerve conduction studies and electromyography 

The most likely diagnosis is myasthenia gravis, and 
diagnosis can be made via nerve conduction studies 
(which show a decrement on repetitive stimulation) 
and positive acetylcholine receptor antibodies. Some 
patients are negative for these antibodies and a 
proportion of these seronegative patients (probably 
50-70%) will be positive for antibodies to muscle- 
specific kinase (MuSK). Tensilon tests are used less 
often nowadays in the majority of units. Patients 
require imaging of the mediastinum (computed 
tomography (CT) or magnetic resonance imaging 
(MRI)) to exclude thymic pathology. The incidence of 
myasthenia gravis is around 1 per 100 000 and is 
more common in women. First-line treatment of 
generalised myasthenia gravis is normally 
pyridostigmine and oral prednisolone, with 
immunosuppressants such as azathioprine 
subsequently being used as steroid-sparing agents. 
However, in severe cases or in relapses, intravenous 
immunoglobulins (or plasma exchange) are used. In 
selected groups thymectomy can be of benefit. It is 
also important to avoid drugs that can exacerbate 
myasthenia (particularly aminoglycoside antibiotics). 
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A 17-year-old woman presented with a history of jerking 
of the upper limbs on waking, lasting for a few seconds 
over the previous year. She had also had a few episodes 
of jerking during the day. She attended the outpatient 
clinic with her mother who also described her as having 
had seven or eight episodes over the last few months 
where she would stare into the distance for up to 10 s. 
Only medication of note is the oral contraceptive pill and 
she is currently at college doing a fashion course. Her 
BMI is 22 with a BP of 1 10/70 mmHg, and her 
neurological examination is normal. 
Which anti-epileptic drug would be most suitable for 
this patient, given the likely epilepsy syndrome? 

Sodium valproate 

Lorazepam 

Oxcarbazepine 

Lamotrigine 

Phenytoin 
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Lamotrigine 

The most likely diagnosis is juvenile myoclonic 
epilepsy (JME), one of the commonest idiopathic 
generalised epilepsies (along with childhood absence 
epilepsy). Sodium valproate and lamotrigine can both 
be used in JME, although given that she is a young 
woman, lamotrigine may be preferred due to a lower 
rate of drug interactions, (including no interaction 
with the oral contraceptive pill), and because of the 
fact that sodium valproate may precipitate a PCOS 
like syndrome. In addition the risk of teratogenic 
effect of valproate if used in pregnancy (including 
unplanned pregnancy) is also a consideration in a 
young woman of child-bearing age. This is a 
condition that has a strong genetic predisposition and 
normally starts in the teenage years. Seizures include 
myoclonic jerks affecting either one or both limbs, 
usually upper limbs; other types of seizure are also 
commonly seen (tonic-clonk and absence). Indeed the 
first presentation to medical services may be after a 
first tonico-clonic seizure, and the history of 
myoclonic jerks only elicited on direct questioning. 
Precipitating factors for seizures are sleep 
deprivation, anxiety, alcohol use and menses. 
Seizures typicallyoccur in the mornings, particularly 
on waking. EEG typically shows bursts of generalised 
polys pike-wave complexes. Carbamazepine and 
phenobarbitone may worsen the seizures and should 
be avoided. 
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You are asked to see a 19-year-old woman who has been 
admitted with seizures. She has had multiple seizures on 
the ward which have either terminated spontaneously 
after a few minutes or after the patient was given 
intravenous lorazepam. The nurses suspect the seizures 
are not epileptic in origin and when she next has a 
seizure you are asked to review the patient. On 
examination her BP is 135/72 mmHg, her pulse is 
80/min and regular, BMI is 29. There are deliberate self 
harm scars on both of her forearms. Neurological 
examination appears normal when you see her in 
between attacks. 

Which of the following features is most suggestive 
that this is a non-epileptic seizure? 

a 



♦ 



Friction burns on the legs 

Resistance to eyelid opening 

Turning the head consistently to the right 

Lack of tongue biting 

Absent pupillary light reflex 
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Resistance to eyelid opening 

Functional (or non-epileptic) seizures are common 
and occur in 10-20% of patients referred to specialist 
epilepsy clinics with intractable seizures. The history 
of the attacks is usually suggestive but is not 
diagnostic of their functional nature. Non-epileptic 
attacks are broadly divided into: (1) 
hyperkinetic/thrashing attacks; and (2) 

akinetic/motionless attacks. There are no clinical 
signs which never occur in epilepsy (although some 
are very rare) and no signs are unique to epilepsy 
(apart from ictal electroencephalography (EEG) 
abnormalities). The strangeness of an attack should 
in itself not imply a diagnosis of non-epileptic attack. 
There are many myths surrounding features that can 
help to distinguish functional from epileptic seizures, 
but the following occur either occasionally or 
commonly in the former and rarely in the latter: 
asynchronous limb movements, undulating motor 
activity, purposeful movements, rhythmic pelvic 
movements, side-to-side head shaking, biting the tip 
of the tongue (as opposed to the side), ictal crying, 
vocalisation during the tonic-clonk phase, closed 
eyelids, resistance to eyelid opening, lack of cyanosis 
and rapid post-ictal reorientation. Prolactin is often 
elevated 15-20 mm after a tonic-clonk seizure and 
should be normal in non-epileptic attacks, but there 
are a number of problems: serum rises are seen in 
syncopal episodes; it may be normal, especially in 
partial epileptic seizures; and the test is often badly 
carried out in practice (too early or too late). It is 
therefore generally not recommended outside 
specialist centres. Video telemetry is the gold 
standard investigation for possible functional 
seizures. 
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A 25 -year-old man presented to the outpatient clinic with 
a history of intermittent headaches. They had started 5 
months previously and consisted of a severe right-sided 
pain behind the eye lasting for between 30 and 50 min 
each time. They were often associated with the right eye 
becoming red and teary. They occurred between one and 
three times per day and he had had two particular periods 
when they occurred: for 6 weeks a few months ago and 
then for 4 weeks the previous month. He had had no 
further headaches since that time. On examination his 
BP is 122/72 mmHg, pulse is 70/min and regular, and 
his BMI is 21. Physical examination, including full 
neurological exam, is entirely normal. 
Which one of the following drugs might be used to 
prevent further headaches? 



♦ 



Sumatriptan 

Propranolol 

Indomethacin 

Enalapril 

Verapamil 
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Verapamil 

The most likely diagnosis is cluster headache. Ouster 
headache consists of episodes of severe unilateral 
orbital, supraorbital and/or temporal pain lasting 15- 
180 minutes (if untreated), that occur between 0.5 
and 8 times per day or in clusters lasting between 7 
and 365 days with intervening periods of at least a 
month where there are no headaches. 
Ipsilateral features include conjunctival injection, 
lacrimation, nasal congestion, rhinorrhoea, sweating, 
miosis, ptosis and eyelid oedema. Patients generally 
feel restless or agitated. Verapamil is probably the 
first -line preventative treatment of choice for cluster 
headaches, particularly for people with prolonged 
bouts. Other preventative treatments include lithium, 
methysergide, prednisolone, pizotifen and 
ergotamine. Sumatriptan is of value during an acute 
attack although oxygen therapy is most effective in 
this situation 
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A 5 5 -year-old man presents to the general medical clinic 
with weakness affecting both his hands for the last six 
months. He has had difficulty working as a gardener 
because he has been dropping his tools. He has had 
cramping pain in his legs and aching pain, worse at the 
end of the day, in his neck. His wife feels that he has 
also been increasingly forgetful and his behaviour has 
been unpredictable. There is no medical history of note, 
no surgical history and he and his wife deny other 
symptoms. 

On examination there is a mild deficit on bedside 
cognitive testing (MMT 26/30) and he appears to 
respond inappropriately to some questions. There is no 
wasting, although occasional fasciculations are visible in 
the lower limbs. There is mild spasticity of all four limbs 
with brisk reflexes throughout, and equivocal plantar 
responses. There is grade 3/5 weakness in the hand 
muscles of both hands with reduced speed and accuracy 
of movements. There are no sensory findings. Systemic 
examination is unremarkable. Formal neuropsychology 
demonstrates mild global cognitive deterioration from 
estimated premorbid level of functioning. 
Which one of the following investigations would be 
the most useful initial one in establishing a cause for 
this man's symptoms? 

Peripheral blood film for acanthocytes 

Autoantibody screen including antinuclear 
antibodies (ANA), anti-double-stranded DNA, 
extractable nuclear antigens (ENA) and antineutrophilic 
cytoplasmic antibodies (ANCA) 



Serum B12 level 



Magnetic resonance imaging (MRI), brain and 
cervical spine 

Myelography 
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Magnetic resonance imaging (MRI), brain and cervical 
spine 

The history of spastic paraparesis associated with 
cognitive impairment could be due to motor neurone 
disease (MND) with frontotemporal dementia. The 
examination findings of spasticity with lower motor 
neurone signs and lack of sensory symptoms suggests 
MND as a possible diagnosis. This can be associated 
with dementia, particularly of the frontotemporal 
type. The combination of cognitive impairment with 
predominantly upper motor neuron signs raises the 
possibility of an inflammatory central nervous system 
(CNS) disorder such as multiple sclerosis. It should 
be noted that lower limb fasciculations can be 
physiological and that motor neurone disease can 
present with predominantly upper motor neurone 
signs and symptoms. It is also possible that the mild 
cognitive changes seen are incidental and that the 
limb symptoms are related to a structural cause 
(either intracranial or in the cervical spine). 
Magnetic resonance imaging (MRI) of the brain and 
C-spine would elucidate whether there were any 
significant structural lesions in this region, including 
evidence of demyelination, hence it would be the most 
reasonable initial investigation of those listed. If the 
MRI suggested demyelination, then CSF examination 
would be logical, looking in particular for oligoclonal 
bands. Electromyography (EMG) would be very 
helpful, especially if evidence of a lower motor 
neuron lesion were confirmed, which would support 
the diagnosis of anterior horn cell disease, in 
combination with unremarkable nerve conduction 
studies and upper motor neuron signs. 
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A 43 -year-old right-handed man presents to casualty 
with sudden onset of left-sided weakness. The weakness 
began when he was playing squash and forced him to 
stop playing after he had fallen when trying to continue 
playing. He also reports some aching pain in the back of 
his head and neck, which he attributes to having twisted 
his neck during the game. He is an active non-smoker 
with no medical history. He admits to some occasional 
cocaine use but denies any in the last few days. He has a 
stressful job in the city and is keen to know if he will 
have to be admitted to hospital as he has an important 
meeting to attend. 

On examination he has normal tone, grade 4/5 weakness 
in a pyramidal distribution in the left arm and leg. Co- 
ordination on the left side is slightly worse than the right. 
The reflexes are normal and the plantars are down-going. 
There are no cranial nerve abnormalities. The pupillary 
responses are equal and normal. There is mild tenderness 
on palpation on the right side of his neck and behind his 
right ear. 

Which of the following investigations would you 
perform next? 



Magnetic resonance imaging of the brain 
Thrombophilia screen 



Autoantibody screen including antinuclear 
antibodies (ANA), anti-double-stranded DNA, 
extractable nuclear antigens (ENA) and antineutrophilic 
cytoplasmic antibodies (ANCA) 






Syphilis serology 

Duplex scanning of the neck (carotid arteries) 
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Duplex scanning of the neck (carotid arteries) 

This man presents with symptoms and signs 
consistent with a carotid artery dissection, which is a 
relatively common cause of stroke in young people 
accounting for up to 20% of cases. Many present 
with neurological deficits which may be transient and 
include hemiparesis (as in this case), Horner's 
syndrome, and cranial nerve palsies. However, it 
should be remembered that a number present 
without neurological sequelae, at least acutely, but 
simply with pain in the neck. A carotid bruit may be 
detected. 

The gold standard for diagnosis of carotid dissection 
is contrast arteriography. Nowadays, however, non- 
interventional methods such as duplex scanning and 
magnetic resonance angiography are more commonly 
performed when it is suspected. Fine computed 
tomography neck cuts can also make the diagnosis in 
cases where there is significant haematoma. Carotid 
dissections more rarely involve intracranial vessels 
and the neck pain in this case makes it likely to be 
extracranial. Patients maybe managed with IV 
heparin to prevent embolic sequelae, although if anti- 
coagulation is contra-indicated or unsuccessful, 
endovascular stenting can be considered. 
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A 28-year-old woman presents to casualty with 
progressive difficulty swallowing over the last six 
weeks. In the last two days she has been unable to drink 
at all. In addition to the swallowing problems, she has 
slurring of her speech. She denies any arm or leg 
weakness; there are no sensory symptoms, no recent 
infections, and no urinary symptoms. 
On examination she has a heart rate of 64 beats per 
minute and her blood pressure is 1 10/60 rnmHg. The 
oxygen saturations on pulse oximetry are measured at 
97% on air. She has bilateral ptosis with a complex 
ophthalmoplegia, especially affecting her ability to look 
up. The pupillary responses are normal. The rest of the 
cranial nerve examination is unremarkable, including 
preserved gag reflex. Peripheral nervous system 
examination reveals normal tone, power, preserved 
reflexes and normal sensory responses. 
The most useful diagnostic investigation is? 

Cerebrospinal fluid (CSF) analysis for oligoclonal 
bands 






♦ 



CSF analysis for elevated protein level 

Nerve conduction studies 

Single fibre electromyography 

1% edrophonium chloride Tensilonl® test 
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Single fibre electromyography 

The question asks for the two most useful diagnostic 
investigations. The diagnosis in this case is probably 
myasthenia gravis (MG). This young woman has a typical 
history for this and the lack of sensory or peripheral signs 
along with preserved reflexes and the more prolonged time 
course of symptoms makes Guillain-Barrt© syndrome 
(GBS) (or its cranial nerve variant Miller Fisher 
syndrome) unlikely. It should be remembered, however, 
that the presentation of GBS is variable and can be almost 
pure motor and quite limited in its extent in some cases. 

Myasthenia gravis is diagnosed by 

► assay for anti-acetyl choline receptor antibodies (present 
in around 80% of cases); 

► electromyography (repetitive nerve stimulation and 
single-fibre EMG); and 

► the so-called Tensilon!® test. 
This last is difficult to administer effectively, is not 
infrequently equivocal and carries the risk of precipitating 
cardiac arrythmias. For these reasons, its use is declining 
in some units. Remember that MG is associated in some 
cases with thymoma and for this reason chest imaging is 
indicated to look for this lesion. However, this in itself is 
clearly not a diagnostic test. Although she has 
predominantly bulbar symptoms, she is very likely to have 
widespread subclinical involvement of other muscle 
groups, which should therefore be diagnostically useful if 
tested with EMG. 
The Tensilon test is most useful in the presence of clear 
objective clinical signs, ideally those that can be quantified 
or video-recorded in order to prove response (e.g. eye-lid 
droop, which can be measured in terms of height of 
palpebral opening). Measuring improving in bulbar 
function would be practically difficult unless the clinical 
improvement was dramatic, which is relatively rarely the 
case with a Tensilon test. The presence of ACh receptor 
antibodies would on the other hand be unequivocal 
confirmation of the diagnosis. 
The condition is treated with acetylcholinesterase 
inhibitors (pyridostigmine, neostigmine) and 
immunomodulators (steroids, and azathioprine). 
Plasmapheresis and intravenous immunoglobulin infusions 
(IVIG) are also used. Thymectomy may be carried out and 
can improve symptoms and prognosis, given the rare 
nature of this condition, there are only a few randomised 
controlled studies, but they do support thymectomy as a 
treatment option. Regular spirometry is essential in the 
context of acute myasthenic deterioration in order to 
detect incipient respiratory failure early and take action 
accordingly. However, it is not diagnostic of the cause of 
the failure. 
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A 34-year-old woman presents to casualty with left sided 
weakness. This began suddenly the previous day during 
an argument with her husband. There is no associated 
headache, speech or swallowing symptoms. She has a 
history of irritable bowel syndrome and chronic pelvic 
pain, for which multiple diagnostic interventions have 
failed to find a cause. In addition, she has presented to 
casualty twice previously with atypical chest pain for 
which no diagnosis was made. She also suffers from 
migraine and describes her headaches being heralded by 
difficulty seeing in the centre of her vision. This has only 
happened since she started the combined oral 
contraceptive pill six months ago. 
In addition she takes codeine and paracetamol for her 
pelvic pain. 

On examination she appears well and surprisingly 
unconcerned about her symptoms. When asked why she 
did not attend yesterday when the weakness started she 
says that she had a busy day and was meeting a friend. 
Her BP is 142/82 mmHg, pulse is 84/min and regular 
and she looks anxious. There are no cranial nerve 
abnormalities. Fundoscopy is normal and there are no 
visual field defects. Tone is normal in all four limbs. 
Power testing reveals weakness in the left arm and leg 
however there is some variability. In particular it is 
noticed that she is able to walk into the cubicle but on 
formal testing has difficulty lifting her leg against 
gravity. Reflexes are brisk throughout with equivocal 
plantar s but no ankle clonus. Sensory examination shows 
some subjective decrease in soft touch on the left side. 
There is a positive Hoover's sign. An MRI scan is 
arranged, and this is normal. 

Which one of the following is the most important step 
in her management? 






♦ 



Psychiatric assessment and counselling 
Doppler ultrasound of the neck 
Consider cessation of the oral contraceptive pill 
Commencement of antidepressant therapy 
Ophthalmol ogical assessment 
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Consider cessation of the oral contraceptive pill 

The presentation suggests a significant functional 
component to the symptoms and signs. However, this 
does not preclude the presence of organic disease 
necessitating investigation and treatment. Indeed so- 
called functional symptoms often co-exist with 
organic pathology (eg non-epileptic seizures in the 
context of epilepsy). With her history of migraine 
with aura occurring apparently only since 
commencement of the oral contraceptive pill she is at 
significantly increased risk of cerebral infarction and 
this should be stopped. It is possible that her 
symptoms represent some ischaemic insult secondary 
to her migraine and contraceptive use. However, 
there are no conclusive objective physical signs to 
support this, and an urgent computed tomography 
(CT) brain scan is probably not indicated unless new 
symptoms develop. 

A magnetic resonance imaging (MRI) brain scan 
would show any such ischaemic lesions more readily 
and would also allow examination for demyelinating 
lesions. If evidence of ischaemic damage or 
demyelination were found, then further 
investigations into these possibilities would be 
prudent. Even in the absence of these if organic 
disease is still suspected then such steps would be 
important. There is no indication in the history for 
ophthalmological referral; transient scotoma as a 
manifestation of migrainous aura is well recognised 
and as long as this has resolved need not be looked 
into further acutely. 
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A 23 -year-old woman is referred to the neurology clinic 
with a six-month history of diffuse headache. This 
initially began as occasional pain occurring only at 
certain times during the week. It has increased, however, 
to the point where it is continuous. She notices that the 
pain is worse in the morning and she has had some mild 
nausea. She also describes some graying of her vision on 
exertion or on bending down to pick something up from 
the floor. She has a past medical history of depression 
and is taking fluoxetine for this. She also takes the oral 
contraceptive pill and tetracycline for acne vulgaris. 
On examination she has gross papilledema affecting 
both eyes. There is enlargement of the blind spot with 
some diplopia on left lateral gaze. Her body mass index 
is 32. There are no other neurological signs. 
A magnetic resonance brain scan is performed which 
shows no space- occupying lesion. 
Cerebrospinal fluid analysis demonstrates an opening 
pressure of 33 cm of water. The fluid is acellular. 



glucose (CSF/serum) 



protein 



4.1/6.5 mmol/1 



0.2g/dl 



Which one of the following is the most likely 
diagnosis? 

Tuberculous meningitis 

Idiopathic intracranial hypertension 

* 

Caroto-cavernous fistula 

Primary intracerebral lymphoma 

Bilateral optic nerve glioma 
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Idiopathic intracranial hypertension 

This young woman has multiple risk factors for 
idiopathic intracranial hypertension (IIH) including 
obesity, oral contraceptive and tetracycline use. (This 
condition was previously called benign intracranial 
hypertension). However, many neurologists feel that 
it is better described as idiopathic both to highlight 
the sometimes not benign prognosis (particularly 
when it comes to ophthalmological complications and 
visual loss) but also to highlight the extent to which 
this is a diagnosis of exclusion of other causes of 
intracranial hypertension Two of the other options 
listed above would either be unlikely given normal 
CSF constituents (tuberculous meningitis/primary 
cerebral lymphoma). MRI with MR venography 
(using gadolinium contrast) is the preferred means of 
neuroimaging to diagnose cerebral venous 
thrombosis, an alternative diagnosis here, as MRI 
alone is not sensitive enough. Weight loss is the 
mainstay of long term therapy, with the addition of 
diuretic therapy or therapeutic lumbar puncture in 
non-responsive cases. 



,MJ 
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A 20 -year-old obese woman presents to casualty with a 

five-day history of progressively worsening generalised 

headache. In last few days she has noticed some blurring 

of her vision and has started to feel nauseated 

particularly early in the morning. 

She has a history of severe acne treated with long-term 

oral doxycycline and smokes 20 cigarettes a day. 

On examination she is orientated with a Glasgow coma 

score of 15/15. Fundoscopy reveals marked 

papilledema and reduced visual acuity of 6/18 in both 

eyes. There is reduction in temporal visual fields 

bilaterally, and enlargement of the blind spot bilaterally. 

The rest of the neurological examination is entirely 

normal. 

Magnetic resonance (MR) brain scan is entirely normal 

Lumbar puncture reveals: 



Opening pressure 


32cmH 2 0(5-18) 


Protein 


0.43 g/1 (0.15-0.45 

g/1) 


White cell 
count (WCC) 


3 cells/ml (=5) 


Red cell count (RCC) 


4 cells/ml (=5) 



Regarding the management of this patient, which of 
the following is the most important next step to 
consider? 

Request an MR venogram 






Commence on acetazolamide 

Commence on steroids 

Advice about weight loss and smoking cessation 



Refer to the neurosurgeons for a 
ventriculoperitoneal shunt 
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Request an MR venogram 

This patient presents with a history in keeping with 
idiopathic intracranial hypertension, which typically 
occurs in obese females. Other risk factors include 
smoking, the oral contraceptive pill and some other 
medications including tetracyclines, oral retinoids, 
amiodarone, cimetidine and minocycline. 

Although this patient has normal neurology, and a 
normal magnetic resonance (MR) scan, a MR 
venogram should be carried out to exclude a venous 
sinus thrombosis. Her lumbar puncture pressure is 
elevated and she has clinical signs and symptoms of 
visual disturbance. In the first instance drainage of 
approximately 20 ml of cerebrospinal fluid (CSF) 
should be carried out to reduce the pressure 
immediately. This may have to be repeated on several 
occasions. Acetazolamide should be commenced. 
Steroids can be considered if she is not responding to 
diuretics, and if medical treatment fails or vision is 
threatened, surgical intervention with 

lumboperitoneal shunt or optic nerve fenestration 
must be considered. 

Doxycycline must be stopped in this patient and 
advice should be given about weight reduction, and 
smoking cessation although this advice is nor urgent 
versus the need to exclude venous thrombosis. She 
will also require further monitoring of her visual 
acuity and fields. 
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A 47-year-old woman is seen by her general practitioner 

(GP) with lethargy and weakness. She has noticed 

feeling completely drained at the end of the day. She 

struggles to comb her hair in the morning and can 

sometimes have problems walking down stairs. More 

recently she has noticed that her eyes are excessively 

droopy and on occasions she has experienced double 

vision. 

She is a smoker of 20 cigarettes per day, has rheumatoid 

arthritis and has recently started propranolol for tension 

headaches. 

On examination she had nasal speech and obvious 

bilateral ptosis. There was oculoparesis on right lateral 

gaze and she had weakness of neck extension with no 

neck masses. 

On examination of the upper limb, tone, reflexes and 

sensation were all normal; however she exhibited 

marked proximal weakness, which was fatiguable with 

no associated wasting. Chest expansion was 5 cm and 

she was able to count up to 20 in one breath. Chest 

examination appeared normal. 

On examination of the lower limb, there was marked 

proximal weakness however no wasting. 

The patient had a computerised tomography (CT) of the 

thorax, which showed thymic atrophy, nil other masses 

Blood tests revealed: 



Anti -acetylcholine receptor antibodies 


Negative 


Muscle-specific kinase antibodies 


Positive 


Tensilon test 


Positive 



Given the above findings how would you manage this 
patient initially? 

Commence on intravenous immunoglobulin and 
arrange for thymectomy 

Stop propranolol and commence on pyridostigmine 
60 mg qds 

Arrange for plasmapheresis and HDU (high 
dependency Unit) transfer 

Stop propranolol and commence on azathioprine 50 
mg/day 

Monitor the peak flow 
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Stop propranolol and commence on pyridostigmine 60 
mg qds 

This patient has a diagnosis of seronegative, 
generalised myasthenia gravis with bulbar, ocular 
and limb involvement. In late-onset myasthenia 
gravis, patients have thymic atrophy as opposed to 
early-onset myasthenia where patients are more 
likely to have thymic hyperplasia. In 40% of 
seronegative patients, there is an antibody found to a 
postsynaptic protein muscle-specific kinase (MuSK 
antibodies). 

An important factor to determine is whether there is 
impending respiratory muscle weakness. In this 
patient, clinical evaluation showed normal chest 
expansion and breath counting. However all patients 
should have their forced vital capacity, (not the peak 
flow), monitored on the ward. In the first instance 
this patient should therefore be commenced on 
pyridostigmine 60 mg qds and observed for clinical 
response. If there has been little improvement, or the 
patient is requiring more than 90 mg qds, 
immunosuppression should be commenced with 
prednisolone, normally at low doses 10-20 mg/day on 
alternate days. The reason for this is that if larger 
doses are given it can paradoxically cause worsening 
of muscle weakness. In addition propranolol should 
be stopped as this can exacerbate myasthenia. 
Intravenous immunoglobulin is reserved for patients 
with severe symptoms involving respiratory 
dysfunction with vital capacity <1 1 and is not 
routinely used as first line. 3,4-diaminopyridine is a 
treatment used in Eaton-Lambert syndrome, which is 
not the case in this patient. In Eaton-Lambert 
syndrome, bulbar and ocular symptoms are rare and 
the reflexes are generally depressed. 
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A 62-year-old right-handed man is seen in a clinic with a 
history of three episodes of sudden onset left arm and leg 
weakness and numbness. Two of these episodes have been 
within the preceding week. They are associated with a 
headache; however, mere are no speech or swallowing 
difficulties. The episodes of weakness last approximately 20 to 
30 min. 

He has a past history of previous left anterior circulation 
stroke with partial recovery and is taking aspirin 75 mg/day. 
On examination he is alert and oriented. His blood pressure is 
165/92 mmHg (two previous readings were 143/85 mmHg and 
155/84 mmHg) pulse is 72/min and regular and temperature is 
36.5$ IC. The temporal arteries are pulsatile and non-tender ; 
there are no carotid bruits and hearts sounds appeared normal. 
Cranial nerve examination was normal. On examination of the 
peripheral nervous system mere is some slight pyramidal 
weakness of 4/5 affecting the right arm and leg with brisk 
reflexes and a right extensor plantar response. 
Blood tests reveal: 



Haemoglobin 


13.4 g/dl 


White cell count 


7.0 1071 


Platelets 


180 1071 


Na + 


135 mmol/1 


K + 


3.5 mmol/ 


Urea 


4.2 mmol/1 


Creatinine 


98 lumol/1 


Glucose 


5.6 mmol/1 


Erythrocyte sedimentation rate 


<5 mm/h 


Cholesterol 


3.4 mmol/1 




CT scan 


Evidence of previous left anterior 
circulation infarct 


Carotid Dopplers 


100% stenosis of right internal 
carotid artery nd 60% left 
internal carotid artery 


Echocardiogram 


Normal 


Electrocardiogram 


Flattened T waves in lateral leads 



Given the above history and investigations, how should 
this patient be managed? 



♦ 



Referral for right carotid endarterectomy 
Add in pizotifen to his present medication 
Change the aspirin for clopidogrel 
Commence on warfarin and stop aspirin 
Add clopidogrel to aspirin 
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Change the aspirin for clopidogrel 

This patient presents with a history compatible with 
recurrent transient ischaemic attacks (TIAs) within the 
right anterior cerebral artery circulation. He has a 
previous history of cerebrovascular accident (previous left 
hemisphere infarct), borderline hypertension and may 
have ischaemic heart disease. His carotid Dopplers show 
complete occlusion of the right internal carotid artery 
ipsilateral to the side of the cerebral lesion (contralateral 
to his current symptoms of recurrent left arm and leg 
weakness). This is not amenable to carotid 
endarterectomy. 

Several factors need to be addressed. Although his blood 
pressure (BP) is not above the treatable 160/95 mmHg in 
all readings, he has high risk for further recurrent TIAs. 
The PROGRESS (Perindopril Protection Against 
Recurrent Stroke Study) trial showed that BP reduction 
(using perindopril and indapamide) after ischaemic stroke 
reduces the risk of further events even in patients with 
normal blood pressure. Therefore this patient should be 
commenced on an ACE inhibitor. 

The Heart Protection Study showed that treatment with 
simvastatin 40 mg reduces the risk of stroke and other 
vascular events in high-risk patients (previous ischaemic 
stroke, coronary or peripheral vascular disease, diabetes) 
even if the cholesterol level is normal <3.5mmol/l, therefore 
he should be commenced on simvastatin. Combination 
antiplatelet therapy has been studied in the ESPS 2 
(European Stroke Prevention Study) 2 trial showing a 
relative reduction for stroke of 30% (9.5% versus 12.5%) 
with aspirin and dipyridamole versus aspirin alone in 
patients with prior TIA or ischaemic stroke. This patient 
should therefore have dipyridamole added to current 
aspirin. In completed strokes rather than TIAs, NICE now 
recommends switching to clopidogrel. 

Anticoagulation in patients with previous stroke and sinus 
rhythm showed no additional benefit above aspirin in the 
WARSS (Warfarin-Aspirin Recurrent Stroke Study)trial. 
The MATCH trial (Management of Atherothrombosis 
with Clopidogrel in High-risk) patients has not shown any 
added benefit of combining clopidogrel with aspirin versus 
clopidogrel alone. 

This patient does not have a temporal arteritis 
(erythrocyte sedimentation rate <5), which present with 
amaurosis fugax and jaw claudication. The picture is also 
not suggestive of complex migraines and thus migraine 
prophylaxis is not warranted. 
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A 78-year-old woman with no past medical history is 
admitted as an emergency. Initial presentation was with 
headache, fever and meningism. Her husband also 
described her as becoming increasingly drowsy for 
around 48hrs before admission, they have recently 
returned from a weekend away in France. Her 
temperature on admission was noted to be 38.2°C, with a 
BP of 1 10/70 mmHg and a pulse of 90/min. She was 
given intravenous benzylpenicillin, and cerebrospinal 
fluid was obtained by the emergency team. The on-call 
microbiologist phones to report Gram-positive rods on 
the initial Gram stain. 
Which two agents are indicated? 

Intravenous cefotaxime and benzyl penicillin 

Continue benzyl penicillin with additional 
ciprofloxacin 

Intravenous ampicillin and gentamicin 

Intravenous metronidazole and gentamicin 

Intravenous gentamicin and benzylpenicillin 



•A 
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Intravenous ampicillin and gentamicin 

The Gram-positive rods reported on the Gram stain 
probably represent Listeria monocytogenes. Listeria 
is the second most common form of meningitis in the 
elderly and immunosuppressed (including the mild 
relative immunosuppression occurring in pregnant 
women). Clinical infection often spreads to involve 
brain parenchyma in particular the brainstem. Thus 
a meningo-encephalitic picture with headache, 
meningism and cranial nerve palsies is common 
Cerebrospinal fluid Gram stain yields an organism in 
less than 50% of cases of Listeria meningitis. The 
cerebrospinal fluid (CSF) examination further differs 
from the more common bacterial meningitis with a 
lower white cell count and protein. Some cases may 
resemble a viral CSF profile. Treatment consists of 
ampicillin and gentamicin; however, even with 
treatment mortality remains high (>60 % in some 
series). The role of steroids is proven in paediatric 
practice and there is some evidence for its use in 
adults with pneumococcal or haemophilus meningitis. 
At present it is not recommended for proven Listeria 
meningitis. 
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An 1 8-year-old girl is transferred from the intensive 
psychiatric care unit. She was admitted with a four-week 
history of auditory hallucinations and paranoid ideation. 
At the time of admission she was verbally and physically 
aggressive, limiting any physical examination. She 
remained a difficult management issue all that day. On 
review the following day she was found to be pyrexial, 
with tachycardia and tachypnoea and was transferred to 
the medical unit for further investigation. 
The patient is drowsy and no history is available. On 
examination, core temperature is 40l°C, pulse 110/min 
regular, blood pressure labile. She has lead pipe rigidity 
in all four limbs. There is no meningism, no 
papilledema and plantars are flexor. 
Initial investigations reveal: 



Urea 


12mmol/l 


White cell count 


15 1071 


Creatinine 


155 lumol/1 


Platelets 


700 1071 


Cerebrospinal 
fluid 


Normal biochemistry, nil on 
Gram stain 


Urine dipstick 


Blood +++ 


Urinalysis 


Nil 


Chest radiograph 


Clear lung fields 



Blood cultures have been sent from the unit before her 

transfer. 

What is the most important next investigation? 

Electroencephalogram 

Computerised tomography (CT) of the brain 






Serum and urinary porphorinogens 
Serum creatine kinase 
Serum amylase 



No.: 302 

Serum creatine kinase 

The sequence of events in this case is: first psychotic 
episode requiring emergency sedation, development 
of neuroleptic malignant syndrome and subsequent 
rhabdomyolysis. 

Neuroleptic malignant syndrome is characterised by 
rigidity, hyperthermia, autonomic instability and 
altered Glasgow coma scale. It is most often 
associated with older neuroleptic agents, although it 
can be caused by any drug acting on the 
dopaminergic system. 

Risk factors include young age, female sex, and high- 
dose escalation of neuroleptics. The diagnosis is 
clinical and investigations are used to screen for 
complications and rule out other pathology. 
Treatment is supportive with antipyretics, fluid 
resuscitation and autonomic monitoring. 
Bromocriptine is now thought to be of most value, 
(more than dantrolene) in severe cases. 
The laboratory results given are typical of developing 
rhabdomyolysis. The positive dipstick and negative 
urine microscopy is suggestive of myoglobinuria. 
Measurement of creatine kinase (CK) will help 
confirm the diagnosis. 

Many of the options given are reasonable 
investigations in this patient. However, in an unwell, 
pyrexial patient, a priority is to search for sepsis and 
as such blood cultures are the next most important 
investigation. 
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You are the senior house officer on call for neurology. 
You are called to the general medical ward to assess a 
44-year-old man. He was admitted with pneumonia 
secondary to rib fractures and has been an inpatient for 
two days. Past history is unremarkable other than an 
admission six years ago with head injury. 
Staff initially became concerned when he complained of 
insomnia and nausea. Since then he has became 
increasingly confused, complaining of visual 
hallucinations and has vomited. 
On examination his temperature is 38I°C and he is 
sweating profusely. His pulse is 110/min and regular. 
Pupils are dilated but reactive. Physical examination is 
difficult as he is agitated and picking at the bedclothes. 
You note fine postural tremor, palmar erythema, poor 
dentition and generalised muscle wasting. He has 
bronchial breathing at the right base. Plantar response is 
withdrawal. 

Which of the following treatments is most likely to be 
successful in relieving his symptoms? 



♦ 



♦ 






Intravenous aciclovir 
Intravenous cefotaxime 
Oral benzodiazepine 
Intramuscular haloperidol 
Intravenous atenolol 
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Oral benzodiazepine 

This patient is displaying classical features of severe 
alcohol withdrawal Although no history of alcohol 
excess is given, there is sufficient peripheral 
information to raise suspicion - admissions with 
trauma, palmar erythema, and poor dentition are all 
pointers to towards alcoholism. 

Alcohol withdrawal occurs after cessation or 
reduction in alcohol consumption Hospital admission 
is a common precipitant. Features develop within 10 
h of alcohol cessation and are maximal at 48 h. 
Common features are hyperarousal, nausea, 
autonomic instability and visual hallucinations. 
Severe withdrawal is a medical emergency with a 
mortality of 5-10%. Optimal treatment is with 
benzodiazepines, preferably given according to an 
individualised treatment schedule. Meta-analysis has 
shown superiority of benzodiazepine over 
anticonvulsants and major tranquillisers in managing 
the symptoms of withdrawal. Although not a given 
answer option, intravenous B-vitamins are also 
essential in this patient, and he should also be 
adequately hydrated with IV fluids. CT head is 
important to rule out the possibility of subdural 
haematoma. 
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A 66-year-old man is referred by his general practitioner 
for investigation of back pain. He gives a history of 
sudden onset lumbar back pain two days ago. The pain 
occurred at rest. Since then he has noted pain radiating to 
both legs and progressive difficulty walking. He admits 
to mild dyspnoea; otherwise there are no features of note 
in the systemic enquiry. There is no significant past 
medical history other than a recent attendance at his 
general practitioner with loose stool secondary to a 
Campylobacter infection. 

On examination you note a regular resting tachycardia 
110 beats/min and a palpable bladder. On neurological 
examination of the lower limbs he has 3/5 power at the 
ankles, 4/5 power at the knees and normal power at the 
hips. You are unable to elicit knee or ankle reflexes with 
reinforcement; plantars are flexor. Vibration sense is 
diminished at the toes; otherwise sensory examination is 
normal. In the upper limbs you record 4/5 power at the 
wrists, 5/5 all other groups. Biceps and supinator 
reflexes are equal bilaterally; however you are unable to 
elicit triceps in either arm. 

Which of the following is most closely associated with 
prognosis with respect to his underlying condition? 



♦ 



♦ 



Pulse rate 

Blood pressure 

Urea 

Abnormal nerve conduction studies 

Forced vital capacity 



•A 
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Forced vital capacity 

The original description by Guillain, Barrl© and 
Stohl of the constellation of progressive weakness, 
areflexia and pallesthesia with minimal sensory 
signs remains helpful today. Other clinical features 
that support a diagnosis of Guillain-Barrto syndrome 
(GBS) include symmetry of findings; cranial nerve 
palsies and autonomic dysfunction (note distended 
bladder and tachycardia). In the majority of cases 
(70%) there is antecedent infection - lower 
respiratory tract or gastrointestinal. Back pain 
radiating to the lower limbs is an extremely common 
presenting feature of early GBS, and may persist 
throughout the illness in some. The mechanisms of 
this are incompletely understood but probably relate 
to proximal nerve root inflammation. 
Investigations are used to confirm the clinical 
diagnosis. Cerebrospinal fluid examination will show 
raised protein, although it may be normal in the first 
stages of disease. Likewise nerve conduction studies 
may initially be normal, only later showing a 
multifocal demyelination picture. The most 
important aspect of initial management is monitoring 
of respiratory and autonomic function. The decrease 
in mortality from GBS has been secondary to better 
monitoring and early institution of respiratory 
support. Patients displaying a decrease in forced vital 
capacity need anaesthetic assessment with a view to 
elective intubation. Specific therapies for GBS 
include plasma exchange and intravenous 
immunoglobulin. 
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You are fast bleeped to assess a 26-year-old woman with 
headache in the emergency department. She describes a 
sudden onset headache that peaked in intensity within 
seconds of onset. The pain was the worst she had ever 
experienced. The headache has been present for 3 h but 
is lessening. There is associated nausea, vomiting and 
photophobia. She has no past history of note and has not 
experienced severe headache before. General and 
neurological examination is unremarkable. A number of 
investigations have already been performed by the 
casualty officer. He admits that the lumbar puncture was 
a difficult procedure and he obtained a bloody tap. 
Computerised tomography (CT) of the brain is normal 
Spinal fluid: 500 red cells/cm 3 ; <5 white cells/cm 3 ; no 
organisms on Gram stain; no xanthochromia. 
Which of the following is the next most important 
management step? 



• 



♦ 



Repeat lumbar puncture 
Reassurance and simple analgesia 
Subcutaneous sumatriptan 
Magnetic resonance angiogram 
IV dexamethasone 
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Magnetic resonance angiogram 

The history is classical for subarachnoid 
haemorrhage (SAH). Any patient with a first onset, 
explosive headache needs admission and investigation 
for SAH. The lack of meningism or other clinical 
signs should not put you off the diagnosis. 
The initial investigation of choice is computerised 
tomography (CT) of the brain. The sooner the CT is 
performed, the greater the sensitivity. Magnetic 
resonance imaging (M RI) is less effective at detecting 
fresh blood. If performed within 24 h, a modern CT 
scanner will diagnose SAH with 90-95% sensitivity. If 
the CT is normal the next investigation is 
cerebrospinal fluid (CSF) examination, preferably 12 
h after headache onset. Xanthochromia, the 
breakdown product of red blood cells, will not be 
detected until around 12 h post-bleed. If available, a 
better biochemical test would be spectrophotometry 
of spun cerebrospinal fluid (CSF should have been 
spun down and formal spectrophotometry requested 
at the time of analysis, though this casualty officer 
did not request this). If imaging already gives a 
diagnosis, there is no need to subject the patient to an 
unnecessary lumbar puncture. 

In this case there is no value in repeating spinal tap to 
look for xanthochromia, as blood from the previous 
procedure will make interpretation impossible. It is 
recognised that headache can accompany expansion 
of an aneurysm prior to bleed and so if the history is 
good, even with negative CT and xanthochromia, the 
patient should undergo non-invasive imaging of 
cerebral vessels, as such MRA is the correct answer 
from those given as possible options. This patient 
should receive adequate analgesia, balancing pain 
relief against interfering with Glasgow coma scale 
measurement, reassurance and simple analgesia is 
probably not enough. 
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A 45 -year-old woman is admitted comatose to the 
resuscitation room. Her husband describes a few days of 
increasing confusion. Past medical history is of diabetes, 
primary biliary cirrhosis and one episode of variceal 
haemorrhage. Drug therapy includes ursodeoxycholic 
acid, metformin and aspirin. She does not consume 
alcohol or any illicit drugs. On examination she is 
drowsy and unable to converse. There is no meningism, 
and pupils are equal and reactive. She has assumed a 
decorticate position, plantars areupgoing. Bedside blood 
glucose is 6.1 mmol/1. The remainder of systemic 
examination is unremarkable. As well as extensive 
investigations reported below, a full sepsis screen is sent 
to the lab. 
Initial blood tests reveal: 



Haemoglobin (Hb) 


8.9 g/dl (11.5-16.5) 


Platelets 


600x1071(150-400 
xlO 9 ) 


White cell count (WCC) 


13 x 1071 (4-11 x 

10 9 ) 


Mean cell volume (MCV) 


70 fl (80-96) 


Prothrombin time (PT) 


17 s (11.5-15.5) 


Sodium 


137 mmol/1 (137- 
144) 


Potassium 


3.2 mmol/1 (3.5-4.9) 


Urea 


16 mmol/1 (2.5-7.5) 


Creatinine 


66 lumoVl (60-110) 


C-reactive protein (CRP) 


45 mg/1 (<10) 


Bilirubin 


12lumol/l(l-22) 


Alkaline phosphatase 


10 IU/1 (45-105) 


Aspartate aminotransferase 
(AST) 


36IU/1(1-31) 


Alanine 
aminotransferase(ALT) 


38 IU/1 (5-35) 


Albumin 


28 g/1 (37-49) 


Computerised tomography 
(CT) brain scanning 


reveals mild atrophy 
only 


Electroencephalogram (EEG) 


diffuse symmetrical 
triphasic sharp waves 



How should this patient be further managed? 

Lorazepam boluses intravenously 



• 
♦ 



Intravenous aciclovir 
Magnetic resonance image (MRI) brain 
Upper gastrointestinal endoscopy 
Plasma exchange 
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Upper gastrointestinal endoscopy 

Although the patient has relatively normal 
transaminases (aminotransferases), we know from 
the history of varices that she has cirrhotic liver 
disease. We can also deduce from her low albumin 
and prolonged clotting that her synthetic liver 
function is severely compromised. Thus a likely 
diagnosis of grade III-IV hepatic encephalopathy can 
be made. The electroencephalogram (EEG) picture is 
classical for hepatic encephalopathy. The next stage 
of management is to identify any possible precipitants 
and reverse them The mnemonic HEPATICUS can 
remind you of common precipitants: 



Hypoglycaemia 

Electrolyte disturbance 

Protein meal (i.e. gastrointestinal bleed) 

Alcohol/analgesia 

Tumour (hepatoma) 

Infection 

Constipation 

Uraemia 

Surgery (especially if involving portosystemic 

shunting) 



In this patient, the likely precipitants are sepsis and 
gastrointestinal bleed; note raised inflammatory 
markers, anaemia and disproportionate rise in urea. 
Although commonly used, interventions such as non- 
absorbable disaccharides (lactulose), antibiotics and 
protein restriction have little evidence base. 
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A 6 5 -year-old diabetic man has recovered from a lacunar 
stroke. On discharge from the stroke unit he was 
commenced on simvastatin, aspirin and perindopril. 
Regular medications prior to the event included 
metformin, allopurinol and quinine. On return home he 
was meticulous about secondary prevention using 
nicotine replacement patches to help him stop smoking, 
exercising regularly, and changing his diet to include 
fresh fruit and red wine. At clinic review he complains 
of tender calves, thighs and shoulders. 
Blood testing reveals: 



Creatine kinase 


1055 IU/1 (23-175 


Aspartate aminotransferase 


222 IU/1 (10-40) 


Alanine aminotransferase 


184 IU/1 (5-30) 



Which factor in his diet is most likely to have caused 
this problem? 



• 



Orange juice 
Red wine 
Grapefruit juice 
Multivitamins 
Kippers 



No.: 307 
Grapefruit juice 

The blood results indicate moderate-severe muscle 
damage and a high risk of rhabdomyolysis. The 
statins are associated with a spectrum of muscle 
pathologies, from asymptomatic elevation of creatine 
kinase, through myositis to frank rhabdomyolysis. 
Interactions with other medications often precipitate 
the problem. Well-recognised interactions include 
certain antibiotics (eg macrolides), grapefruit juice, 
immunosuppressants (eg, ciclosporin), and fibrates. 
It is known that increasing age, renal impairment 
and diabetes further increase the risk Guidance 
from the committee for safety of medicines advises 
alerting patients to the risk, and monitoring liver- 
function test in high-risk groups. 
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You are called to the obstetrics ward to see a 26 -year-old 
primigravid woman who is 12 weeks pregnant. She had 
been admitted for treatment of severe morning sickness, 
and had been prescribed metoclopramide and 
intravenous fluids. Over the past week she had remained 
unwell and unable to eat any solids due to vomiting. A 
medical opinion was sought because of increasing 
drowsiness and irritability. Nursing staff also 
commented on a clumsy gait as if she was drunk. On 
examination she was drowsy with a Glasgow Coma 
Scale of 13/15 (E-3 V-4 M-6). Mucous membranes were 
dry, blood pressure was 98/50 mmHg and rectal 
temperature 34.7°C. She had coarse horizontal 
nystagmus on lateral gaze and vertical nystagmus on 
upgaze. Remainder of her examination was 
unremarkable. Bedside blood glucose was 2.9 mmol/1. 
Which of the following is the most likely diagnosis? 



♦ 



• 



Wernicke's encephalopathy 
Tardive dyskinesia 
Acute dystonia 
Saggital sinus thrombosis 
Subarachnoid haemorrhage 



•A 
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Wernicke's encephalopathy 

The triad of delirium, ocular signs and ataxia is 
classical of Wernicke's encephalopathy (WE), a 
neuropsychiatric syndrome induced by thiamine 
deficiency. Other common features of WE include 
hypotension and hypothermia. Most often seen in the 
context of the malnourished alcoholic, the syndrome 
can occur in any patient deprived of nutrients and 
cases of WE associated with hyperemesis gravidarum 
are well recognized. In a dehydrated, hypotensive, 
hypoglycaemic patient, fluid resuscitation and 
intravenous glucose are essential This lady has 
already been admitted for IV fluids and this would 
require to be continued. She now also requires an 
infusion of 20% or 50% dextrose. However, in this 
case a carbohydrate load may worsen the 
encephalopathy and as such intravenous B-vitamin 
should be co-administered. The importance of 
prompt treatment is that WE is reversible in the 
early stages. Failure to adequately treat can cause 
chronic cognitive impairment (Korsakoff 1 s 
psychosis). WE is underdiagnosed. Only 20% of 
patients exhibit all three of the classical features. 
Clinicians should have a low threshold for 
commencing intravenous vitamins in patients with 
unexplained acute confusional states. 
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A 28-year-old woman is referred by her general 
practitioner for investigation of difficulty walking. She 
describes months of bilateral shooting arm pain worse on 
coughing. She has found her legs increasingly clumsy. 
On examination you note wasting of the intrinsic 
muscles of both hands, with flaccid tone and loss of 
reflexes. You also note cuts and burns to her fingers. The 
patient was not aware of injury. There is increased tone 
in the lower limbs with brisk reflexes and upgoing 
plantars. On cranial nerve examination you note ptosis of 
the left eye, tongue wasting and fasciculation. You 
organize appropriate imaging. 
What abnormality do you expect to find? 



♦ 






Carotid artery dissection 

Cerebellar degeneration 

Fluid filled cavity within the central cord 

Left-upper-lobe neoplasm 

Cord infarction 
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Fluid filled cavity within the central cord 

In neurology it is overall more likely that a single 
pathology is responsible for all the clinical signs. In 
this case a central syrinx at the cervical level will 
explain the lower motor neuron signs in the arms and 
spastic paraparesis of the legs. Extension of the 
syrinx upwards can cause a Horner's syndrome and 
bulbar symptoms. The painless injuries seen in the 
hands are due to loss of pain and temperature 
sensation The course of syringomyelia is slowly 
progressive, with occasional acute episodes. Sudden 
rises in pressure associated with coughing or sneezing 
are said to provoke extension of the syrinx. There is 
no curative treatment. Syringomyelia is often 
associated with herniation of the cerebellar tonsils - 
the Arnold-Chiari malformation 



•A 
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You assess a 74-year-old woman at the neurology clinic. 
She has been referred for assessment of memory loss. 
The patient is a difficult historian answering most 
questions with yes or no. You manage to elicit a story of 
subacute onset memory difficulty. The patient describes 
herself as stupid. She further volunteers symptoms of 
intermittent headache, abdominal pain and insomnia. 
There is a family history of ischaemic heart disease and 
her sister has recently died from a myocardial infarction. 
The referral letter describes gradual social withdrawal, 
such that the patient has been refusing to attend the 
general practitioner's surgery. Her doctor is also 
concerned about poor appetite and gradual weight loss. 
Physical examination including BP of 135/82 mmHg, 
and pulse of 75/min and regular is unremarkable. She 
does not comply with formal mental state testing. 
What initial management is indicated? 



♦ 



Lithium with frequent blood-level monitoring 
Aspirin, statin and antihypertensive 
Carbamazepine 
High-dose steroids 



Citalopram 



•A 
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Citalopram 

The general practitioner was concerned about a 
neurodegenerative process. The clinical picture is 
more in keeping with a depressive pseudo-dementia. 
Note the subjective complaint of memory loss, social 
withdrawal, insomnia and poor appetite. Depression 
is common in the elderly and can present with 
different symptoms compared with younger patient 
groups. Somatisation is common and often the 
patient will present with a variety of non-specific 
physical symptoms. Suicide is common in the 
depressed elderly and clinicians must have a high 
index of suspicion. There are a number of validated 
tools for measuring depression in the elderly. The 
Geriatric Depression Scale is often used in the UK. 
However, it has been shown that a simple question 
such as Are you depressed? has a similar sensitivity 
for case detection. Exclusion of dementia with formal 
cognitive testing can be difficult. As shown in the 
above scenario, depressed patients may perform 
poorly for motivational reasons. In practice, if there 
is suspicion of depression, many clinicians will treat 
first and then reassess. There is no evidence of 
superiority of one antidepressant in the elderly. The 
selective serotonin-reuptake inhibitor citalopram is 
often used because of an acceptable side effect profile 
and lack of interactions with other drugs. Secondary 
causes of depression should be considered. Alcohol 
and sedative use would be the most common; in a 
woman with disturbed sleep and weight gain, thyroid 
dysfunction should also be excluded. 
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A 3 3 -year-old man is referred to the headache clinic. He 
was diagnosed with simple migraine 3 years previously. 
In the last year, attacks have increased in frequency and 
changed in character. He now describes a daily headache 
that presses on his temples. The pain worsens as the day 
progresses. There is no relation to movement or posture 
and there are no other associated neurological symptoms. 
The pain is such that he has increased his use of 
analgesics considerably. At the time of consultation he is 
taking daily paracetamol, diclofenac and 
dihydrocodeine. On examination his BP is 135/85 
mmHg, pulse is 70/min and regular. Neurological 
examination is unremarkable. You ask him to 
discontinue his analgesia. 
What other management step would you initiate? 

a 

♦ 



♦ 



Oral propranolol 

Subcutaneous triptan 

Amitriptyline 

Lithium 

Oral carbamazepine 
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Amitriptyline 

An increasingly recognised pattern among patients 
with headache is development of a chronic daily 
headache syndrome. Patients often first present with 
tension headache or migraine, but with time develop 
a diffuse daily pain that can significantly interfere 
with daily functioning. The syndrome is thought to be 
exacerbated by analgesic overuse, and some 
classification systems recognise an analgesic-overuse 
headache. Treatments include reassurance, gradual 
withdrawal of analgesic agents (with the warning that 
pain may worsen before it improves) and use of 
tricyclic antidepressants. Note there are no features 
suggestive of raised intracranial pressure. This along 
with the subacute onset and lack of other neurology 
would suggest that urgent imaging is not required. 
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A 78-year-old man with a history of alcohol excess is 
referred to the acute stroke service by his care worker. 
He was recently discharged from the orthopaedic wards 
following a fracture of his left leg and still has an above- 
knee cast in- situ. He defaulted from fracture clinic 
follow-up. He was found today lying on the floor of his 
flat having been incontinent of urine and unable to walk. 
The orthopaedic team has reviewed plain films and is 
happy that the fracture has healed. On examination of 
gait you note a wide-based gait with left-foot drop. 
Ankle and toe extension is weak. He is unable to evert 
his foot, but inversion is normal. There is an area of 
sensory loss over the lateral shin and dorsum of the foot. 
What investigation would be most useful in order to 
confirm the cause of his foot drop? 






♦ 



Magnetic resonance image (MRI) lumbar spine 
Serum anti-GMl antibodies 
Toxicology screen 
Electr oenc ephalogr am 
Nerve conduction studies 
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Nerve conduction studies 

The clinical findings are classical of common 
peroneal nerve palsy. This is one of the more 
common entrapment neuropathies. Differentiation 
from a L5-S1 lesion is made by examining foot 
inversion and eversion. Risk factors for common 
peroneal nerve palsy are any cause of sustained 
pressure at the fibular head, with plaster casts and 
general immobility being frequent culprits. Diagnosis 
can be confirmed by nerve conduction study. 
Prognosis is good. The other important laboratory 
test in a patient with a history of prolonged 
immobility is serum creatine kinase. Levels are likely 
to be raised from the trauma of lying on the floor; 
very high levels will alert the clinician to the 
possibility of rhabdomyolysis and the need for fluid 
resuscitation and monitoring of renal function. Urine 
dipstick is also of value in suspected rhabdomyolysis 
as it will be positive for blood. 
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A 69-year-old woman is referred to the neurology clinic. 
She describes a few days of facial pain on a background 
of lethargy, weight loss and early morning stiffness. The 
pain is especially marked around the temporal region. 
She feels that she can see less well with the right eye. 
She finds the pain worsens after prolonged speaking and 
whilst eating, and it is interfering with her job as a part- 
time lecturer. She also tells you that her hips and 
shoulders are stiff On examination you note a relative 
afferent papillary defect on the right with reduced acuity. 
Ocular movements are normal. The remainder of 
neurological examination including the other cranial 
nerves is unremarkable. You note no rashes, no nodules 
and no active synovitis. Her BP is slightly elevated at 
155/72 mmHg. 

Which of the following is the priority with respect to 
treatment? 






♦ 



Ramipril 
Intravenous heparin 
High- dose oral corticosteroids 
Intravenous aciclovir 
Aspirin and dypridamole 



•A 
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High-dose oral corticosteroids 

The subacute temporal facial pain, facial claudication 
symptoms and constitutional symptoms raise the 
possibility of giant cell arteritis. The examination 
findings suggest early visual loss. This is a 
neurological emergency and treatment with high- 
dose steroid must be instituted to preserve sight. 
Definitive diagnosis requires temporal artery biopsy, 
but the above features combined with elevated 
inflammatory markers (C-reactive protein or 
erythrocyte sedimentation rate) are enough to 
warrant empirical treatment. The response to 
treatment in itself is a pointer towards the underlying 
diagnosis. Note, a negative biopsy does not exclude 
the diagnosis because of the focal nature of the 
disease. Patients should respond to steroids within 
24-48 h and ongoing symptoms should alert the 
clinician to other possible diagnosis. Treatment is 
usually continued for at least 1 year, using C-reactive 
protein or erythrocyte sedimentation rate (ESR) to 
monitor disease activity, and tapering steroid as 
appropriate. 
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A 16 -year-old woman attends the epilepsy clinic. She 
has suffered tonic clonic seizures for 5 years. After 
initial poor response, her epilepsy is now well controlled 
on sodium valproate 1 g daily. She has been seizure free 
for 2 years. Her compliance with therapy is good. From 
review of her case sheet you note a family history of 
cerebrovascular disease with both grandparents suffering 
stroke. At time of diagnosis computerised tomography 
(CT) brain showed no structural abnormality and 
interictal electroencephalogram (EEG) was 
unremarkable. She is concerned over weight gain and 
hair loss that she attributes to her anticonvulsant therapy. 
She is considering stopping her sodium valproate. 
What feature in her history predicts seizure 
recurrence on discontinuation of therapy? 






♦ 



Female sex 

Need for high-dose anticonvulsant 

Early age at diagnosis 

Family history 

Tonic clonic seizures 
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Tonic clonic seizures 

The decisions to start and stop anti-epileptic drugs 
(AED) in a patient with epilepsy are complicated. 
Factors such as nature of seizures, type of epilepsy, 
driving restrictions, occupation and desire to 
conceive need to be considered. Combining all types 
of epilepsy, in a patient who has been seizure free for 
more than 2 years, the chance of recurrence in the 
next 2 years is 43% if they stop therapy compared 
with 10% if drugs are continued. Factors that have 
been shown to increase the risk include older age at 
diagnosis, use of multiple anticonvulsants, history of 
myoclonic or tonic clonic seizure, previous abnormal 
imaging or electroencephalogram (EEG). In this 
patient it would be wise to complete neuroimaging 
with cerebral MRI prior to taking the decision about 
treatment. Sodium valproate is an effective first -line 
agent for generalised seizures. The patient is correct 
that this agent is associated with weight gain; other 
common side effects include hair loss, sedation and 
tremor. As a result of such side effects and especially 
the risk of teratogenicity with valproate more than 
with certain other AED, many clinicians are now 
favouring lamotrigine in young female patients. 
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A 39-year-old woman presents to the first seizure clinic. 
She is accompanied by her community psychiatric nurse. 
The nurse provides a witness account of the attacks. 
Each episode has occurred in the community day 
hospital. The patient would fall to the floor screaming. 
She would then thrash around both arms followed by 
legs. During the episodes she is unresponsive, holding 
his eyes tightly shut. Afterwards she is able to converse 
with staff in the centre. She has never injured herself but 
often complains of headache post-event. The patient 
claims to have no memory of events. Systems enquiry 
reveals no other symptoms. Past medical history includes 
schizophrenia, well controlled on depot chlor promazine. 
She is a lifetime smoker with mild airways disease. 
Physical examination reveals tar staining of fingers only. 
Initial investigations performed by the psychiatry team 
include: 



Toxicology screen 



Interictal 

electroencephalogram 

(EEG) 



Serum prolactin 



negative 



formal report minor 
slowing of alpha 
waves, with increased 
voltage theta activity 
and diffuse fast 
activity 



22 ng/ml (2.1-18) 



You reassure her that the seizures are unlikely to cause 

significant harm. 

What other step would you take in further 

management? 



• 



Pregnancy testing 

Magnetic resonance imaging (MRI) pituitary fossa 

Dynamic pituitary function testing 

Lumbar puncture 

Commence sodium valproate 



No.: 315 
Pregnancy testing 

The differentiation of true seizures from psychogenic 
non-epileptic seizures (NES) is challenging. It is 
usually detailed history from the patient and a 
witness, rather than laboratory testing that will give 
the diagnosis. However the gold standard 
investigation to confirm diagnosis is video-EEG 
recording of habitual events. In this scenario the 
story is highly suggestive of NESLE. Pointers to a 
non-organic aetiology include rapid post-ictal 
recovery, bizarre limb movements and eye clenching, 
attacks in public places and lack of injury. 
Candidates should not be distracted by the interictal 
electroencephalogram (EEG) and prolactin results. 
The use of interictal EEG, especially in late onset 
epilepsy is limited by poor sensitivity. In this case 
abnormalities were detected. However, the alpha 
wave and theta activity changes as well as the fast 
activity are in keeping with typical antipsychotic use. 
The use of prolactin in diagnosis of NESLE is 
similarly imprecise. Prolactin levels can be raised 
following tonic clonic seizure; however, samples must 
be taken immediately after the event. Two common 
causes of a raised prolactin that may be relevant in 
this case include use of typical antipsychotics and 
pregnancy. With a minor rise in prolactin, in the 
absence of any symptoms or signs, detailed 
investigation for pituitary tumour is not warranted. 
A small prolactin rise is expected with 
chlorpromazine, and in the absence of symptoms 
would not warrant a change of medication 
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A 28-year-old nurse presents with a 4-month history of 
progressive gait unsteadiness. She also complains of 
clumsiness of her hands and numbness and tingling over 
the right side of her face. Eighteen months ago, she was 
forced to take time off work because of weakness and 
stiffness in her legs. On examination, Ishihara colour- 
plate testing demonstrated deficits in the left eye. Visual 
acuity was 6/6 on the right and 6/36 on the left. Testing 
of eye movements demonstrated nystagmus of the right 
eye on looking towards the right with failure of full 
adduction of the left eye. There was also evidence of 
bilateral finger nose ataxia and impaired rapid 
alternating movements of the hands. Oligoclonal bands 
are demonstrated on CSF, and T2 weighted MRI scan is 
reported as abnormal. 

Which other investigation would be most useful in 
securing the diagnosis? 






♦ 



Serum ANA and ANCA 

VDRL, TPHA, and FTA serology 

Visual evoked potentials 

Cortical brain biopsy 

Serum and cerebrospinal fluid angiotensin- 
converting enzyme quantification 

VA 5 
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Visual evoked potentials 

The clinical scenario is suggestive of multiple 
sclerosis. Typical manifestations include paralysis, 
paraesthesia, optic neuritis, and bladder dysfunction 
There is evidence of an intranuclear ophthalmoplegia 
in this case. Differential diagnoses include cerebral 
vasculitis, inflammatory diseases, neurovascular 
disorders, metabolic disorders, tumours, and 
myelopathies. Laboratory tests and special 
investigations include evoked potentials (visual 
evoked, somatosensory evoked, auditory evoked, 
motor evoked), tests of bladder function, 
neuroimaging (characteristic foci of demyelination 
with contrast enhancement in acute lesions), and CSF 
examination for oligoclonal bands and raised protein 
The lack of other systemic findings counts against 
vasculitis, sarcoid or syphilis. 



-j 
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A 20-year-old undergraduate complains of regular 
painful muscle cramps and stiffness while playing 
cricket for his university. His symptoms have been 
present for at least 6 years, but the frequency of attacks 
has now become much worse, impairing his bowling. 
Cramps last up to 10 min and are relieved by rest. 
Recently, he has noticed that his urine is often tea 
coloured. Examination revealed no rashes with normal 
tone, power, reflexes and co-ordination and sensation in 
the limbs. 
Initial investigations are as follows: 



Hb 


12.4 g/dl 


WCC 


6.8 10 9 /1 


PLT 


230 107! 


MCV 


88 fl 


Na + 


140mmol/l 


r 


4.2 mmol/1 


Urea 


3.8 mmol/1 


Creatinine 


70 Vniol/1 


Bilirubin 


8 mmol/1 


Alanine aminotransferase 


18U/1 


Albumin 


43U/1 


Alkaline phosphatase 


28U/1 


Lactate 


1 . 1 mmol/1 


Creatinine phosphokinase 


880 IU/1 



Which of the following non invasive investigations 

will be of most diagnostic interest? 

<? 

Edrophonium chloride challenge 

Molecular diagnostic studies of gene encoding 
dihyrodpyridine receptor 

Ultrasound of the quadriceps 

Rheumatoid factor 

Serum lactate post exercise 



No.: 317 

Serum lactate post exercise 

The history is suggestive of a metabolic myopathy, in 
this case McArdle's syndrome (a type-V glycogen- 
storage disorder). This disorder is characterised by 
muscle phosphorylase deficiency. Symptoms include 
exercise-induced muscle pain and stiffness with 
contractures that subside at rest. Myoglobinuria can 
occur. In normal patients there is a sustained 
increase in serum lactate after exertion, but this does 
not occur in patients with McArdle's. The diagnosis is 
confirmed by muscle biopsy, which demonstrates 
subsarcolemmal glycogen deposition and central 
migration of muscle nuclei. No specific therapy is 
recommended for the treatment of McArdle's, but 
patients are usually instructed to avoid strenuous 
exercise once the diagnosis is made. 



-j 
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A 48-year-old librarian complains of clumsiness of her 
right hand with deterioration in handwriting. Her 
symptoms have been present for the last 3 months and 
began after an influenza-like illness. More recently, she 
also has a sensation of the world spinning around her. 
Cranial-nerve examination demonstrated failure of 
abduction of the right eye with diminished sensation on 
the right side of the face and an absent corneal reflex. On 
examination of the limbs, there is impairment of finger- 
nose coordination in the right upper limb with impaired 
rapid alternating movement of the hands. Blood pressure 
is 141/82 mmHg, pulse is 70/min and regular. There are 
no signs of autonomic neuropathy. 
Which one of the following investigations is of most 
diagnostic interest? 

Slit lamp examination of the eyes for presence of 
Lisch nodules 



CSF examination for antibodies against rubella 



virus 



Magnetic resonance imaging of the cerebellopontine 



angle 



♦ 



CSF examination for oligoclonal bands 
Anti-Purkinje cell cytoplasmic antibody 



No.: 318 

Magnetic resonance imaging of the cerebellopontine 
angle 

The presentation suggests the possibility of a mass 
lesion in the cerebellopontine angle including an 
acoustic neuroma, cerebellopontine angle glioma and 
cerebellopontine angle meningioma. Imaging with 
MRI examination is the investigation of choice. 
Together with cerebellar signs, deficits in cranial 
nerves V, VI, and VII may be seen Bilateral acoustic 
neuromas are found in neurofibromatosis type 2 (the 
gene for which is on the long arm of chromosome 22). 



,j 
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A 70 -year-old retired gardener was admitted to an orthopaedic ward 2 weeks 
ago following a fall in which he sustained a fractured neck of femur. His 
family report that he was last completely well 4 months ago. At that time, a 
change in his personality was noted with frequent unprovoked emotional 
outbursts directed at those close to him, inappropriate tearfulness, and 
laughter. Over the next few weeks, he was reported to be increasingly 
forgetful. In the following weeks, his family have noticed that he has been 
increasingly clumsy, often spilling drinks and having difficulties dressing. His 
walking became increasingly unsteady with frequent falls precipitating his 
current admission. The surgical team are concerned about continued cognitive 
deterioration, despite treatment for a recent suspected urinary tract infection 
and have referred for medical advice. Over the last week, jerking movements 
have also been noted in his arms. 

On examination, he is bed-bound and catheterised with spontaneous and 
stimulus- sensitive myoclonus. Mini -Mental State Examination reveals a score 
of 8 out of 30 with global deficits. A bilateral grasp reflex together with pout 
and snout reflexes are present. Tone is increased in all of the limbs with 
symmetrically brisk reflexes and bilateral extensor plantars. Although he has 
difficulties following commands, there is demonstrable ataxia and apraxia of 
the upper limbs. 
Investigation results : 



Hb 


12.8 g/dl 




wcc 


8.4 1071 




Haematocrit 


0.565 




MCV 


92.1 fl 




Platelets 


281 1071 




Sodium 


142 mmol/1 




Potassium 


4.1 mmol/1 




Urea 


8.1 mmol/1 




Creatinine 


101 mnol/1 




Bilirubin 


11 mmol/1 




Alanine aminotransferase 


22U/1 




Albumin 


50U/1 




Alkaline phosphatase 


14U/1 




Ca* 


2.35 mmol/1 




Thyroid -stimulating hormone 


2.15 mU/1 




Thyroxine (T4) 


13.5nmol/l 




B12 


245 ng/1 




Folate 


13.9 ug/1 




Random glucose 


5.8 mmol/1 




Erythrocyte sedimentation rate 


8mm/hr 




C -re active protein 


4mg/l 




Serum protein electrophoresis 


Normal 




Rheumatoid factor 


Negative 




Anti -nuclear antibody 


Negative 




ANCA 


Negative 




Random cholesterol 


8 




Treponema pallidum haemagglutination test 


Negative 




Anti -neuronal antibodies 


Negative 




Chest radiograph 


Unremarkable 




Cerebrospinal fluid examination: 






White cells 


3 


Protein 


0.47 g/dl 


Glucose 


4.3 mmol/1 


Oligoclonal bands 


Matched bands present in cerebros 


pinal fluid and serum 


Cytology 


No abnormal cells detected 



Which one of the following investigations is most useful in 
securing the diagnosis in this case? 



Electroencephalography 

Serial blood film for examination of acanthocytes 



Molecular genetic test for CAG trinucleotide repeats 
chrom osom e 4 (4p 1 6. 3) 

Polymerase chain reaction of CSF for herpes simplex virus 
detection 

Axial T2 weighted, diffusion weighted, and Fluid Attenuation 
Inversion Recovery (FLAIR) MRI series 



No.: 319 
Electroencephalography 

The clinical scenario is suggestive of sporadic CJD. 
EEG examination in sporadic CJD may demonstrate 
generalised bi- or triphasic periodic sharp wave 
complexes with a frequency of around 1-2 per second. 
In an appropriate clinical context, the appearance of 
this EEG pattern is strongly supportive of a diagnosis 
of sporadic CJD. 60 to 80% of cases of sporadic CJD 
will eventually develop the characteristic periodic 
picture. Routine examination of the cerebrospinal 
fluid is generally unremarkable. The CSF typically 
contains no inflammatory cells, and the presence of a 
significant pleocytosis should lead to consideration of 
other diagnoses. The total protein content may be 
elevated. Oligoclonal bands confined to the CSF have 
very rarely been described, and their significance in 
relation to sporadic CJD is doubtful. Matched 
oligoclonal bands in the CSF and serum, as seen in 
this case, arise in situations where a systemic 
inflammatory response has been provoked. The 
analysis of CSF for certain brain specific proteins, 
particularly 14-3-3, may be very useful in diagnosis. 
14-3-3 is a normal neuronal protein and may be 
released into the CSF in response to a variety of 
neuronal insults. However, other diagnoses, which 
may give rise to an elevated 14-3-3 are usually 
excluded on clinical grounds. Magnetic resonance 
imaging is generally undertaken to exclude other 
illnesses. Cerebral atrophy may be seen in cases of 
sporadic CJD. However, in addition, in a proportion 
of cases, abnormalities of signal may be seen in the 
anterior basal ganglia and sometimes in the cortex. 
These changes may be helpful in supporting a 
diagnosis of sporadic CJD. 

http://www.cjd.ed.ac.uk/ 
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A 30 -year old man is referred with a 4-month history of 
worsening disorientation and behavioural disturbance. 
His wife had noted that he would walk away in the 
middle of a conversation, and had been found wandering 
purposelessly around the house and garden. He found it 
impossible to buy a list of groceries from the local 
supermarket, and had recently been cautioned by the 
police for driving the wrong way down a one-way street. 
He would become increasingly frustrated when trying to 
use the computer, and had frequent angry or emotional 
outbursts. He normally worked as accountant, but his 
colleagues had expressed concern that his performance 
had deteriorated. He had no significant past medical 
history of note. 

On clinical examination his BP is 132/80 mmHg, pulse 
is 72/min and regular. Cardiovascular and respiratory 
examination is normal. He has signs of significant 
cognitive impairment in all domains. The other main 
abnormal finding is some asymmetric jerks affecting all 
four limbs on neurological examination as well as a 
broad based rather ataxic gait. 

Which test would be most likely to provide positive 
support for the suspected diagnosis? 



♦ 



♦ 



Visual evoked potentials 
Electroencephalography (EEG) 
Lumbar puncture for 14-3-3 protein 
Magnetic resonance (MR) angiography 
Electromyography (EMG) 



No.: 320 

Lumbar puncture for 14-3-3 protein 

Rapid cognitive decline in a young person with 
myoclonic jerks is highly suggestive of variant 
Creutzfeld-Jakob disease (CJD). Magnetic resonance 
imaging (MRI) of the brain is a relatively non- 
invasive and generally available test which in variant 
CJD shows a characteristic abnormality in the 
posterior thalamic region with high signal in the 
pulvinar nuclei (the pulvinar sign) in over 90% of 
cases of variant CJD. It is best seen on the FLAIR 
(fluid attenuation inversion recovery) sequence. The 
stage of illness at which the scan becomes positive is 
unclear. MRI of the brain is also useful in excluding 
other disease processes. 

In sporadic CJD the normal electrical rhythms of the 
electroencephalogram (EEG) are gradually lost. In 
the majority of cases, generalised biphasic or 
triphasic periodic sharp wave complexes appear with 
a frequency of 12/s. In an appropriate clinical context 
this EEG pattern is strongly supportive of a diagnosis 
of sporadic CJD. Interestingly this typical EEG has 
not been seen in variant CJD, which is associated 
with rather non-specific EEG changes. 
Tonsillar biopsy for a 14-3-3 protein marker has a 
sensitivity of around 80% for prion proteins. 14-3-3 
protein marker may also be detected in CSF and, in 
the context of a characteristic clinical picture and the 
exclusion of other diagnoses that may also be 
associated with this protein (glioblastoma, herpes 
encephalitis, etc.) can be strong supporting evidence 
of CJD. 
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A 52-year old woman presents to the emergency department 
with a 10-day history of pins and needles in her fingers and 
toes. Over the past few days she had noted that her legs felt 
slightly weak. She had tripped over while going to the toilet a 
couple of nights ago. She had had some diarrhoea 3 weeks 
earlier but this had settled. Her only past medical history was 
of diet-controlled type 2 diabetes. 
3aseline observations are: 



Temperature 



Heart rate 



Blood pressure 



O2 saturation 



36.4°C 



1 1 6/min 



168/94 mmHg 



95% on air 



On examination she was clammy with a sinus tachycardia. 
Heart sounds were normal and her chest was clear. The 
abdomen was soft and non-tender. Cranial nerve examination 
revealed bilateral facial weakness. Peripheral nerve 
examination revealed grade 2 weakness distally, affecting the 
upper and lower limbs. Biceps, triceps supinator and knee 
reflexes were just present with reinforcement. Ankle reflexes 
were absent. Plantars were flexor. She had reduced joint 
position and vibration sensation affecting the toes, ankles and 
fingers. There was no sensory level. 
Investigations were as follows : 



wcc 


9.2 10 9 /1 


Haemoglobin 


13.6 g/dl 


Platelets 


2141(f/l 


Na + 


144mmol/l 


r 


3.9 mmol/1 


Urea 


6.4 mmo /l 


Creatinine 


108 1 urn ol/l 


Bilirubin 


12 lumol/1 


Alanine 
aminotransferase 


32IU/1 


Alkaline phosphatase 


88IU/1 


Albumin 


38 g/\ 


Blood glucose 


7.8 mmol/1 


Electrocardiogram 
(ECG) 


Sinus tachycardia 


Chest X-ray 


Normal cardiac silhouette. No 
focal consolid tion 



What investigation is most likely to contribute to the 
suspected clinical diagnosis? 



♦ 



• 



Anti-acetylcholine receptor antibodies 

Muscle biopsy 

Magnetic resonance imaging (MRI) of the brain 



Nerve conduction studies (NCS) and electromyography 
(EMG) 

♦ 

Visual evoked potentials 



No.: 321 

Nerve conduction studies (NCS) and electromyography 
(EMG) 

This patient has Guillain-Barrt© syndrome (GBS), or acute 
inflammatory demyelinating polyradiculoneuropathy. The 
incidence is 1-2 per 100 000 population per year in the UK 

Clinical features: 

► initially fine paraesthesia affecting the toes and fingertips 

► ascending weakness, which may involve the facial and 
oropharyngeal muscles 

► diminished tendon reflexes/areflexia are common 

► sensory loss - not usually profound; may get glove and 
stocking distribution 

► impairment of 2 -point discrimination, joint position and 
vibration sensation 

► cranial nerve involvement - occurs in 50% 

► bulbar function and muscles of mastication affected in 30%. 

► autonomic dysfunction is also common: sweating, labile blood 
pressure, tachy- and bradyarrhythmias, and occasionally bladder 
or bowel dysfunction. 

GBS probably represents an immune-mediated attack on 
peripheral nerves. Two-thirds of cases appear to follow a viral 
infection, such as Epstein- Barr virus (EBV), cytomegalovirus 
(CMV) or infectious mononucleosis. Campylobacter jejuni 
enteritis is important and associated with more severe forms of 
GBS. 

Investigations: 

► cerebrospinal fluid (CSF): may be normal initially; CSF 
protein rises within the first few days and peaks in 4-6 weeks. 
CSF is typically acellular. 

► nerve conduction studies: evidence of demyelination - 
reduction in the amplitude of the muscle action potential and 
slowed motor nerve conduction velocity. EMG may demonstrate 
evidence of denervation and axonal involvement in severe, later- 
stage cases and can be useful for prognostication. 

► anti-GMl-ganglioside antibodies: found in 30% and generally 
reflect worse prognosis. Some patients show myelin protein 2 
antibodies. 

Treatment: 

► supportive as for any patient with neuromuscular paralysis. 

► monitor forced vital capacity (FVC) twice daily: respiratory 
failure requires intubation 

► cardiac monitoring and frequent assessment of blood pressure 
and pulse are necessary with autonomic instability 

► deep vein thrombosis (DVT) prophylaxis 

► steroids are of no benefit 

► plasma exchange is currently the only treatment proven to be 
better than supportive treatment alone 

► a Cochrane database review concluded that intravenous 
immunoglobulin is as effective as plasma exchange in hastening 
recovery in GBS patients. 
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A 32-year-old man presents to the emergency 
department with a severe headache which he describes as 
boring behind his right eye. He has been getting similar 
recurrent episodes over the past week, two or three times 
per day. Each episode lasts about an hour, and is 
associated with drooping of his right eye. He has even 
been awoken at 3 am each night with severe episodes 
associated with what he describes as nasal stuffiness. He 
has tried taking paracetamol, but with minimal 
improvement. He has no significant past medical history, 
and does not take any regular medications, apart from 
the paracetamol. He does not smoke and denies 
recreational drug use. He drinks about 5 pints of lager 
per week. He works as a policeman. 
On examination he appears agitated. He is afebrile, and 
there is no meningism. He has some watering of his right 
eye which appears slightly erythematous and there is a 
mild right ptosis. Clinical examination is otherwise 
unremarkable. 

What treatment would be most effective at relieving 
his symptoms? 



• 



Amitriptyline 
Paracetamol 
Propranolol 
High-flow oxygen 
Sodium valproate 



•A 



No.: 322 
High-flow oxygen 

This patient is suffering from cluster headache, an 
excruciating unilateral headache usually 

accompanied by conjunctival injection and 
lacrimation. Patients also commonly have ipsilateral 
ptosis, eyelid oedema, forehead and facial sweating, 
and nasal congestion. There is a slight male 
preponderance with male: female ratio 2.1:2. Patients 
have at least five attacks which may vary in 
frequency from one episode every other day to eight 
attacks per day. Episodes tend to last 15-180 minutes 
if untreated. Patients fearing an attack may be 
unable to go to sleep. Aetiology is unclear, but the 
basic pathophysiology is in the hypothalamic grey 
matter. High-dose oxygen and sumatriptan have been 
shown to be effective in the acute treatment of cluster 
headache. Sumatriptan is available as subcutaneous 
injection (6 mg) or nasal spray (20 mg). If possible, 
patients with severe cluster headache are 
recommended to attend the hospital where they can 
gain access to high flow oxygen when an attack 
begins. Verapamil (120-1 60mg orally tds) has been 
shown to be effective for prophylaxis. 
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A 26 -year old woman presents to the emergency 
department with a 6-week history of increasing 
headaches, which have got dramatically worse over the 
past 10 days. She describes a constant pain behind her 
eyes which is unrelieved by paracetamol. Initially the 
headaches would only appear in the morning, but now 
they are constant throughout the day. She has also 
noticed that her vision becomes occasionally blurred 
when she gets up in the mornings. She has been feeling 
much more tired during the day for the past month, but 
attributes this to poor sleeping due to her headache. Her 
boyfriend feels that she is depressed. 
She has no significant past medical history of note, and 
her only medication is the oral contraceptive pill. She 
smokes 20 cigarettes per day, and drinks 12 units of 
alcohol per week. 

On examination she is tearful. Her body mass index is 3 1 
kg/m 2 . Her temperature is 36.8°C. There is no obvious 
neck rigidity. Her pulse is 70/min, regular, jugular 
venous pressure and heart sounds are normal. Her blood 
pressure is 126/76 mmHg. Respiratory and abdominal 
examinations are unremarkable. Neurological 
examination is normal except for bilateral optic disc 
swelling. CT head is reported as normal. 
Which other investigation is most useful in guiding 
treatment? 






Electroencephalogram (EEG) 
Visual evoked potentials 
Thyroid function tests 
Overnight pulse oximetry 
Lumbar puncture 






No.: 323 
Lumbar puncture 

This patient has idiopathic intracranial hypertension 
The term "idiopathic" is now preferred to "benign" 
as the clinical course may have significant morbidity. 
There is raised intracranial pressure in the absence 
of mass lesion or hydrocephalus. Incidence is 1/100 
000, with a female preponderance (F:M 3-8:1). Up to 
90% of patients are overweight. Other risk factors 
include smoking and oral contraceptive pill use. 
Symptoms include headaches which are worse in the 
mornings, and with coughing or straining. This is 
attributable to the raised intracranial pressure. 
Other symptoms include blurred vision, scotomata 
and horizontal diplopia. The commonest sign is 
papilledema. Lumbar puncture demonstrates an 
elevated opening pressure, and can be used to 
monitor response to treatment. Magnetic resonance 
venography is important in excluding venous sinus 
thrombosis as a cause. Treatment includes weight 
loss if the patient is obese; intracranial pressure may 
be controlled by serial lumbar puncture. Drugs 
which may be successful include acetazolamide and 
thiazide diuretics. Visual loss is the single threatening 
complication of idiopathic intracranial hypertension, 
and treatment is with urgent large volume lumbar 
puncture, followed by shunting if required. Optic 
nerve fenestration is an alternative, although there 
are no comparative studies between the two 
interventions. 
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A 64-year old man presents to the emergency department 
with a 3-day history of severe back pain. A plain X-ray 
of his spine is normal and he is discharged home with 
ibuprofen. Two days later he starts complaining of 
tingling in his fingers and toes. The following day he 
develops a rapidly progressive weakness affecting his 
legs, and then his arms. He is brought to the emergency 
department. 

On examination he has bilateral lower motor neurone 
Vllth nerve palsy and a tetraparesis with grade 4 power 
in all four limbs, hyporeflexia in the arms and legs, and 
flexor plantars. His sensation is unimpaired. Magnetic 
resonance imaging (MRI) of the brain Normal. 
Lumbar puncture: 



Cerebrospinal fluid 
(CSF) protein 


1.6 g/l(<0.4) 


CSF glucose 


3 .6 mmol/1 (plasma 
glucose 5.2 mmol/1) 



No cells seen. 

He subsequently develops respiratory failure and is 

intubated and ventilated. 

What initial treatment is likely to be most effective in 

management of this patient? 



♦ 



• 



Pyridostigmine 

Intravenous (IV) methylprednisolone 

IV Aciclovir 

Botulin antitoxin 

IV Immunoglobulins 



No.: 324 

IV Immunoglobulins 

This patient has Guillain-Barrt© syndrome (GBS), or acute 
inflammatory demyelinating polyradiculoneuropathy. The 
incidence is 1-2 per 100 000 population per year in the UK 

Clinical features: 

► initially fine paraesthesia affecting the toes and fingertips 

► ascending weakness, which may involve the facial and 
oropharyngeal muscles 

► diminished tendon reflexes/areflexia are common 

► sensory loss - not usually profound; may get glove and 
stocking distribution 

► impairment of 2 -point discrimination, joint position and 
vibration sensation 

► cranial nerve involvement - occurs in 50% 

► bulbar function and muscles of mastication affected in 30% . 

► autonomic dysfunction is also common: sweating, labile blood 
pressure, tachy- and bradyarrhythmias, and occasionally bladder 
or bowel dysfunction. 

GBS probably represents an immune-mediated attack on 
peripheral nerves. Two-thirds of cases appear to follow a viral 
infection, such as Epstein- Barr virus (EBV), cytomegalovirus 
(CMV) or infectious mononucleosis. Campylobacter jejuni 
enteritis is important and associated with more severe forms of 
GBS. 



Investigations: 






► cerebrospinal fluid (CSF): may be normal initially; CSF 
protein rises within the first few days and peaks in 4-6 weeks. 
CSF is typically acellular. 

► nerve conduction studies: evidence of demyelination - 
reduction in the amplitude of the muscle action potential and 
slowed motor nerve conduction velocity 

► anti-GM 1-ganglioside antibodies: found in 30% and generally 
reflect worse prognosis. Some patients show myelin protein 2 
antibodies. 

Treatment: 

► supportive as for any patient with neuromuscular paralysis. 

► monitor forced vital capacity (FVC) twice daily: respiratory 
failure requires intubation 

► cardiac monitoring and frequent assessment of blood pressure 
and pulse are necessary with autonomic instability 

► deep vein thrombosis (DVT) prophylaxis 

► steroids are of no benefit 

► plasma exchange is currently the only treatment proven to be 
better than supportive treatment alone 

► a 2004 Cochrane database review concluded that intravenous 
immunoglobulin is as effective as plasma exchange in hastening 
recovery in GBS patients. 
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A 23 -year-old computer engineer presents to his GP with 

symptoms suggestive of a mixed anxiety-depression 

disorder. His GP prescribes fluoxetine 20 mg daily and 

alprazolam 0.25 mg per day. The following day, the 

patient presents to the emergency department 

accompanied by his mother. She explains that he has 

become unduly euphoric and hyperactive. On 

examination, he appeared confused and had frequent 

sudden brief jerking in various parts of his body. On 

further questioning about his drug history, he admitted to 

self-medication with St John's Wort as well as his 

prescribed medication. 

Which of the following is the most likely diagnosis? 

• 

Serotonin syndrome 

Myoclonic epilepsy 

iV 

Neuroleptic malignant syndrome 
Psychogenic non-epileptic seizures 






Hypomania 



No.: 325 

Serotonin syndrome 

This patient has the serotonin syndrome, an 
uncommon but potentially fatal complication of 
selective serotonin re-uptake inhibitors (SSRIs) 
especially when combined with other serotonin- 
enhancing agents including tricyclic antidepressants, 
monoamine oxidase inhibitors and the herbal 
treatment St John's Wort (hypericum). It develops 
over hours with characteristic hypomania, 
drowsiness, myoclonus, hyperthermia and 
pronounced autonomic symptoms (the happy drunk 
state). It may resemble the neuroleptic malignant 
syndrome. Hyperreflexia, not hyporeflexia, is typical 
Conjunctival haemorrhage is not a typical feature. 
Support with IV fluid rehydration, and treatment of 
symptoms of anxiety with benzodiazepines are the 
therapies of choice. 



•A 






J 
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A 26 years old female is referred by her GP with a 24 
hour history of gradual deterioration in her right visual 
acuity, associated with pain on eye movement, to the 
extent that she can now only perceive light. She also 
complains of a general feeling of fatigue for the past few 
weeks. She has no other neurological symptoms but has 
suffered a previous episode of left common peroneal 
nerve palsy some 3 months earlier. There is nil to find on 
general examination but on fundoscopy of her right eye, 
the optic disc appears to be swollen. Her left optic disc is 
normal in appearance. 

Following confirmation of the likely diagnosis, what 
would be the most appropriate treatment to institute 
at this stage? 

Routine blood investigations only, followed by a 

period of observation, including erythrocyte 

sedimentation rate (ESR) and CRP 

♦ 

Short course of oral steroids 



Short course of intravenous steroids 



Intravenous steroids followed by a course of oral 
steroids 



No treatment 



•A 



No.: 326 

Intravenous steroids followed by a course of oral steroids 

Optic neuritis (ON) is a demyelinating inflammation 
of the optic nerve and although it is strongly 
associated with multiple sclerosis (MS), it can also 
occur on its own. Decreased visual acuity secondary 
to optic neuritis may be permanent. Optic neuritis 
affects Caucasians more commonly than other races 
and there is a male: female ratio of 1:2. Symptoms 
include a rapid decline in visual acuity in one eye 
(rarely both) associated with pain exacerbated by eye 
movement and dyschromatopsia (change in colour 
perception). Typically, patients with first time acute 
ON are otherwise healthy young adults. In some 
cases, a history of preceding viral illness may be 
present. In acute ON, the optic disc may appear 
normal since two thirds of cases of ON are 
retrobulbar. However, the optic nerve may become 
pale over time. Patients with MS may have recurrent 
attacks of ON. Therefore, a history of previous 
episodes of decreased vision in the same or the fellow 
eye must be sought. A previous history of 
neurological problems, such as transient episodes of 
extremity/facial numbness, weakness or pins and 
needles, suggests a diagnosis of MS. A family history 
of MS may exist. In a typical case of ON without any 
clinical signs and symptoms of a systemic disease the 
yield from blood tests is low and cerebrospinal fluid 
(CSF) examination is non-contributory to the 
diagnosis. MRI can be used to assess inflammatory 
changes in the optic nerves and helps exclude 
structural lesions. In the majority of cases treatment 
for optic neuritis is not indicated, especially for a first 
episode in an otherwise healthy adult with a normal 
other eye. In this case however the previous history of 
common peroneal nerve palsy and systemic 
symptoms now is more suggestive of MS. 
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A 39-year old man presented with a 2-day history of 
nausea and abdominal pain and a 1-day history of double 
vision and difficulty keeping his eyes open. Neurological 
examination revealed a bilateral ptosis, dilated 
unreactive pupils, complete ophthalmoplegia and 
bilateral facial weakness. The rest of the neurological 
examination was normal including sensory testing. He is 
apyrexial and there is no postural drop on moving from a 
lying to a sitting position, his BP is 1 10/70 mmHg with a 
pulse of 75/min. 

Which test would you perform to support the 
diagnosis? 






Serum acetylcholine receptor antibodies 
Abdominal ultrasound 
Serum anti-GQlb antibodies 
Serum bacterial toxin testing 
Serum creatine kinase 



•A 
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Serum bacterial toxin testing 

The diagnosis is food-borne botulism, which is caused 
by the anaerobic Gram-positive rod Oostridium 
botulinum Presynaptic neuromuscular junction 
pathology on electromyogram (EMG) and testing for 
botulinum toxin in serum can support the diagnosis, 
although the diagnosis is essentially made on history 
and examination. It occurs following ingestion of 
preformed neurotoxin from bacteria that have 
contaminated poorly processed food. The incubation 
period between ingestion of the toxin and onset of 
symptoms is commonly of the order of 12-48 h. In 
over half the cases of food-borne botulism there is an 
initial period of nausea, vomiting and/or abdominal 
pain and cramps. Botulism classically causes a 
descending flaccid paralysis with the early symptoms 
of ocular and bulbar weakness being followed by 
upper and then lower limb weakness. In some cases 
involvement of the diaphragm and intercostal 
muscles causes respiratory problems. Reflexes 
remain intact and sensation is normal. Dilated, 
unreactive (or sluggishly reactive) pupils are 
commonly seen. Other signs and symptoms of 
autonomic dysfunction include dry mouth, postural 
hypotension, constipation and urinary retention. 
Treatment is mainly supportive, particularly 
monitoring of respiration. Patients occasionally need 
elective intubation and ventilation within an intensive 
care setting. Trivalent botulinum antitoxin can be 
given. 
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A 5 5 -year-old man presents to the general medical clinic 

with weakness affecting both his hands for the last six 

months. He has had difficulty working as a gardener 

because he has been dropping his tools. He has had 

cramping pain in his legs and aching pain, worse at the 

end of the day, in his neck. His wife feels that he has 

also been increasingly forgetful and his behaviour has 

been unpredictable. There is no medical history of note, 

no surgical history and he and his wife deny other 

symptoms. 

On examination there is no deficit on bedside cognitive 

testing although he does appear to respond 

inappropriately to some questions. There is wasting of 

the small hand muscles bilaterally, and occasional 

fasciculations are visible in the lower limbs. There is 

mild spasticity of all four limbs with brisk reflexes 

throughout, and equivocal plantar responses. There is 

grade 3/5 weakness in the hand muscles of both hands 

with reduced speed and accuracy of movements. There 

are no sensory findings. Systemic examination is 

unremarkable. Formal neuropsychology demonstrates 

mild global cognitive deterioration from estimated 

premorbid level of functioning. MRI of brain and spinal 

cord reveals no significant structural lesions. 

What investigation would be most useful in 

establishing a cause for this man's symptoms? 

r* 

Electromyography (EMG) 

Peripheral blood film for acanthocytes 

/"*. ^^^^ Mm mm^^^ mm 

Autoantibody screen including antinuclear 
antibodies (ANA), antidouble-stranded DNA, extractable 
nuclear antibodies (ENA) and antineutrophil cytoplasmic 
antibodies (ANCA) 

Cerebral positron emission tomography (PET) of 
the head 



♦ 



Serum B12 level 
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Electromyography (EMG) 

The history of spastic paraparesis associated with 
cognitive impairment could be due to motor neurone 
disease (MND) with frontotemporal dementia. The 
examination findings of spasticity with lower motor 
neurone signs and lack of sensory symptoms suggests 
MND as a possible diagnosis. This can be associated 
with dementia, particularly of the frontotemporal 
type. The combination of cognitive impairment with 
predominantly upper motor neuron signs also raises 
the possibility of an inflammatory central nervous 
system (CNS) disorder such as multiple sclerosis. It 
should be noted that lower limb fasciculations can be 
physiological and that motor neurone disease can 
present with predominantly upper motor neurone 
signs and symptoms. It is also possible that the mild 
cognitive changes seen are incidental and that the 
limb symptoms are related to a structural cause 
(either intracranial or in the cervical spine) but this 
has already been ruled out by the MRI scan. 
Electromyography (EMG) would be very helpful, 
especially if evidence of a lower motor neuron lesion 
were confirmed, which would support the diagnosis 
of anterior horn cell disease, in combination with 
unremarkable nerve conduction studies and upper 
motor neuron signs. Cerebrospinal fluid (CSF) 
examination may also be useful, including oligoclonal 
bands, which would guide further investigations 
regarding CNS inflammation if any abnormalities 
were discovered. 
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A 29-year-old woman from Malawi is admitted with a 2- 
week history of weight loss, fever, difficulty walking and 
abnormal speech. In the Accident and Emergency 
Department she is witnessed to have a focal seizure 
involving her right arm and right leg. On examination, 
she has mild right- sided weakness, ataxia and dysphasia. 
A CT brain scan shows multiple ring-enhancing lesions 
in both cerebral and cerebellar hemispheres. An HIV 
antibody test is positive. An MRI brain scan confirms 
bilateral cerebral and cerebellar ring- enhancing lesions. 
CSF findings are unremarkable. 




ComngM 6 2005, 100*, WOO, 199S, 1990, 1985, 1979 t* tUevter Ik. 

Figure 1 shows the findings from a CT brain scan with 
contrast and a T 2- weighted MRI brain scan. 
Which drugs would be included in empirical therapy 
for this condition? 






Dexamethasone and ceftriaxone 
Ceftriaxone and amphotericin B 
Sulfadiazine, pyrimethamine and folinic acid 
Amphotericin B and ganciclovir 
Pyrimethamine, ganciclovir and ceftriaxone 
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Sulfadiazine, pyrimethamine and folinic acid 

The likely diagnosis in the setting of HIV infection is 
cerebral toxoplasmosis. This presents in the setting of 
advanced immunosuppression but is still seen as a 
first presentation of HIV infection The most 
common presenting symptoms are fever, focal 
neurological symptoms and seizures. Patients are 
nearly always seropositive for Toxoplasma gondii, so 
negative serology should suggest an alternative 
diagnosis. 

Imaging studies characteristically show multiple 
ring-enhancing lesions. The main differential 
diagnoses are primary cerebral lymphoma, 
tuberculosis, cryptococcal disease and progressive 
multifocal leucoencephalopathy (PML). 

Often, empirical therapy for toxoplasmosis is started 
on the basis of findings from imaging studies, and 
therapy should result in radiological improvement 
within 2-3 weeks. The initial treatment of choice is 
sulfadiazine and pyriniethamine with folinic acid. If 
there is no improvement, then brain biopsy is 
indicated. 

Steroids are often used if there is significant oedema 
or mass effect, but there is no evidence for their use 
otherwise. 
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A 58-year-old sales assistant is referred to the general 
neurology clinic by her general practitioner (GP). She 
complains of dizziness on standing, particularly worse 
after eating. Her symptoms have deteriorated over the 
past 12 months, during which time she has also noticed a 
stiffness affecting her whole body and clumsiness of her 
hands, with deterioration of her handwriting. In addition 
she is rather embarrassed about recent episodes of 
urinary incontinence. On examination her blood pressure 
is 168/96 mmHg lying, 126/70 mmHg standing. 
Examination of her limbs is significant for rigidity with 
some finger-nose ataxia and dysdiadochokinesis 
bilaterally. Reflexes are symmetrically brisk with flexor 
plantar s. Sensory examination is unremarkable. 
Examination of the gait reveals a stooped posture with 
short shuffling steps and difficulty with turning. 
Which one of the following investigations would be 
most helpful in establishing this lady's diagnosis? 



• 



Serum catecholamine levels 

Autonomic function testing 

Cerebrospinal (CSF) concentrations of biopterin 

Micturating cystourethrogram 

Neuropsychological testing 
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Autonomic function testing 

The most likely diagnosis for this case is multiple 
system atrophy (MSA). Autonomic and urinary 
symptoms are common Patients may have 
parkinsonian symptoms with poorly sustained 
response to levodopa. Motor impairment may also be 
caused by cerebellar dysfunction Orthostatic 
hypotension and associated symptoms are common 
Syncopal episodes may occur. Parkinsonism may be 
in the initial feature in up to half of patients, and 
ultimately develops in 90%. Cerebellar symptoms 
may present as gait or limb ataxia. Neuroimaging 
may be normal in MSA. Hyperintensity of the lateral 
margin of the putamen in T2 -weighted magnetic 
resonance imaging (MRI) is a characteristic finding 
in patients with MSA involving the extrapyramidal 
system. MRI can help to exclude cerebrovascular 
diseases. Fluoride F 18 fluordeoxy glucose dopa 
positron emission tomography (PET) imaging can be 
used to differentiate between MSA and Parkinson's 
disease, with reduced putaminal F 18 
fluorodeoxyglucose in the former. Autonomic 
function testing is useful in evaluation of the 
distribution and severity of parasympathetic and 
sympathetic function Sphincter electromyography is 
useful for demonstrating hyperreflexia of detrusor in 
MSA and may guide the management of bladder 
dysfunction 




ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 331 

A 42-year-old woman presents to the GP complaining of 
excruciating headaches which feel like pain penetrating 
through her right eye. These headaches appear to come 
on at the worst possible moments, particularly when she 
has most stress at work. They are unbearable and stop 
her doing anything, apparently when they come on 
people tell her that her face is furrowed and creased with 
pain, and she becomes very restless. She has noticed that 
during the attack, her eye waters and her nose runs on 
the same side as the headache. The pain lasts around 15 
minutes and then subsides. She typically has several 
severe attacks over the space of a few weeks and then 
several months with no episodes at all. BP in the clinic is 
120/70 mmHg and neurological examination is normal. 
Investigations; 



CT 


head normal 


Hb 


13.5 g/dl 


WCC 


5.3x1071 


PLT 


290 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Creatinine 


90 umol/l 


Glucose 


4.0 mmol/1 



Which one of the following would be most 
appropriate initial maintenance therapy for 
prophylaxis of this condition? 

High flow oxygen therapy 

Verapamil 

Lithium carbonate 

Amlodipine 

Nifedipine 
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Verapamil 

This woman has a history which is very typical of 
cluster headache. 

Treatments are divided into acute abortive 
treatments, treatments for rapid termination of 
clusters and maintenance prophylaxis. High flow 
oxygen is very effective for aborting attacks, its use 
being limited by practical difficulties of delivery 
outwith the hospital setting. Steroids may be 
effectively used to terminate a severe cluster. 
In terms of maintenance prophylaxis, verapamil 
leads to vasodilatation and is the most -effective 
calcium antagonist for the prophylaxis of cluster 
headache. Lithium carbonate is a mood stabiliser, but 
has been shown at lower doses to inhibit cyclical 
cluster headaches; even so, it's unlikely that this 
woman would want to commit initially to lithium 
given the side effect profile versus verapamil. 
Topiramate has been shown to be effective in a 
number of small studies, the exact mechanism of 
prophylaxis being unclear. Valproate is also used. 
Capsaicin is currently in a number of clinical trials 
for cluster headache; it is thought to modify release 
of substance P. 
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A 34-year-old woman was on a camping holiday in 
Spain. She awoke at three oclock one morning with 
severe neck pain radiating down into her left shoulder 
and down to her forearm. The next day it spread to the 
dorsal aspect of the forearm. She was otherwise well. 
Her symptoms resolved after 24 hours. She noticed that 
after a week she was unable to wind down the car 
window with her left arm. On examination of the left 
arm there was wasting of brachioradialis, shoulder, 
biceps and winging of left scapula. 
Weakness of which muscle is most likely to have 
caused the winging of the scapula in her case? 






Serratus anterior 

Infraspinatus 

Rhomboids 

Trapezius 

Deltoid 
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Serratus anterior 

This woman has pain in her left shoulder radiating 
down her forearm, which has progressed rapidly 
(over less than 24 hours). There is no evidence of 
systemic illness and onset of left -arm weakness is 
apparent around a week later. Serratus anterior is 
supplied by the long thoracic nerve (C5, C6, C7). 
Amyotrophic neuralgia characteristically affects 
these nerve routes and is associated with sudden 
onset of pain, followed by muscle wasting over the 
next few days. The condition improves spontaneously 
over a prolonged period. Aetiology is unknown, but 
may be a post-infective phenomenon. Physiotherapy 
aimed at preserving full movement of the shoulder 
accompanied by adequate analgesia is the mainstay 
of therapy. 



•A 
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A 32-year-old female is admitted to the emergency department 
having had several generalised tonico-clonic seizures at home. 
In the preceding 24 h, she had been complaining of a severe 
generalised headache, and had been vomiting extensively. 
She had recently returned from a trekking holiday in the 
Andes, and while mere had suffered a bout of viral 
gastroenteritis. Otherwise she had no known medical history. 
Her regular medication was the oral contraceptive pill and she 
was still completing a course of malaria prophylaxis for her 
holiday. 

On examination, she was postictal and drowsy with a Glasgow 
coma score of 13/15. Her temperature was 37.2*10; blood 
pressure 1 15/70 mmHg and pulse 92/min and mucous 
membranes were dry. There was no evidence of a rash; 
however mere were non -infected insect bites found on both 
shins. 

Fundoscopy examination revealed bilateral papilledema; 
however pupillary responses were intact. Cranial nerve 
examination revealed left-sided facial asymmetry, otherwise 
no abnormalities were noted. On peripheral nerve 
examination, mere was increased tone and pathologically brisk 
reflexes found in the left upper and lower limb. The left 
plantar reflex was extensor. 

She underwent a computerised tomography (CT) scan of the 
brain with contrast, which showed an absent delta sign and 
generalised cerebral oedema with no evidence of cerebral 
haemorrhage or abscess. 
Other investigations revealed: 



Hb 


12.2g/dl 


WCC 


11.0 10 9 /1 


Platelets 


253 10 9 /1 


Prothrombin time 


11.5s (11.5-15.5) 


Activated partial 
thromboplastin time 


32 s (30-40 s) 


C-reactive protein 


7mg/l (<10 mg/1) 


Blood film 


Negative for malaria 
parasites 


Na + 


138 mmol/1 


r 


3.1mmol/l 


Urea 


11.0 mmol/1 


Creatinine 


llOlumol/1 



An urgent MR venogram is arranged. 
How else will you manage this patient? 



• 



Commence on intravenous (IV) quinine and fluids 
Commence IV cefotaxime 2 g tds, IV aciclovir 10 mg/kg 
IV Fluids and heparin 
Commence on dexamethasone IV 
Commence on IV artesenuate and fluids 
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IV Fluids and heparin 

This patient presents with a classic history for 
cerebral venous thrombosis. The combination of 
headache, seizures, focal signs (left-sided pyramidal 
signs with left facial nerve involvement), and 
evidence of raised intracranial pressure (bilateral 
papilledema) would be in keeping with this 
diagnosis. She also has risk factors including the oral 
contraceptive pill and dehydration secondary to 
excessive vomiting and recent viral enteritis. The 
absent delta sign on computerised tomography (CT) 
scan implies a filling defect in one of the venous 
sinuses, although often in this condition the CT scan 
is normal. 

The causes of cerebral venous thrombosis can be 
divided into septic and non-septic. Septic causes 
include otitis media, facial cellulitis or meningitis, 
and non-septic causes include pregnancy, 
thrombophilia and Behcet's syndrome. 

Cerebral malaria should be considered in this 
patient, even though she is taking prophylaxis, 
although one would expect a much worse 
consciousness level and clinical picture. The most 
common picture is one of symmetrical 
encephalopathy with no focal signs. Cranial nerve 
involvement is rare. In addition one might expect 
evidence of anaemia or disseminated intravascular 
coagulation on the biochemical picture. Three 
negative blood films are required to exclude this 
diagnosis. 

Treatment in this patient should be with intravenous 
rehydration and immediate commencement of 
heparin with urgent arrangement of an MR 
venogram. 
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A 3 6 -year-old man was admitted with headache, pyrexia, 
neck stiffness and photophobia developing over 48 h.. 
The headache was throbbing, frontal, and worse if he 
flexed his neck, and in the last few hours he had been 
violently vomiting. His wife who accompanied him said 
he had become agitated and inattentive in the last 24 h, 
and was concerned, as the headache didnt seem to be 
relieved with paracetamol. 
In the last week, he had been to see his general 
practitioner (GP) with a sinus infection, and had been 
given a 5 -day course of amoxicillin that he had 
completed. 

On examination he was drowsy with a Glasgow coma 
score of 13/15. His temperature was 39'IC and he 
appeared flushed. His blood pressure was 1 15/75 mmHg 
and pulse was 90/min. There was marked neck stiffness. 
Fundoscopy was normal as was the rest of the cranial 
nerve examination, although he complained of 
tenderness over the brow. On examination of the 
peripheral nervous system tone, power and reflexes 
appeared normal however there was continuous 
twitching of the right hand and fingers. 
The patient was commenced on cefotaxime 2 g 
intravenous (iv). An urgent computerised tomography 
(CT) scan showed bone erosion and evidence of chronic 
frontal sinus infection, otherwise no haemorrhage or 
cerebral abscess 
Lumbar puncture revealed: 



Opening 
pressure 


20cmH 2 O(5-18) 


Protein 


0.85 g/1 (0.15-0.45) 


WCC 


120 cells/ml (90% lymphocytes) 

(<5) 


RCC 


3 cells/ml (<5) 


Glucose 


3.4 mmol/1 (3.3-4.4) 


Blood tests revealed: 




Haemoglobin 


13.5 g/dl 




White cell count 


18 1071 




Platelets 


232 1071 




C-reactive protein 


34mg/l(<10) 




Serum glucose 


5.5 mmol/1 





What is the likely diagnosis? 

Viral meningitis 

♦ 



♦ 



Treated subacute bacterial meningitis 
Herpes simplex encephalitis 
Subdural empyema 
Cerebral thrombophlebitis 
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Subdural empyema 

This patient presents with a history in keeping with 
subdural empyema, most likely emanating from a 
frontal sinus infection This would explain the 
symptoms of inattention, epilepsia partialis continua 
atfecting the right hand and fingers and meningeal 
irritation 

The cerebrospinal fluid (CSF) analysis reflects 
partially treated bacterial meningitis from a prior 
course of antibiotics; however the developing focal 
neurological signs and reduced consciousness level 
imply an expanding focus of infection 
Subdural empyema originates from an infection in 
the frontal or ethmoid sinuses, less commonly from 
middle ear infection Streptococci (viridans and non- 
haemolytic) are the most common organisms, 
followed by Staphylococcus aureus, E.coli, proteus 
and pseudomonas. 

Magnetic resonance scanning is more sensitive than 
CT in demonstrating a collection of pus and 
meningeal enhancement, and should be arranged 
urgently. In the meantime, high-dose intravenous (iv) 
antibiotics and iv lorazepam should be given to treat 
infection and simple partial seizures. A commonly 
used antibiotic regime would include a beta 
lactamase stable penicillin, metronidazole and a 
cephalosporin Cerebral thrombophlebitis can 
develop in these cases, but is not the primary 
diagnosis in this case. 
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A 40 -year-old HIV-positive man is referred to a 
neurologist with progressive speech problems and 
altered personality. His partner, who has accompanied 
him, describes a marked change in mood and aggressive 
behaviour within the last few weeks. The patient also 
describes recent dragging of his right leg and increasing 
stiffness and unsteadiness. 

The patient has had HIV for 8 years and has not been on 
previous antiretroviral therapy. 

On examination he is noted to be thin, apyrexial, and has 
several cold sores around his mouth. He is alert and there 
is no clouding of consciousness. He scores 28/30 on 
mini-mental state examination and has an expressive 
dysphasia with problems naming objects. Cranial nerve 
examination appears normal. On examination of the 
peripheral nervous system, there is increased tone, 
pyramidal weakness and pathologically brisk reflexes in 
the right upper and lower limb and the right plantar 
reflex is extensor. He exhibits an ataxic gait and appears 
to be leaning to the right. 

A magnetic resonance imaging scan shows multiple, 
non- enhancing white-matter lesions within the frontal 
and temporal lobes. There is no oedema or mass-effect. 
Lumbar puncture reveals: 



Opening pressure 


13cmH 2 0(5-18) 


Protein 


0.4 5g/l (0.15-0.45) 


White cell count 


2 cells/ml (<5) 


Red cell count 


1 cell/ml (<5) 


Oligoclonal bands 


Present 


Blood tests: 


Serum oligoclonal bands 


Present 


CD4 count 


98 


Viral load 


50 000 copies/ml 



What is the most likely diagnosis in this patient? 

Primary progressive multiple sclerosis 






♦ 



HIV encephalopathy 

Progressive multifocal leucoencephalopathy 
Central nervous system (CNS) lymphoma 
Toxoplasma abscesses 
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Progressive multifocal leucoencephalopathy 

This patient presents with a history of right 
hemiparesis, expressive dysphasia and behavioural 
changes in clear consciousness. There is absence of 
fever or depressed conscious level, which would be 
more in keeping with lymphoma, HIV 
encephalopathy or abscess. 

In primary progressive multiple sclerosis there is 
oligoclonal band synthesis in the cerebrospinal fluid 
only, and the white matter lesions have a tendency to 
be periventricular in location. 

Progressive multifocal leucoencephalopathy is the 
result of infection of oligodendrocytes with JC virus, 
which is a papovavirus found latent in most healthy 
adults. With CD4 counts of <100 this virus becomes 
active leading to progressive neurological 
deterioration. Hemiparesis, visual field defects, ataxia 
and mental change are characteristic. 
Whilst a brain biopsy would be the definitive 
diagnostic test showing asymmetric foci of 
demyelination and intranuclear inclusions containing 
the JC virus, viral PCR would be performed as the 
practical option in most clinical situations. 
There is no effective treatment, but progression can 
be slowed by initiation of HAART (Highly active 
antiretroviral therapy). 
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A 27-year-old woman is referred to a neurologist. She 
complains of several years history of feeling tired in the 
mornings. Her new partner who accompanied her says 
that he has been awoken on multiple occasions during 
the night. He describes her sitting up abruptly, vocalising 
incomprehensibly, lifting her arms in the air and 
promptly returning to sleep within 1 minute. He ascribes 
these events to dreaming but has noticed an increase in 
their frequency and is genuinely concerned. The patient 
cannot recollect any of these events; however they 
appear to be stereotyped, associated with vocalisation 
but with no apparent post- event confusion. 
Other than having a past history of appendectomy and 
irritable bowel disease she is well in herself. She has 
however lost her job and been under significant amounts 
of emotional stress recently. 

On examination neurological examination is grossly 
normal; electrocardiogram shows heart rate 71/min and 
in sinus rhythm, her blood pressure is 122/71 mmHg; 
full blood count and biochemistry are normal. EEG 
shows sharp wave activity in bifrontal regions. 
What is the likely diagnosis in this patient? 






Non-epileptic attack disorder 

Frontal lobe seizures 

Temporal lobe seizures 

Rapid eye movement (REM) sleep disorder 

Paroxysmal kinesogenic choreoathetosis 
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Frontal lobe seizures 

This patient appears to be presenting with a history 
compatible for nocturnal frontal lobe epilepsy. The 
clues here include short stereotyped events, abrupt 
onset and termination of motor symptoms associated 
with bizarre vocalisation, nocturnal nature of the 
events and relatively little postictal confusion An 
important differential diagnosis would be a 
parasomnia (rapid eye movement (REM) or non- 
REM), which can range from semi-purposeful 
automatisms to full enactment of dreams often with 
violent activity and with detailed recall of a 
nightmare the next day. Videosomnography best 
differentiates these conditions showing epileptiform 
activity in frontal lobe seizures. The interictal EEG 
abnormality seen here is more supportive of seizures 
than sleep disorder. 

Non-epileptiform attacks are typically less 
stereotyped and are usually during daytime. 
Temporal lobe seizures tend to last minutes and are 
associated with automatisms and a period of post 
ictal confusion 
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A 5 3 -year-old woman presents to the accident and 
emergency department complaining of a reduction in her 
left vision noticed upon waking the same morning. She 
feels otherwise well. She reports no pain. Her past 
medical history is only significant for polymyalgia 
rheumatica for which she takes 2.5 mg prednisolone 
once daily. On examination of her eyes, the Snellen 
visual acuity is recorded as 6/9 in her right eye and 6/36 
in her left eye. The left fundus is pale and there is diffuse 
optic disc swelling. No cotton wool spots or 
haemorrhages were seen in the periphery. The right 
fundus appeared normal. 
What is the most likely diagnosis of the visual loss? 



♦ 



Central retinal vein occlusion 

Central retinal artery occlusion 

Glaucoma 

Papilledema 

Acute anterior ischaemic optic neuropathy 



•A 
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Acute anterior ischaemic optic neuropathy 

A close association exists between giant cell arteritis 
(GCA) and polymyalgia rheumatica. Both diseases 
frequently affect the same individuals. GCA is a 
systemic inflammatory vasculitis of unknown 
aetiology that affects medium- and large-sized 
arteries. It occurs more commonly in women and 
almost exclusively in patients older than 50 years of 
age. Visual symptoms manifest in around 50% of 
patients with GCA with the commonest cause of 
visual loss being anterior ischaemic optic neuropathy 
(AION). This condition results from ischemia of the 
optic nerve head which is supplied by the posterior 
ciliary arteries and typically presents with a chalky 
white oedematous optic disc. Of the other conditions 
listed, central retinal artery occlusion and glaucoma 
do not present with a swollen disc, with the former 
condition also being characterised by a very pale 
fundus. Central retinal vein occlusion tends to have 
other signs evident in the fundus (eg haemorrhages, 
cotton wool spots). The history is very suggestive of 
the diagnosis in this case. This is an emergency and it 
is crucial that she is treated with high dose 
corticosteroids as soon as possible. 
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A 48-year-old male patient had been unwell for about six 
months. The problem seemed to be recurrent and 
stereotyped. His wife accompanied him to the neurology 
clinic to supplement the details of his problem, 
describing that the symptoms were episodic, and he 
would become confused suddenly and would start 
smacking his lips. He would move about and would 
resist any physical restraint. Within a few minutes 
however he would spontaneously recover but remain 
unaware of the preceding episode. 
He recollected that as a child he had febrile convulsions. 
There was no family history of epilepsy. 
The neurological examination was unremarkable. 
What is the most likely diagnosis? 






Conversion reaction 
Schizophrenia 
Gelastic seizures 
Catamenial epilepsy 
Complex partial seizures 



•A 
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Complex partial seizures 

Complex partial seizures of temporal lobe origin 
(temporal lobe epilepsy (TLE) accounting for about 
2/3 of all partial epilepsies) arise most commonly 
from foci in the medial temporal lobe, amygdaloid 
nucleus and hippocampus. Such seizures may exhibit 
various features including: (1) aura (which may be a 
visual hallucination or perceptual illusion, psychic 
illusion like deja-vu increased familiarity or jamais - 
vu strange unfamiliarity; (2) a motor component like 
lip smacking, chewing etc or gestural automatisms; 
(3) Two-thirds of the patients having complex partial 
seizures are prone to secondarily generalise. The 
seizure lasts for 2-3 min followed by post-ictal 
confusion. Electroencephalography (EEG), especially 
a sleep (stage II) record with extra scalp leads in the 
anterior frontal and temporal region may pick up the 
paroxysmal discharges which may not be seen in the 
routine record. 

Magnetic resonance imaging (MRI) is an important 
diagnostic tool to detect structural abnormalities 
such as mesial temporal sclerosis (here the history of 
febrile convulsions is important), glial scars, 
porencephalic cyst, tumours and heterotopias, 
although a careful clinical history is most crucial in 
making the diagnosis. 
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A 69-year-old male presented with a history of 
progressive weakness of his lower limbs for the past four 
months. It was difficult for him to get up from his 
armchair and to walk. He has noticed that he tires very 
easily in any activity. There was some aching pain in his 
thighs. He was concerned that for the past several 
months he had dry mouth and he needed laxatives to 
move his bowels effectively, sometimes this is very 
painful and he feels that he hasnt completely emptied. 
His GP has identified a positive faecal occult blood 
sample and he has lost 3kg in weight over the past 2 
months. 

On examination his blood pressure was 1 80/90 mmHg, 
heart rate was 102/min. There was no clubbing, or skin 
rash. His BMI was 24. 

He was alert and cognition was normal. Pupils were 2.5 
mm on each side and were non-reactive to light. He also 
had slight bilateral ptosis. Other cranial nerves were 
normal. Hip flexors were 4/5 .Tendon reflexes were 
symmetrical and hypoactive. Planters were flexors. No 
muscle tenderness was present. 
What is the most likely diagnosis? 






Polymyositis 
Lumbosacral disc disease 
Cauda equina syndrome 
Lambert-Eaton myasthenic syndrome 
Spinal-muscular atrophy 
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Lambert-Eaton myasthenic syndrome 

Lambert -Eaton Myasthenic Syndrome (LEMS) is a 
special form of myasthenia, typically occurring in the 
context of a paraneoplastic syndrome, observed more 
often in patients with oat cell carcinoma of the lung 
(60%), carcinomas of the breast, prostate, stomach, 
rectum and lymphoma. It is characterised by 
temporary increase in muscle power during the first 
few contractions followed by increasing weakness 
after exertion. 

Unlike myasthenia gravis the muscles of the pelvic, 
shoulder girdles and trunk are the ones that become 
fatiguable and weak. Tendon reflexes are often 
diminished. Autonomic disturbances are usually seen 
like dry mouth, impotence, constipation, difficulty in 
micturition and non-reactive pupils. Cranial nerves 
may be involved with ptosis occurring in around half 
of patients. Given the positive faecal occult blood 
sample and sensation of incomplete emptying it is 
possible that he has an underlying rectal tumour. 
Repetitive nerve stimulation reveals an incremental 
response (marked increase in the amplitude of action 
potentials). 

Antibody against voltage-gated calcium channels may 
be detectable. Positron emission tomography (PET) 
scan of the body may be done to detect an occult 
tumour. Otherwise computerised tomography (CT) 
of the lung is usually adequate. 

Most patients benefit from 3,4-diaminopyridine 20 
mg, five times daily. It may be combined with 
pyridostigmine. Intravenous immunoglobulin, 
plasmapheresis and corticosteroids have all been 
used with variable responses. Excision of the primary 
tumour is also known to positively affect symptom 
control. 
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A 50 -year-old lady was admitted with history of 

unremitting headache of 4 months duration. Two months 

ago she noticed a dirty discharge from her left ear and 

culture grew aspergillus tumigatus. The symptom 

resolved however, after she used some eardrops 

prescribed by the ear nose and throat specialist. 

One week ago she noticed double vision and was also 

concerned about a new onset of sciatic pain along the left 

lower limb. 

She had undergone (right) breast resection surgery for 

carcinoma, 5 years ago and had had chemotherapy 

subsequently. 

Tamoxifen was the only drug she was taking at the 

present time. 

On examination she was alert and oriented. Bilateral 

papill oedema was evident. Both lateral recti were 

paretic. A mild lower motor neurone facial paresis was 

present on the left side. The left ankle jerk was 

hypoactive and planters were flexors on both sides. 

Investigations revealed: 



WBC 


14 109/1 


Hb 


10g/l 


Urea 


6.0 mmol/1 


Creatinine 


104 umol/1 


Alanine ami otransferase 


80 IU/1 


Blood glucose 


6.6 mmol/1 


Erythrocyte sedimentation rate (ESR) 


104 mm/h 


Magnetic resonance imaging (MRI) 
of the brain 


Unremarkable 


Cerebrospinal fluid (CSF): 


Opening pressure 


22 cm H 2 


Lymphocytes 


lQ/iiiin 3 


Cytospin 


No malignant c 


;ells seen 


Protein 


500 mg/1 


Glucose 


4.0 mmol/1 



Bacterial cultures, India ink preparation for cryptococci, 

and Ziehl Neelsen's stain for acid- fast bacilli were all 

negative. 

What is the most likely diagnosis? 



♦ 
• 



Carcinomatous meningitis 
Fungal meningitis 
Pseudotumour cerebri 
Tuberculous meningitis 
Lyme's disease 
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Carcinomatous meningitis 

Meningeal carcinomatosis is seen in 5% of cases of 
adenocarcinoma of the breast, lung, gastrointestinal 
tract, melanoma, lymphoma etc. The clinical 
presentation is variable and hence diagnosis is 
difficult. It may present with headache, sciatic pain, 
cauda equina syndrome, multiple cranial nerve 
palsies, confusional state, seizures, focal neurological 
deficits and poly-radiculoneuropathy. The diagnosis 
is established by identifying tumour cells in the 
cerebrospinal fluid (CSF) using cytospin, millipore 
filtering and flow cytometry. 

It is important to note that several CSF examinations 
are usually required using generous quantities of 
CSF to arrive at the diagnosis and tumour cells are 
not always seen on the initial sample. CSF opening 
pressure is increased and lymphocytic pleocytosis up 
to 100 cells/mm 3 , elevation of protein, and low glucose 
are common findings. Prognosis is bleak. The median 
duration of survival is 6 months. Intrathecal 
chemotherapy is the mainstay of therapy, as this 
allows hydrophilic agents to overcome the blood 
brain barrier. 
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A 70-year-old man with no previous medical history was 
admitted to the emergency department, brought in by his 
son. He had been well only 2 days previously at a family 
Christmas dinner, although the family had noticed him 
slowing down, not mobilising much around the house 
and tending to stay downstairs in the lounge for much of 
the day. Other past history of note is one previous 
choking episode 6 months earlier, and 2 episodes of 
pneumonia. His son had him brought in as he wasnt 
answering the telephone, and when he visited the house 
found him confined to bed. On admission he was 
conscious, alert, disorientated but not confused. Blood 
pressure was on the low side. Pulse was 40 beats/min. 
Oral temperature 35.6l°C. Chest X-ray shows right lower 
lobe changes. Electrocardiogram (ECG) taken on the 
ward later revealed slow atrial fibrillation 54 beats/min. 
Muscle fasciculation and some muscle wasting was 
noted by the admitting senior house officer. 
What is the next most appropriate management step? 

Arrange muscle biopsy 

Arrange nerve and muscle conduction studies 

Make him nil by mouth pending swallow 
assessment 

! 

Start oral antibiotic therapy 



: 



♦ 



Start anti-cholinesterase therapy 



No.: 341 

Make him nil by mouth pending swallow assessment 

It is likely that if his swallow has deteriorated 
resulting in aspiration pneumonia, then further spill- 
over of liquid into the lungs is likely. He should be 
assessed by a speech and language therapist and 
started on thickened fluids if necessary to prevent 
further aspiration. Oearly antibiotic therapy is 
important, as is proving the underlying 
neuromuscular diagnosis, but protecting the airway 
is most important at this stage. Given the findings on 
examination including muscle fasciculation and 
wasting and the previous history of choking / 
pneumonia, motor neurone disease with bulbar palsy 
is a definite possibility as to his underlying 
neurological diagnosis. 



"'J, 
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A 70 -year-old man was admitted to the emergency 
department, brought in by his son. He had been well only 
2 days previously at a family Christmas dinner. His son 
had him brought in as he wasnt answering the telephone. 
Two previous casualty admissions with pneumonia over 
the past 9 months are noted. According to the family he 
has been increasingly tired and is barely able to mobilise 
around the house. On admission he was conscious, alert, 
disorientated but not confused. Blood pressure was on 
the low side. Pulse was 40 beats/min. Oral temperature 
35.6l°C. Chest X-ray shows right lower lobe changes. 
Electrocardiogram (ECG) taken on the ward later 
revealed slow atrial fibrillation 54 beats/min. Muscle 
fasciculation and some muscle wasting was noted by the 
admitting senior house officer. 
What is the most likely diagnosis here? 

Acute stroke 






♦ 



Motor neurone disease 
Guillain-Barrl© syndrome 
Metastatic bronchocarcinoma 
Multi-infarct dementia 
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Motor neurone disease 

The lower motor neurone signs seen here are 
suggestive of motor neurone disease (MND). This 
condition generally progresses slowly but more rarely 
can present subacutely; in any case the initial 
symptoms and signs may have gone unnoticed by the 
family. It is likely that the acute onset confusion is as 
a result of lower respiratory tract infection possibly 
due to aspiration pneumonia. He is likely to have a 
bulbar palsy related to his MND causing an inability 
to swallow safely and reliably. He should of course be 
kept nil by mouth pending a swallow assessment, 
over the longer term he may require thickened fluids 
or even PEG feeding to avoid further episodes of 
pneumonia. 






Kfeil 



ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 343 

A 20 -year-old man went to see his general practitioner 
because of recent onset of difficulty in breathing on mild 
exertion. He gave a 6 -year history of weakness of his 
limbs such that he was never able to pursue athletic 
activities in his school. His father and mother are 
cousins. Neither of his parents has any medical problem 
and he has two normal younger siblings. There was no 
history of muscle cramps and no discoloration of his 
urine. On examination he had weakness of the shoulder 
and pelvic girdle muscles. Truncal muscles were also 
weak. On deep inspiration the anterior abdominals had a 
tendency to retract. Tendon reflexes were reduced in all 
four limbs. There were no sensory signs. 
What is the most likely diagnosis? 

Amyotrophic lateral sclerosis 

Polymyositis 

Endocrinal myopathy 

Tauri's disease 

Acid maltase deficiency 



•A 
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Acid maltase deficiency 

Acid maltase deficiency (glycogen storage myopathy 
type 2) has three clinical forms. The adult form that 
is depicted in this scenario is a slowly progressive 
weakness of the shoulder, pelvic girdle and truncal 
muscles. At times the diaphragmatic weakness is the 
prime difficulty, which brings the patient to the 
Accident and Emergency Department, and so the 
differential diagnosis would include motor neurone 
disease, myasthenia gravis and nemaline rod 
myopathy. Diagnosis is confirmed by muscle biopsy. 
The sarcoplasm is vacuolated and the vacuoles 
contain Periodic acid-Schiff (PAS) -positive diastase 
digestible material. The glycogen particles lie in 
aggregates. Electron microscopy shows some of them 
to occupy lysosomal vesicles (ie this is a lysosomal 
disease), and others to lie free. Positive ischaemic 
forearm tests may occur in patients with other forms 
of glycogen storage disorder (namely, Cori disease, 
McArdle disease, and Tarui disease). However, a 
normal test result would be expected in acid maltase 
deficiency. Acid maltase deficiency presenting in 
adulthood carries a better prognosis than the 
infantile form, and patients are known to survive 
until the 6th or 7th decade. 
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A 6 5 -year-old man was seen by a psychiatrist as he had 
developed apprehensiveness, fretflilness and irritability. 
He was thought to have agitated depression and a 
selective serotonin reuptake inhibitor (SSRI) was 
initiated. However over the next 8 months he developed 
falls, which would occur abruptly, and intermittent 
sudden involuntary closure of eyes. He was noticed to 
have difficulty in swallowing and his speech had become 
slurred. He fell abruptly again, resulting in bruises over 
his knees and face and hence he was brought to the 
Accident and Emergency Department. On examination 
his BP was noted to be 145/82 mmHg, with a postural 
drop of 25 mmHg on standing. His pulse rate also 
increased by 10 beats per minute. There were no heart 
murmurs on auscultation and his chest was clear. 
Neurological examination revealed a Parkinsonian gait 
and paralysis of upward gaze. 
What is the most likely diagnosis? 
(? 



• 



Drug-induced parkinsonism 

Parkinson's disease 

Narcolepsy 

Tabes dorsalis 

Progressive supranuclear palsy 



% 
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Progressive supranuclear palsy 

Progressive supranuclear palsy (PSP; also originally 
known as Steel Richardson and Olszewski syndrome) 
is a neurodegenerative disease which 
characteristically has its onset in the sixth decade of 
life. Initially there are vague changes in personality 
such as apprehensiveness, fretfulness, which suggests 
an agitated depression as in the present patient. 
Patients develop supranuclear ophthalmoplegia, 
pseudo-bulbar palsy and an axial dystonia. 
Blepharospasm and involuntary eye closure is 
prominent in some cases. Repeated abrupt falling 
without any evidence of ataxia is characteristic. 
There is no resting tremor and the patient does not 
respond to levodopa. 



"'J, 
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A 17-year-old Chinese man was brought to the Accident 
and Emergency Department on a stretcher as he was 
found lying on the floor of his apartment unable to move 
by his neighbour. He had participated in a 10-mile race 
at a local club, the day before and had eaten a full vanilla 
ice cream cake before retiring to bed. He got up around 3 
am to go to the toilet and noticed heaviness in his limbs. 
He could hardly get up from the toilet seat and finally 
fell on the carpet of his living room. Over the past few 
weeks he has suffered from increasing palpitations and 
anxiety about work related matters. 
On examination he was of thin build and apprehensive. 
He gave a succinct account of the evolution of his 
illness. Pulse was 100/min and irregularly irregular. 
Blood pressure was 120/80 mmHg. Cranial nerves were 
unremarkable. Neck muscle power was 4/5 . Shoulder 
girdle, truncal and pelvic girdle muscles 3/5 . Tendon 
reflexes were hypoactive and plantar were mute. 
Sensation was preserved. 
What is the most likely diagnosis? 



(? 



♦ 



Guillain-Barrl© syndrome 
Transverse myelopathy 
Polymyositis 
Periodic paralysis 
Embolic stroke 



•A 
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Periodic paralysis 

Thyrotoxicosis with hypokalemic periodic paralysis 
has a higher prevalence in people of Chinese and 
Japanese extraction. The paralytic disorder is 
unrelated to the severity of hyperthyroid state. 
Clinically the attacks are similar to those of familial 
hypokalemic periodic paralysis and there is genetic 
homology between the two conditions. Typical 
attacks come on during the second half of the night, 
after a day of unusually strenuous exercise. A meal 
rich in carbohydrate also precipitates the attack 
Potassium chloride restores muscle power to normal 
and treatment of hyperthyroidism prevents further 
attacks. In this case routine venous blood gas on 
admission is likely to reveal significant hypokalemia. 
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A 42-year-old Jamaican man patient was referred for the 
evaluation of progressive weakness and tingling of his 
lower limbs for the past 4 months. Over the past two 
months his vision was deteriorating and he observed that 
he difficulty in hearing the television in his flat. He is 
currently unemployed and admits he has been struggling 
for money to buy food. On examination he had 
excoriations around the mucocutaneous junction of his 
mouth. Fundus examination revealed pale optic discs on 
both sides. Rinne's test revealed air conduction to be 
better than bone conduction. Audiogram revealed that he 
could hear 8000 Hz at 60 decibels and 250 Hz at 20 
decibels. 

Distal group of muscles of all limbs were 4/5 and tendon 
reflexes were hypoactive. Romberg's test was positive. 
What is the most likely diagnosis? 

Strachan's syndrome 

Hartnup's disease 

Neuropathic beriberi 

Charcot -Marie-Tooth disease 

Dejerine-Sottas disease 
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Strachan's syndrome 

This syndrome was originally observed Strachan in 
1897 among Jamaican sugarcane workers but has 
also been described in prisoners from Japanese POW 
camps in world war two. It is certainly nutritional in 
origin but does not conform clinically to beriberi or 
pellagra, it is thought to result from a combination of 
B vitamin deficiencies as it doesnt resolve with 
replacement of B12 alone. Symptoms include painful 
peripheral neuropathy and optic atrophy with 
progression to blindness if left untreated. 
Hartnup disease, on the other hand, is an autosomal 
recessive amino acid disorder , and presents in 
childhood with features of skin rash resembling 
pellagra, emotional liability, and episodic Cerebellar 
ataxia. Charcot Marie Tooth and Dejerine Sottas are 
both familial polyneuropathies. 
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A 47-year-old man attends the clinic having become 
unsteady in walking over a period of 8 weeks. There has 
been trouble with poor performance at work because of 
memory issues over the past few weeks and he has been 
disciplined. There have been intermittent fevers, he has 
abdominal pain, diarrhoea and bloating and has lost 6kg 
in weight. In addition his wife has noticed that for the 
past 10 days he had developed involuntary movements 
of his jaw, mouth and tongue, which were persistent 
while he was awake. On examination the Mini-Mental 
State Score is 20/30. Diffuse hyper-pigmentation is 
noted over the face, trunk and limbs. Extraocular 
movements are restricted for superior gaze and saccadic 
movements are slow and fragmented. Bell's phenomenon 
can be elicited and oculomasticatory involuntary 
movements are noted. Tendon reflexes are normal and 
the plantar response is flexor on both sides. 
Investigations; 



Hb 


9.4 g/dl 


WCC 


9.9 x 1071 


PLT 


201x1071 


Na + 


137 mmol/1 


K + 


3.8 mmol/1 


Creatinine 


100 umol/1 


Albumin 


30 8/1 



What is the most likely diagnosis from the options 
below? 






Alzheimer's disease 
Meig's syndrome 
Whipple's disease 
Adrenoleucodystrophy 
Porphyria 



No.: 347 
Whipple's disease 

Whipple's disease is caused by a Gram-positive 
bacillus, which resides predominantly in the gut. 
Systemic features have been described in the scenario 
and include fever, weight loss, anaemia, 
gastrointestinal symptoms like steatorrhoea and 
abdominal pain. Hyperpigmentation and 

lymphadenopathy are usual manifestations. 
Neurological manifestations include slowly 
progressive memory loss and supranuclear 
ophthalmoplegia where superior gaze is restricted 
Bell's phenomenon is elicitable. Nystagmus, ataxia, 
myoclonus and seizures and highly characteristic 
oculomasticatory movements complete the clinical 
picture. The diagnosis is made mainly by Periodic 
acid-Schiff (PAS) staining of an intestinal (jejunal) 
biopsy; and PAS-positive material in the CSF. 



-j 
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A 40 -year-old journalist has been having difficulty in 
keeping her important appointments for the past 3 years. 
She was finding it difficult to handle even simple tasks at 
work and had been fired by her boss. Her husband brings 
her to the hospital as she has become irritable and 
unkempt. He also remarks that she has become fidgety 
and clumsy. Her father and two older siblings have been 
diagnosed with parkinsonism and are now residents in a 
nursing home, as they were unmanageable at home due 
to their mental deterioration. On examination there are 
involuntary movements of the face and limbs and her 
speech is punctuated by a series of grunts. There is no 
coprolalia. Cranial nerves examination is normal. 
Tendon reflexes are brisk and the plantar response is 
flexor. 
What is the most likely diagnosis? 

Wilson's disease 






♦ 



Corticobasalganglionic degeneration 
Huntington's disease 
Antiphospholipid syndrome 



Creutzfeldt- Jakob disease 



•A 
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Huntington's disease 

This patient has progressive dementia with 
choreoathetosis in a dominantly inherited pattern 
suggestive of Huntington's disease. There is no 
abnormal posturing of the hand (alien hand), which 
occurs in corticobasalganglionic degeneration. 
Wilson's disease always presents much earlier in life, 
and as such is highly unlikely to be the diagnosis 
here. Parkinsonian features occur in a group of 
Huntington's disease patients (Westphal variant 
which is more common with childhood onset of the 
disease). Creutzfeldt-Jakob disease is a rapidly 
progressive dementia with diffuse myoclonic jerks 
and a family history would be exceptional. Gross 
atrophy of the caudate nucleus and putamen on both 
sides is the characteristic abnormality in 
Huntington's disease. It is also unlikely to be 
antiphospholipid syndrome since this condition is 
characterised by transient ischemic attacks or stroke, 
migraine, and thrombocytopenia in various 
combinations, in young adults. DNA analysis to look 
for trinucleotide repeats is the diagnostic modality of 
choice. 
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A 16-year-old boy was brought in by his mother to the 

Accident and Emergency Department as he had become 

aggressive and difficult to manage, both at school and 

home for past 1 year. He had an annoying habit of 

touching other people and he would episodically sniff, 

snort and shout obscenities without provocation. On 

examination he had stereotyped shrugging of right 

shoulder and had involuntary grunts. Otherwise the 

neurological examination was unremarkable. There were 

no significant findings on general physical examination, 

including normal pulse of 74/min and a blood pressure 

ofll0/70mmHg. 

What is the most likely diagnosis? 

• 

Huntington's disease 

Cerebral palsy 

Dentatorubr opall idoluys ian atrophy 

Tourette's syndrome 

Meige's syndrome 
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Tourette's syndrome 

Gilles de la Tourette syndrome presents with multiple 
tics, including sniffing, snorting, involuntary 
vocalisations. Some patients display repetitive and 
annoying motor behaviour. An attention deficit 
hyperactivity disorder and obsessive-compulsive 
traits are associated at some point of time in the 
course of the illness. Intelligence does not deteriorate. 
Dopamine (particularly D2) -receptor blockers like 
haloperidol are an effective treatment supporting the 
concept of dopaminergic abnormality in the basal 
ganglia; more so in the caudate nucleus. 
Streptococcal infection has been implicated in the 
genesis of abruptly appearing Gilles de la Tourette 
syndrome and associated obsessive-compulsive 
behaviour, although the link is far from categorical. 



No.: 350 

A 25 -year-old man and his 20 -year-old fianclOe were 
travelling on a motorbike that skidded, throwing both of 
them off it. The man was flung on the road and his left 
shoulder was locked. They are brought to the Emergency 
department where they are reviewed by the orthopaedic 
SHO. A dislocated left shoulder is diagnosed and 
reduced under sedation. There are no other injuries 
identified and he is discharged with analgesia. He 
presents three days later with inability to abduct the arm. 
On examination there is 2/5 power only in the shoulder, 
between 15 and 90 degrees of abduction. Sensation is 
impaired over the outer aspect of the shoulder. The 
remainder of the neurological examination is normal. 
What is the most likely neuroanatomical localisation 
of the lesion? 



No.: 350 

Axillary nerve injury 

This is axillary nerve injury. This nerve arises from 
the posterior cord of the brachial plexus and supplies 
the teres minor and deltoid muscles. It may be 
involved in dislocations of the shoulder joint as in the 
present scenario, fractures of the neck of the 
humerus, serum and vaccine induced neuropathies. 
The anatomic diagnosis depends on the recognition of 
paralysis of abduction of the arm between 15° and 90° 
, wasting of the deltoid muscle and slight impairment 
of sensation over the outer aspect of the shoulder. 
Physiotherapy with continued mobilisation of the 
shoulder is the treatment of choice. 



♦ 



♦ 



♦ 



Cervical (C5-7) radiculopathy 
Long thoracic nerve injury 
Musculocutaneous nerve injury 
Axillary nerve injury 
Suprascapular nerve injury 
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A 5 5 -year-old man is admitted to the Emergency 
department with a history of progressively increasing left 
facial pain of 2 months duration. Two weeks ago he 
noticed double vision when he woke up in the morning. 
He has no other significant history of note. On 
examination his blood pressure is normal at 135/70 
mmHg, pulse is 75/min and regular. Heart sounds and 
auscultation of the chest are normal. There is no 
papilledema. Corneal reflex is depressed and 
hypoesthesia is detected in all the three divisions of the 
left trigeminal nerve distribution and the left lateral 
rectus is paretic. Otherwise the neurological examination 
is unremarkable. 

What is the most likely anatomical localisation for 
the lesion causing his neurological signs? 
<? 






♦ 



Left pons 

Left parasellar region 

Left petrous temporal region 

Left cerebellopontine angle 

Left superior orbital fissure 
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Left petrous temporal region 

The involvement of all the three divisions of the 
trigeminal nerve suggests that the lesion has either 
involved the Gasserian ganglion or its roots and since 
the neighbouring 6th nerve is also affected the latter 
localisation at the petrous temporal bone is more 
likely. Lesions such as meningiomas, schwannomas, 
metastasis, and nasopharyngeal carcinoma invading 
the base of the skull, granulomatous infections or 
carcinomatous meningitis would be the likely causes. 
MRI of the head including skull base is the 
investigation of choice. Treatment depends on the 
underlying diagnosis. 



No.: 352 



A 3 6 -year-old lady presents to the clinic because over 
the past few weeks she has noticed blurring of vision 
when reading. She had become aware of this problem 
while she was holidaying in Sweden, a couple of years 
ago. There is no significant past medical history, and her 
only medication of note is the oral contraceptive pill. On 
examination the right pupil is slightly larger than the left 
and the reaction to light is greatly reduced, although it 
reacts better to accommodation. Tendon reflexes are 
absent, plantar s are down going. 
What is the most likely diagnosis? 

♦ 
♦ 



Tabes dorsalis 

Pinealoma 

Holme s-Adie syndrome 

Right optic neuropathy 

Posterior communicating artery aneurysm 



No.: 352 

Holmes- Adie syndrome 

The larger pupil on the right side that reacts poorly 
to light than the left pupil localises the defective pupil 
to the right side. There is no associated ptosis or 
extra-ocular muscle paresis; hence this is not due to a 
third nerve lesion. There are no features of mid-brain 
involvement. Absent tendon reflexes are suggestive of 
peripheral neuropathy. These findings, typically in 
females raise the possibility of Holmes -Adie 
syndrome. This is due to degeneration of ciliary 
ganglia and postganglionic parasympathetic fibres. 
Here the affected pupil is larger than the other side 
and is unusually sensitive to 0.1% pilocarpine and 
constricts promptly. On the other hand the normal 
pupil is minimally affected by this concentration. 
This condition represents a mild form of inherited 
polyneuropathy. 
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No.: 353 

A 52-year-old man presented with seizures that had 
started 2 months ago. The attacks consisted of jerky 
movements involving the right upper limb followed by 
loss of consciousness, then spread of the jerks to the 
other limbs. His wife had noticed that over the short 
period of 2 months her husband had significant mental 
dulling and progressive drowsiness. He complained of 
generalized headaches over the past 20 days. On 
examination he was drowsy and confused. An upper 
motor neurone facial palsy was evident on the right side. 
Right upper limb was mildly spastic and weak distally. 
Both lower limbs had muscle strength of grade 4/5 with 
absent knee and ankle reflexes on the right side and brisk 
knee and ankle jerks on the left side. Both plantars were 
extensor. Magnetic resonance imaging (MRI) of the 
brain revealed multi -focal nodular lesions on T2 
weighted imaging throughout the white matter, 
enhancing on gadolinium. 
Investigations reveal; 



Hb 


12.1 g/dl 


WCC 


8.9 x 10 9 /1 


PLT 


235 x 1071 


ESR 


39 mm/hr 


Na + 


137 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


110 umol/1 


ALT 


54U/1 


Bilirubin 


18 umol/1 



What is the most likely diagnosis? 

Diffuse large B cell cerebral lymphoma 
Creutzfeldt- Jakob disease 






Gliomatosis cerebri 

Multiple sclerosis 

Subacute sclerosing panencephalitis 



No.: 353 

Diffuse large B cell cerebral lymphoma 

Diffuse large B cell cerebral lymphoma, (DLBCL) 
lymphoma is comprised of immtuio blasts or 
centroblasts that have a predilection for blood 
vessels. Seizures or focal neurological deficits 
consistent with a mass lesion are the usual modes of 
presentation. There is a low rate of CNS 
dissemination; therefore lumbar puncture results 
may actually be normal. SPECT scanning may be of 
value in differentiating infectious from inflammatory 
lesions, although in practice the optimal method of 
confirming diagnosis is biopsy of an area seen as 
abnormal on radiology. Methotrexate is the mainstay 
of chemotherapy for the condition. Routine blood 
tests results may be variable, particularly with 
respect to a rise in LDH , raised viscosity or ESR and 
not necessarily always abnormal. 
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No.: 354 

A 64-year-old man is brought by his wife to the Accident 
and Emergency Department as he has developed sudden 
memory impairment some 4hrs earlier. According to his 
wife he stepped out of a cold shower and was 
subsequently unable to describe his whereabouts, and 
was complaining of a mild global headache. On 
examination temperature is 37°C, blood pressure is 
140/90 mmHg, and pulse is 78 bpm and regular. On 
further questioning he is alert but disorientated in place 
and time, and can describe who he is. Whilst he can 
repeat back the names of 3 objects, he is unable to recall 
them after 3 mins. There is retrograde amnesia for 
several hours. Visuospatial discrimination is normal and 
there are no other neurological deficits. Next morning he 
has completely recovered. Haematol ogical and 
biochemical investigations are entirely normal. 
What is the most likely diagnosis? 






♦ 



Transient ischaemic attack 
Complex partial seizure 
Neurological migraine 
Transient global amnesia 
Frontotemporal dementia 



•A 



No.: 354 

Transient global amnesia 

Transient global amnesia is characterised by an 
episode of amnesia and bewilderment in middle aged 
and elderly people, lasting for several hours. During 
the attack there is no impairment of consciousness or 
signs of confusion. Personal identity is intact. The 
patient behaves normally except for repeated 
questioning about his immediate circumstances or 
whereabouts. A typical scenario is sketched in the 
above question. The pathogenesis is not settled. 
Recurrence rate is approximately 5%, and some case 
series appear to show an increased risk of 
cerebrovascular disease over the longer term. 



,,j 



ib 



ANGELS TEAM 




PasTest 2012. . .MRCP 2. . .Neuro , Ophtha & Psychiatry 



No.: 355 

A 6 8 -year-old man is brought to the Accident and 
Emergency Department by his neighbour, who found 
him lying on the floor of his sitting room, unable to 
move. He is known to have non- insulin-dependent 
diabetes mellitus and ischaemic heart disease and takes 
multiple medications. On examination he is conscious 
and alert. His blood pressure is 190/100 mmHg, with a 
pulse of 85/min, atrial fibrillation. He understands but 
cannot communicate except by blinking and vertical eye 
movements. He cannot swallow and has weakness of eye 
closure on both sides. There is a flaccid quadriplegia. 
Both plantar responses are extensor. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


9.9 x 1071 


PLT 


201x1071 


Na + 


138 mmol/1 


r 


4.1 mmol/1 


Creatinine 


132 umol/1 


HbAlc 


77.05 mmol/mol (9.2%) 



What is the location of the arterial insult which fits 
best with this clinical picture? 






Anterior superior cerebellar artery 
Posterior inferior cerebellar artery 
Superior cerebellar artery 
Basilar artery 
Vertebral artery 



No.: 355 
Basilar artery 

The patient in the above scenario depicts a clinical 
state in which the patient is awake but is unable to 
respond in anyway except by vertical gaze and 
blinking. This is consistent with locked-in syndrome 
and is due to basilar artery occlusion. The lesion is in 
the ventral pons and it essentially interrupts the 
corticobulbar and corticospinal pathways and spares 
the somatosensory pathways and the ascending 
neuronal functions responsible for arousal and 
wakefulness, as well as certain mid-brain elements 
that allow the eyelids to be raised and give the 
appearance of wakefulness. Severe GuUlain-Barr^© 
syndrome, central pontine myelinolysis and periodic 
paralysis may have a similar effect. 
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No.: 356 

A 16 -year-old girl was brought by her mother to the 
clinic for evaluation of her neurological status. She had 
had a deteriorating scholastic performance for the past 5 
months. She had been recently noticed by her teacher to 
have temper tantrums in the classroom. 
Her mother was concerned that in the early morning her 
daughter would get shock like contractions of her 
shoulder muscles and complained of vague visual 
blurring for the past 3 weeks. That morning she had lost 
her consciousness for the first time followed by a 
generalized tonic clonic seizure. Early in childhood she 
had had an exanthaematous illness from which she had 
recovered uneventfully. On examination she was drowsy 
and was unco- operative with respect to evaluation of her 
cognitive state. Cranial nerves were normal. Diffuse 
shock-like contractions were noted involving her limbs. 
Tendon reflexes were brisk with bilateral Babinski's 
sign. She had a wide-based gait and could not tandem. 
Blood pressure was noted at 105/72 mmHg, pulse 
85/min and regular. 
What is the most likely diagnosis? 
(^ 



• 



Lipid storage disease 

Schilder's demyelinative disease 

Neurosarcoidosis 

Sub-acute sclerosing panencephalitis 

Ceroid lipofuscinosis 



No.: 356 

Sub -acute sclerosing panencephalitis 

This could fit with the rare condition of sub-acute 
sclerosing panencephalitis. It is recognised to be the 
result of chronic measles infection. It is now an 
uncommon disease after the widespread use of 
measles vaccination. There is usually a history of 
measles very early in life followed by 6-8 years of no 
symptoms. The disease evolves in several stages. 
Initially there is a decline in proficiency in school 
This intellectual deterioration is followed by diffuse 
myoclonic jerks in association with focal and 
generalised seizures and visual deterioration due to 
choiroidoretinitis. This is followed by pyramidal 
signs, rigidity and progressive unresponsiveness. 
Finally the patient lies decorticated followed by 
death The course of the illness is 1 to 3 years. No 
effective treatment is available. 
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No.: 357 

A 48-year-old man was brought to the clinic for 
evaluation. He lived alone and his girlfriend said that for 
the past 3 weeks he had been behaving abnormally, 
although in practice he has not been right for the past 4 
months. He had been treated at the oncology centre for a 
year and a half for chronic lymphocytic leukaemia. 
There was no history of fever or seizures. On 
examination he was drowsy and his visual acuity was 
6/60 on both sides with intact pupillary reflexes. Right- 
sided weakness was evident with mild spasticity and 
extensor plantar response. The left plantar was flexor. 
Magnetic resonance imaging (MRI) of the brain revealed 
multiple non-enhancing white matter lesions in the left 
hemisphere. Routine blood testing revealed a raised 
white count with lymphocytosis, but nil else of note. 
What is the most likely diagnosis? 

Small vessel vasculitis 






♦ 



Embolic stroke 

Acute disseminated encephalomyelitis (ADEM) 

Progressive multi-focal leucoencephalopathy (PML) 

Leucodystrophy 



No.: 357 

Progressive multi-focal leucoencephalopathy (PML) 

This uncommon disease is PML. It usually develops 
in patients with a neoplasm or a chronic 
immunodeficiency state. It may also occur in patients 
receiving immunosuppressive drugs. Personality 
changes and intellectual impairment are the initial 
features that evolve over several days or weeks 
followed by focal neurological signs, cortical 
blindness, and seizures. This is followed by coma and 
death over 3 to 6 months. Cerebrospinal fluid (CSF) 
has normal constituents and MRI reveals non- 
enhancing white matter lesions. JC virus is a human 
polyomavirus that has been isolated from infected 
oligodendrocytes and has definitely been shown to be 
the causative agent. 
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No.: 358 

An 1 8-year-old man is referred to the neurologist for the 
evaluation of sudden shock-like contractions of his 
limbs, occurring particularly in the early morning for the 
past four years. These contractions may be precipitated 
by touch or even just a loud noise. He is unsteady on his 
feet and clumsy with his hands, with respect to school 
he's failing to achieve and has been recognised in class 
as hard of hearing. One week before the appointment he 
lost consciousness with a tonic- clonic seizure. His father 
is entirely normal. All of his three siblings have deafness 
and are diabetic, taking insulin. 

On examination he has mild cognitive impairment. His 
height is 140 cm. Both optic discs are pale. A grade 1 
horizontal gaze evoked nystagmus is evident. Inco- 
ordination is seen in all limbs. Shoulder girdle and pelvic 
girdle muscles are weak, with power 4/5 . Tendon 
reflexes are reduced in the upper limbs and absent in the 
lower limbs. You cannot evoke a plantar response and 
vibration sense is diminished to mid- shin. 
What is the most likely diagnosis? 



(? 



♦ 



♦ 



Bassen-Kornzweig syndrome 
Mitochondrial myopathy 
Paraneoplastic cerebellar degeneration 
Spinocerebellar ataxia 
Lafora body disease 



No.: 358 
Mitochondrial myopathy 

When a young adult develops myoclonus, elicited by 
startle, with other types of seizures and then is found 
to have ataxia, mental decline, optic atrophy, 
deafness, short stature or peripheral neuropathy to a 
mitochondrial disease should be suspected. A family 
history of diabetes mellitus, unexplained deafness, 
unexplained neonatal deaths and seizure disorders 
with progressive neurological deficits and a pattern 
which suggests a maternal inheritance, further 
compliments this thought process. A mild proximal 
myopathy may be associated. Around 80% of such 
patients (with myoclonic epilepsy and ragged-red 
fiber disease (MERRF)) have a point mutation of the 
mitochondrial genome at locus 8344. Resting and 
postexercise serum lactate and pyruvate 
determination are helpful. Cerebrospinal fluid (CSF) 
lactic acid and CSF pyruvic acid should be 
measured; for example lactic acid levels may be 
normal in blood but elevated in CSF. EEG may also 
be useful here especially given the presentation with 
myoclonic jerks. 
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No.: 359 

A 20 -year-old right-handed homeless man is admitted 
with history of headache and malaise which has been 
worsening for the past 6 to 8 weeks. There s a history of 
previous examination to the hospital some 2 weeks 
earlier with confusion but he self discharged against 
medical advice. On examination temperature his 
temperature is 39°C. He is drowsy and confused and has 
neck stiffness and a positive Kernig's sign. Fundus 
examination reveals pink coloured optic discs and small 
white glistening bodies on the retina. He has a ptosis of 
the right eye lid and the eye is deviated down and 
laterally. Pupils are round and reactive to light and 
accommodation. Blinking is reduced on the left side and 
the nasolabial fold on the left side is smoothened. 
Laboratory results are shown below: 



wcc 


6.0xl0 9 /l 


Na + 


119mmol/l 


Urea 


7.0 mmol/1 


Glucose 


5.5 mmol/1 


LFTs 


normal 



Cerebrospinal fluid (CSF) opening pressure 280 mm of 

H20. There are 128 white cells/mm3, 90% lymphocytes; 

protein is 3.8 g/1 and glucose is 1.2 mmol/1. 

Computed tomography (CT) of the head reveals a dilated 

ventricular system and enhancement of the basal 

meninges. 

What is the most likely diagnosis? 

Tuberculous meningitis 



♦ 



♦ 



Cryptococcal meningitis 
Viral meningoencephalitis 
Partially treated bacterial meningitis 
Whipple's disease 



No.: 359 
Tuberculous meningitis 

Subacute meningitis raises the possibilities of 
tuberculous meningitis, cryptococcal, histoplasmal, 
partially treated bacterial, neoplastic and 
granulomatous infiltration of the meninges. The clues 
to the diagnosis of TB meningitis include: subacute 
onset with confusion; presentation in a homeless 
person; involvement of the basal meninges 
(brainstem signs); associated secondary spinal 
meningitis; characteristic CSF findings especially the 
very high protein and very low glucose. Low blood 
sodium of 119 mmol/1 is suggestive of SIADH 
(secretion of inappropriate antidiuretic hormone). All 
of these parameters are suggestive of tuberculous 
infection; but India ink preparation, microbial 
cultures and immunodiagnostic tests of the CSF are 
important in confirming the final diagnosis. Despite 
this, an empirical treatment with four 
antituberculous (e.g. rifampicin, INH, pyrazinamide 
and ethambutol) drugs is usually started when 
diagnosis is suspected on clinical grounds. 
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No.: 360 

A 13 -year-old girl is referred by a GP for neurological 

evaluation. She was born to 1st cousins. Their daughter 

has been hard of hearing for 4 to 5 years and needs a 

hearing aid. Over the past 4 months she has become 

more and more unsteady and her speech is slurred. She 

does however continue to do well at school. On 

examination both optic discs are pale. Fine nystagmus is 

seen. Her speech was dysarthric. Intention tremor is 

present bilaterally. Wasting of distal muscles is seen in 

both arms and legs, tendon reflexes are absent and 

plantars are extensor. Romberg's test is positive. Her BP 

is 105/60 mmHg with no postural drop. 

What is the most likely diagnosis? 

• 

Friedrich's ataxia 

Refsum's disease 

iV 

Motor neurone disease 






Spinal muscular atrophy 
Multiple sclerosis 



No.: 360 
Friedrich's ataxia 

This is an autosomal recessive disease where the 
patient is deaf but has preserved cognitive function. 
She has progressive spinocerebellar ataxia and 
bilateral optic atrophy. Progressive muscular wasting 
and weakness with areflexia and loss of vibration 
sense is suggestive of peripheral neuropathy and 
bilateral extensor plantars indicate pyramidal tract 
involvement. Sensorineural deafness, dysarthric 
speech, and oculomotor disturbance in the form of 
jerky pursuit are other neurological signs. Non- 
neurological associations of Friederich's ataxia 
include cardiomyopathy, diabetes mellitus, pes cavus, 
equinovarus deformity and scoliosis. Nerve 
conduction study reveals either low amplitude or 
absent sensory nerve action potentials. Motor nerve 
conduction velocities are usually normal. 
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No.: 361 

A 64-year-old lady was admitted with a history of 
urinary incontinence of 3 months duration. Her daughter 
noticed that she had become clumsy and forgetful even 
before she had developed incontinence. Her handwriting 
had deteriorated with her hand shaking too much to 
produce anything legible at all. On examination her BP 
was 152/82 mmHg, pulse 85/min and regular. She was 
quiet and subdued, failed the 7 subtraction test, but could 
identify her daughter and remember her date of birth. 
With respect to objects, whilst she could name them 
correctly, she was unable to recall them. Tremor was 
clearly evident when you asked her to stretch out both 
her hands. Tendon reflexes were brisk, with down going 
plantar s. When you asked her to walk her gait was slow 
and wide based with only small steps. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


8.0 x 1071 


PLT 


203 x 10 y /l 


Na + 


138 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


122 umol/1 


ALT 


45U/1 


Bilirubin 


18 umol/1 


CSF 


normal constituents, Opening 
pressure 22 cm H 2 



Once the suspected diagnosis is confirmed, what is 
the most appropriate treatment for this lady? 






Galanthamine 

Donepezil 

Piracetam 

CSF drainage 

Deep brain stimulation 



No.: 361 
CSF drainage 

The triad of cognitive impairment, gait disturbance 
and incontinence raises the possibility of normal 
pressure hydrocephalus. Drainage of 20-30 ml of CSF 
may lead to clinical improvement. The degree of 
cognitive improvement determines whether future 
therapeutic lumbar puncture is planned or whether 
the patient is a candidate for shunting. Computed 
tomography (CT) or MRI of the head shows 
hydrocephalus with no obstruction to CSF flow. On 
T2 weighted images, periventricular oedema may be 
seen 
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No.: 362 

A 26 -year-old man is referred by his GP for neurological 
evaluation of muscle weakness and stiffness. His father 
also had similar problems and had died due respiratory 
failure. He also gives a history of progressive visual 
impairment of a couple of years duration. The other 
problem is recurrent dislocation of his jaw. He is a 
known diabetic on insulin and has recently attended the 
endocrinologist for evaluation of impotence. On 
examination he has bilateral cataracts and bilateral mild 
ptosis is evident, there is frontal balding. Ocular 
movements are normal but there is wasting of the 
temporalis, masseter and sternocleidomastoid muscles on 
both sides. Muscles of both hands are wasted and both 
wrists are weak. When you shake his hand he can only 
slowly relax his grip. There is bilateral foot drop and 
tendon reflexes are reduced. 
What is the most likely diagnosis? 






♦ 



Facioscapulohumeral muscular dystrophy 

Polymyositis 

Hypothyroidism 

Myotonic dystrophy 

Becker's muscular dystrophy 



No.: 362 
Myotonic dystrophy 

This is autosomal dominant disorder caused by 
increased trinucleotide repeats (AGC) on 
chromosome 19q. The muscles of the face (gives a 
typical hatchet face due to wasting of temporalis, 
masseters and sternocleidomastoids), neck, and distal 
extremities are typically involved. They are prone to 
recurrent jaw dislocation. With progressive disease 
the proximal muscles, bulbar muscles and even the 
diaphragm are involved. Myotonia is the hallmark 
and is characterised by inability to quickly relax a 
contracted muscle. 

Usual age of presentation is between 10-30 years. 
Frontal baldness, progressive dementia, abnormal 
immunoglobulins with the risk of increased infections 
are other features of this disease. 
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No.: 363 

A 22-year-old girl visits her GP, feeling very distressed. 
She woke up that morning with a sensation that her left 
cheek was feeling heavy. She immediately saw herself in 
the mirror and was horrified to find that her face was 
twisted. She could not close her left eye. Saliva drooled 
from the angle of her mouth on the left side. She was 
extremely distressed to note that when she tried to smile 
her mouth deviated to the right side. There is some sense 
of giddiness and hearing is muffled on the left side. Her 
grandmother had had a stroke 4 weeks ago. Only 
medication of note is the oral contraceptive pill. On 
examination her blood pressure is 142/72 mmHg, her 
pulse is 90/min and she is anxious. Examination of her 
left ear reveals a few tense vesicles in her left ear and 
there is left sided facial nerve palsy. 
What is the most likely diagnosis? 

Infection of the left sided gasserian ganglion 

(S 

This is an AIDS-defining condition 

Bell's palsy 

Left-sided acoustic neuroma 

Ramsay-Hunt syndrome 






No.: 363 
Ramsay-Hunt syndrome 

This is Ramsay -Hunt syndrome, a lower motor 
neurone facial palsy on the left side, and due 
presumably to herpes zoster of the geniculate 
ganglion. Vesicular eruption in the external auditory 
canal, other parts of the cranial integument and the 
mucous membrane of the oropharynx is usually seen 
but it may not be apparent for days or may never 
appear. Often the eighth cranial nerve is affected as 
well causing deafness and vertigo. The virus can be 
detected by collecting exudates from the skin of the 
pinna on a Schirmer strip and applying PCR 
Treatment with prednisolone and acyclovir in 
combination is of value as long as it is commenced 
within 7 days of onset of symptoms. 
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No.: 364 

A 40 -year-old Egyptian man patient is under 
neurosurgical follow up after MRI performed for 
headache revealed a deep-seated aneurysm in the left 
thalamic area. He is considering proton beam 
radiotherapy as a potential option. Unfortunately his 
neurological condition deteriorates on the morning he is 
due to board a flight to Cairo and he is brought back to 
the hospital by his wife because of progressive 
drowsiness and confusion. Other history of note includes 
a left leg DVT and an attack of anterior uveitis some 6 
months earlier. He sees his dentist for management of 
recurrent mouth ulcers. On examination he opens his 
eyes only to painful stimuli. He has bilateral lateral 
rectus palsies and bilateral increased tone with extensor 
plantars. 

He was planning to board an aircraft to go to Cairo. 
However at the airport he was becoming progressively 
drowsy and disoriented and was brought back to the 
hospital where a neurologist was asked to evaluate him. 
His wife gave further details. He had had a recent attack 
of unilateral red eye for which he was given steroids by 
an eye doctor. She also knew that her husband had 
received prolonged treatment for his swollen left leg 3 
years ago while in Egypt. He had however recurrent pain 
in his mouth and was attending the dentist regularly. On 
examination he was stuporous and opened eyes to 
painful stimuli. He was localizing pain with both hands. 
A grade 4 papilledema was found on both sides and 
bilateral lateral rectus palsies were seen. Lower limbs 
were spastic and severely weak (1/5). Plantars were 
extensor on both sides. An urgent MR venogram 
demonstrates a superior sagittal sinus thrombosis. 
What is the most likely underlying cause of his 
presentation? 






Head trauma 

Sickle cell disease 

Resistance to activated protein C 

Behcet's disease 

Paroxysmal nocturnal haemoglobinuria 



No.: 364 
Behcet's disease 

Behcet's disease is the most likely diagnosis, as the 
anterior uveitis, mucosal ulceration, deep vein 
thrombosis and aneurysm formation all support it. 
Corticosteroids are the mainstay of immunotherapy, 
with addition of cyclophosphamide, methotrexate, 
colchicine or azothioprine all reasonable second line 
options. Where aneurysm formation has occurred or 
there is a significant thrombotic episode, then 
cyclophosphamide becomes the second line agent of 
choice. Mortality from Behcet's is usually low, but 
neurological involvement is associated with a poor 
prognosis, as is male sex. 
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No.: 365 

A 60-year-old man is referred to a neurologist with a 
three-month history of progressive forgetfulness, 
agitation and speech problems. He had been working as 
a shelf stacker in a supermarket, but had recently been 
made redundant because he had become increasingly 
clumsy with items. Since then he had been somewhat 
low in mood. 

His past medical history included hypertension for which 
he was treated with bendrofluazide and hypothyroidism 
treated with thyroxine. 

On examination vital signs were normal, with a blood 
pressure of 138/80 mmHg and a pulse of 84/min. He was 
found to be low in mood and had a marked expressive 
dysphasia with a more limited receptive component. On 
the mini mental state examination he scored 21/30 with 
deficiencies in recall, orientation and visuoconstructive 
tasks. There was a left palmomental reflex. 
Peripheral nerve examination revealed marked 
generalised myoclonus and in the upper limbs an 
intension tremor. In the lower limb, he exhibited a 
broad-based gait but no other features. Tone, power and 
reflexes and sensation were all normal. 
Blood tests revealed: 



Na + 


130mmol/l 


K + 


4.0 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


154umol/l 


Thyroxine (T4) 


60 nmol/L (58-178) 


Thyroid-stimulating hormone (TSH) 


8.0 mU/1 (0.4-5) 


Bi 2 


250 ng/1 (160-760) 


Folate 


7.0 pg/1 (2.0-1 1.0) 


Hb 


13.4 g/dl 


MCV 


102 fl (80-96) 


WCC 


8.0 10 9 /1 


Platelets 


250 1071 


ESR 


15mm/h(l-20) 



What is the most likely cause for this patient's 
symptoms? 






Hypothyroidism 

Pseudodementia 

Vascular dementia 

Sporadic Creutzf eld- Jakob disease 

Cerebral vasculitis 



No.: 365 

Sporadic Creutzfeld- Jakob disease 

Sporadic (CJD) 

This patient presents with a relatively short history of 
progressive global cognitive dysfunction, dysphasia, 
cerebellar signs and myoclonus. Examination also 
reveals frontal release signs. Although the 
biochemical picture reveals an elevated thyroid- 
stimulating hormone (TSH), his thyroxine (T4) level 
is within the normal range, and hence it is unlikely 
that his symptoms could be attributed to 
hypothyroidism. 

Depression can cause pseudodementia, although 
clearly this patient has abnormal neurology. 
Vascular dementia tends to cause a stepwise 
deterioration in cognition, and one would expect a 
history or findings of previous cerebrovascular 
disease. 

Cerebral vasculitis is a possibility in this gentleman 
although the clinical picture, generalised myoclonus 
and short progressive history is more in keeping with 
sporadic Creutzfeld-Jakob disease (sCJD). 
The diagnosis is confirmed with a combination of 
electroencephalogram (EEG), lumbar puncture and 
magnetic resonance (MR) scan findings. It is 
important here to distinguish between the 
investigation of suspected sporadic and new variant 
CJD. In sporadic CJD the EEG will show 
deterioration in normal background rhythms and in 
two-thirds of patients periodic sharp wave complexes. 
(In new variant CJD the EEG findings are generally 
non-specific). A positive cerebrospinal fluid (CSF) 14- 
3-3 (a normal neuronal protein released following 
neuronal damage) can strongly support a diagnosis of 
sCJD as long as other possible conditions that may 
also be associated with raised 14-3-3 have been 
excluded (e.g. herpes encephalitis, sub-arachnoid 
haemorrhage, glioblastoma etc.). MRI is vital in 
excluding other diagnoses; however it may show a 
characteristic signal change in the putamen and 
caudate in sporadic CJD. On the other hand MRI is 
considered one of the most important investigations 
in new variant CJD, where >90% of cases show the 
"pulvinar sign". 

See National CJD Surveillance Unit website 
(http://www.cjd.ed.ac.uk/) for very helpful discussion 
of investigation of suspected CJD. 
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No.: 366 

A 28-year-old man patient was admitted to the 
psychiatry hospital for evaluation of 3 months of 
insomnia, weight loss, depression, forgetfulness and pins 
and needles sensation in his limbs. He was given 
amitriptyline, but over the next 8 weeks it was noticed 
that he was becoming more forgetful and had become 
unsteady. He was intermittently incontinent. A medical 
registrar was asked to review him. On examination he 
was disoriented to place and person. He failed to recall 
objects at 3 and 5 min. Myoclonic jerks were observed 
and he startled on touch and when light was shown in his 
eyes. Upward gaze was restricted. Limb and gait ataxia 
was demonstrable. Plantar s were flexor. 
Computed tomography (CT) of the head was normal. 
Electroencephalogram (EEG) was diffusely slow. 
Investigations; 



Hb 


12.8 g/dl 


WCC 


7.9 x 1071 


PLT 


198 x 10 y /l 


Na + 


137 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


110 umol/l 


TSH 


6.9 U/l (0.5-4.5) 


Anti-TPO antibody 


positive 



What is the most likely diagnosis of those given? 

♦ 

Alexander's disease 



♦ 



♦ 



♦ 



Hashimoto's encephalopathy 
Kline-Levin syndrome 
Juvenile myoclonic epilepsy 
Hepatic encephalopathy 



No.: 366 

Hashimoto's encephalopathy 

A young man patient presents with behavioural and 
psychiatric disturbances and some sensory 
phenomena. He subsequently develops a sub-acute 
cerebellar ataxia and dementia with widespread 
myoclonic jerks precipitated by startle. 
Hashimoto's encephalopathy is a relatively poorly 
known and little understood entity consisting of a 
subacute diffuse encephalopathy characterized by 
various combinations of clinical features including 
neuropsychiatric signs (confusion, apathy, memory 
deficit), myoclonic encephalopathy, movement 
disorder (akinetic-rigid extrapyramidal signs), and 
seizures. The cases reported in the literature have 
been associated with positive antithyroid 
autoantibodies comparable with Hashimoto's 
thyroiditis, thyroid state is variable. The pathological 
substrate or exact relation of the antibody to the CNS 
dysfunction is not clear and the condition is still 
considered a controversial entity by some. EEG is 
abnormal in most, but the abnormalities usually seen 
are not all specific for this type of encephalopathy. 
Since clinical features of Hashimoto's encephalopathy 
are non-specific, other etiologies such as infectious, 
metabolic, toxic, vascular, neoplastic, and 
paraneoplastic causes need to be considered. Women 
appear to be more affected than men and the 
condition is usually steroid responsive. 
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No.: 367 

A 45 -year-old man is admitted to the emergency 
department having developed onset of severe generalized 
headache, meningism and vomiting. In the last hour he 
has noticed diplopia, particularly on left lateral gaze, and 
loss of both temporal fields of vision. Past medical 
history includes hypertension and previous anterior 
cruciate surgery to his left knee. He had recently been to 
see his general practitioner (GP) because of increasing 
lethargy and dizzy spells. On examination he was noted 
to be drowsy and dehydrated with a Glasgow coma score 
(GCS) of 14/15. His temperature was 37.1*IC, blood 
pressure (BP) 85/50 mmHg and pulse 102/min, with 
evidence of meningism but no rash. Cranial nerve 
examination revealed a left ptosis, left VI nerve palsy 
and bitemporal superior quandr antic field defect. 
Fundoscopy appeared normal although he exhibited 
marked photophobia. No abnormality could be detected 
within the peripheral nervous system. An urgent 
computerised tomography (CT) head scan was 
requested, which did not show any evidence of 
subarachnoid or intracerebral haemorrhage or space- 
occupying lesion. 
Blood tests revealed: 



Na + 


122 mmol/1 




K + 


5.8mmol/l 




Urea 


18.3 mmol/1 




Creatinine 


202 umol/1 




Hb 


13.5 g/dl 




WCC 


9.0 1071 




Platelets 


234 1071 




C-reactive protein 
(CRP) 


5 mg/1 (<10 
mg/1) 




Glucose 


2.9 mmol/1 




Lumbar puncture reveak 


;d: 




Opening pressure 


21cmH 2 0(5-18) 


Protein 


0.7 g/1 (0.15-0.45) 


White cell count (WCC) 


5/ml (monocytes) (<5) 


Red cell count (RCC) 


20/ml (<5) 


Xanthochromia 


No 



What is the likely diagnosis in this patient? 

Bacterial meningitis 

Cavernous sinus thrombosis 

Pituitary apoplexy 

Posterior communicating artery aneurysm 

Herpes simplex encephalitis 



No.: 367 
Pituitary apoplexy 

This patient presents with a classical history for 
pituitary apoplexy causing compression around the 
optic chiasm and a bitemporal visual field defect. In 
addition there is also involvement of the cavernous 
sinus and a left VI nerve palsy. He is also in 
Addisonian crisis as evidenced by dehydration, 
hypotension and the biochemical picture. 
Subarachnoid haemorrhage appears to have been 
ruled out with normal computerised tomography 
(CT) scan and no xanthochromia on lumbar 
puncture (LP). The possibility of bacterial or viral 
meningoencephalitis appears unlikely in view of the 
fact this patient is apyrexial with a normal white cell 
count (WCC) and C-reactive protein (CRP) on blood 
tests and a normal LP WCC. 

A posterior communicating artery aneurysm would 
have been likely to have caused pupillary dilatation, 
and hemiparesis. 

Pituitary apoplexy is a rare and life-threatening 
condition which occurs as a result of haemorrhage 
into the pituitary gland. Often this occurs in a normal 
pituitary gland: however a proportion of patients 
have an underlying endocrinologically silent 
adenoma. In this case it's likely that compression 
from an adenoma had led to the bitemporal field 
defects identified. 

The management of this patient would be to 
resuscitate with fluids and correct the metabolic 
disturbance. An urgent magnetic resonance (MR) 
scan and pituitary function tests should be carried 
out, as around 50% of patients with this condition 
have negative findings on CT scan. 
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No.: 368 

A 30 -year-old male presents with a short history of 

increasing headaches, clumsiness and unsteadiness, 

drowsiness and lethargy over the past 2-4 weeks. Urgent 

CT scan arranged by his GP is sent for reporting and 

reveals a dilated fourth ventricle and evidence of 

hydrocephalus. 

Where is the most likely site for the obstructing 

lesion? 

<? 



♦ 
♦ 



. 



Cerebellum 
Brainstem 
Frontal lobe 
Pituitary fossa 
Medulla 



No.: 368 
Cerebellum 

Haemangioblastoma is said to commonly present in 
patients from the age of 30 years, with a male to 
female ratio of 2:1. Often patients have a history of a 
number of minor symptoms but present with a 
sudden deterioration as in this case. Cerebellar 
lesions may produce symptoms of ataxia or lead to 
obstruction and hydrocephalus as seen here. Surgery 
is the treatment of choice for this condition as it is 
potentially curative as these are benign lesions. 
Preoperative embolisation may reduce mortality and 
morbidity associated with surgery, and recurrence 
associated with modern surgical techniques for 
excision is put at much less than 25%. 



No.: 369 

A 37-year-old man known to be in the early stages of 
Huntington's disease is admitted to the Emergency 
department by ambulance. His wife found him 
unconscious on the floor with an empty bottle of codeine 
phosphate at his side. He had left a suicide note and on 
further questioning his wife admits that her husband has 
been depressed for a few weeks. On examination his 
GCS is 7, with a respiratory rate of 10/min, BP of 100/60 
mmHg. 
Investigations; 



pH 



pQ 2 



pCQ 2 



7.25 



6.8 kPa 



7.5 kPa 



Which of the following represents the most 
appropriate management in this case? 

Ask his wife to decide if he is to be treated 

Make a decision yourself that he has a terminal 
illness and should not be treated 

Ask your senior to rule on whether resuscitation is 
appropriate 

Treat with naloxone to reverse the effects of the 
codeine overdose 

Take legal advice as to what you should do next 



No.: 369 

Treat with naloxone to reverse the effects of the codeine 
overdose 

Depression is common in the early stages of 
Huntingdon's and responds very well to treatment. 
His wife has given a reliable history that he was 
depressed at the time of the overdose and as such he 
was not able to make a rational decision to end his 
life. Equally, you or his wife should not make a 
decision to withdraw treatment and you have little 
time either to consult legal advice or a senior. He will 
respond meanwhile to naloxone to reverse his opiate 
overdose. SSRIs are the first line choice for managing 
depression associated with Huntingdon's disease. 
Other classes of anti-depressants and ECT are 
usually used for those patients who are poorly 
responsive to or for whom SSRIs are inappropriate. 
Bipolar disorder may also occur in patients with 
Huntington's, although it is less common than 
depression alone. 
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No.: 370 

A 42-year-old man is brought to the clinic by ambulance 
accompanied by his male partner. He has become 
confused and increasingly drowsy over the past 24hrs, 
with a severe headache and neck stiffness. On 
examination he is pyrexial 38.2°C, he is drowsy and 
there are obvious signs of meningism. His blood 
pressure is 95/60 mmHg with a pulse of 100/min. 
Investigations; 



Hb 


i3.4 m 


WCC 


10.1 xlO y /l 


PLT 


203 xl07l 


CD4 
count 


42 


Na + 


139mmol/l 


r 


4.3 mmol/1 


Creatinine 


120 umol/1 


ESR 


65 mm/hr 


CT brain 


unremarkable 


LP 


high opening pressure (25mm H 2 0, 
CSF protein 0.79g/dl, 15 
lymphocytes/mm 3 , glucose 1.7 
mmol/1) 



Which of the following represents the most likely 
diagnosis? 

CMV meningitis 



• 



(? 



Tuberculous meningitis 
Herpes encephalitis 
Cryptococcal meningitis 
Neisseria meningitis 



No.: 370 
Cryptococcal meningitis 

Patients may present with a very rapid deterioration 
in their mental state, with LP findings indicating a 
high opening pressure, raised CSF protein, 
lymphocytes or neutrophils in the CSF, and low CSF 
glucose. Occasionally, cryptococcus is actually 
identified in the CSF. His CD4 count is low, which 
makes it highly likely he has co-existent HIV 
infection. Tuberculous meningitis is likely to present 
with a more chronic course, and herpes encephalitis 
would not normally be associated with a raised CSF 
protein. Amphotericin B is the drug of choice for 
treating the condition. 



-j 






O 
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No.: 371 

A 32-year-old man is admitted from the Emergency 
department after suffering a collapse with severe 
headache after chasing a man who had stolen alcohol 
from his shop. He has no other past medical history of 
note, although you understand his father and an aunt died 
at a young age of strokes. On examination he has a BP of 
185/105 mmHg and retinal changes consistent with 
hypertensive retinopathy. 
Investigations; 



Hb 



WCC 



PLT 



Na + 



K + 



Creatinine 



Abdominal 
ultrasound scan 



CT brain 



Urine 



12.3 g/dl 



4.9 xlOVl 



202x1071 



138 mmol/1 



4.3 mmol/1 



110 umol/1 



right adrenal mass, multiple 
bilateral renal cysts 



evidence of possible cerebellar 
mass, no evidence of 
intracerebral haemorrhage 



protein -, blood + 



Which of the following is the most appropriate next 
investigation? 

Adrenal biopsy 

24hr urinary catecholamines 






(? 



24hr urinary 5 -HI A A 
MRI brain 
Cystoscopy 



No.: 371 

24hr urinary catecholamines 

The suspicion from the history and the investigation 
findings given above is that he is suffering from a 
phaeochromocytoma. His cerebellar mass may be a 
cerebellar haemangioblastoma. CNS 

haemangioblastomas are present in around 70% of 
patients with Von-Hippel Lindau and retinal lesions 
are another common finding. Multiple renal cysts, 
which may be subject to malignant transformation, 
are a finding in around % of patients. Most 
importantly of all however is appropriate 
confirmation of the possible phaeochromocytoma, so 
that appropriate anti-hypertensive therapy can be 
instigated before this man undergoes a number of 
operative procedures and investigations. 



-j 






O 
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No.: 1 

A 51 -year-old woman presents with a 6 -month history of 
facial flushing. She is known to be hypertensive and is a 
type-2 diabetic. Her current medications include 
bisoprolol, diltiazem, metformin and aspirin. She says 
the flushing only affects her face, that it can occur at any 
time and lasts for hours, there is no rash associated with 
the flushing and there are no other associated symptoms. 
It became much more noticeable after her blood pressure 
medication was changed. 

Which of the following is the most likely explanation 
for this patient's flushing? 



♦ 



♦ 



Rosacea 

Menopause 

Iatrogenic 

Anxiety 

Mitral valve disease 



No.: 1 

Iatrogenic 

Most women who complain of flushing do suspect the 
menopause, but it is important to remember the 
other causes. Patients complaining of associated 
symptoms of sweating waking them at night are 
likely to be menopausal Symptoms of anxiety and 
hyperthyroidism (another common cause of flushing) 
can often be confused. Calcium-channel blockers are 
a common cause of facial flushing, which can often be 
continuous and persistent. 



No.: 2 

A 45 -year-old office worker presents with a sudden 
onset of itchy raised lesions all over her body affecting 
her arms, legs and face for the last 3 weeks. It was 
partially relieved by desloratidine (antihistamine). Her 
GP prescribed 30 mg prednisolone for 3 days, which has 
afforded little benefit. You make a diagnosis of urticaria. 
What is your next management option? 

Refer for skin-prick testing 

Send routine blood tests including FBC for 
eosinophil level 



Increase prednisolone to 60mg for 7 days 



No.: 2 

Prescribe cetirizine 10 mg od instead of desloratidine 

There is no place for blood tests in the management 
of urticaria. It may occur as part of either an allergic 
or non-allergic process. A history of previous allergy 
or allergic contacts should be sought as well as of 
course a general history of other medical conditions 
and drugs (aspirin, NSAIDs, antibiotics, herbal 
treatments). However routine testing for a wide range 
of allergies is not usually helpful and is not routinely 
recommended. Most patients find that 
antihistamines, at a regular dose, give some relief. 
Prednisolone works far too slowly. 



♦ 



Prescribe cetirizine 10 mg od instead of 
desloratidine 

S 

Prescribe cetirizine 10 mg bd instead of 

desloratidine 
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No.: 3 

A 45 -year-old man presented with fever, widespread 
rash and confusion. His only past history of note was 
Sydenham's Chorea and a number of recent dental 
extractions. While in hospital his rash, which initially 
looked like petechial haemorrhages, worsened and 
developed into a purpuric rash heavily concentrated on 
his trunk and lower limbs. Over the weekend he 
developed an episode of ataxic hemiparesis that 
resolved. When he was seen on the Monday-morning 
ward round he complained of incoordination of his right 
arm. A CT head showed evidence of small infarcts in a 
number of areas. A lumbar puncture was performed. The 
only abnormality is a raised protein of 0.7 g/1 (normal < 
0.5 g/1). HSV PCR is negative. He is still spiking 
temperatures of up to 39 1°C and the rash is not subsiding 
despite treatment with cefuroxime and aciclovir. 
What is the next most important investigation that 
needs to be done to establish the diagnosis? 



♦ 



MRI brain 

Transoesophageal echocardiography 

Cryoglobulins 

Serum antiphospholipid antibodies 

Blood cultures 



•A 



No.: 3 

Transoesophageal echocardiography 

A patient with persistent fever, rash and embolic 
events must have an urgent TOE to exclude infective 
endocarditis. A diagnosis of cerebral lupus cannot be 
excluded, but with evidence of infarcts it is not first in 
the differential diagnosis. Blood cultures are 
necessary but not the next most important diagnostic 
investigation. 



,j 
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No.: 4 

A 76-year-old lady presents with the skin lesion shown 
below on the anterior of her shin. She thinks that is 
increasing in size. She is also seen in another hospital for 
another condition. She takes medications regularly but 
cannot remember the name of the tablets. 




Which is the most likely diagnosis? 



♦ 



• 



Psoriasis 

Sarcoidosis 

Basal cell carcinoma 

Systemic lupus erythematosus 

Diabetes mellitus 



No.: 4 

Diabetes mellitus 

Early necrobiosis lipoidica diabeticorum is often 
difficult to diagnose as it is psoriatic in nature and 
telangiectasia are seen on the waxy surface. Fewer 
than 1 % of diabetic patients have this but most with 
it have diabetes mellitus. Lesions appear as one or 
more discoloured areas on the fronts of the shins, 
shiny, atrophic and brown-red or slightly yellow. The 
margin may be erythematous or violet. Minor injury 
can be slow to heal. 



,j 
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No.: 5 

A 5 5 -year-old lady was admitted under the liver team 
with alcoholic liver disease. She was commenced on 
primary prophylaxis for spontaneous bacterial peritonitis 
and discharged from hospital five days later. A week 
later she develops well- demarcated erythema over the 
front of her legs and large blisters over her knees and 
dorsum of her feet after a short sunbathing spree in the 
park. On examination there are no other abnormalities on 
the skin elsewhere. 

Which is the most likely diagnosis? 

Porphyria cutanea tarda 



♦ 



Polymorphic light eruption 
Pemphigus vulgaris 
Phototoxic reaction 



Sunburn reaction 



No.: 5 
Phototoxic reaction 

Phototoxicity has been described for all quinolones 
including ciprofloxacin Porphyria cutanea tarda 
could account for the blisters, but patients tend to 
have other skin manifestations e.g. blisters, erosions 
and milia on exposed parts of the face and backs of 
the hand in response to sunlight. Polymorphic light 
eruption affects exposed areas and often results in 
blistering although the face is often spared. It is 
usually preceded by a long history of sun intolerance. 



No.: 6 

A 27 year old presents with a thickened erythema over 
the right shoulder. She has noticed the skin becoming 
darker. New areas have also appeared on the trunk and 
right thigh. The skin has become thicker in these areas 
too. Six weeks earlier she was admitted to hospital 
following an accident off her boyfriend's motorcycle. 
She is otherwise fit and well. She takes antacids 
occasionally, which she buys over the counter. She is a 
non-smoker and drinks approximately 20 units a week. 
On examination the temperature is 36.8 °C; blood 
pressure is 120/85 mmHg; pulse 70 beats/min. 
Respiratory, cardiovascular and neurological 
examinations are unremarkable. Examination of the 
abdomen reveals mild tenderness only. 

What is the most likely diagnosis? 

Diffuse systemic sclerosis 



No.: 6 



Morphoea 



Morphoea or localised scleroderma usually presents 
as a plaque of indurated mauve skin which later 
becomes waxy and either pale or hyperpigmented 
with absent hair and sweating. Young adults aged 20 
to 40 years are affected commonly. The cause is 
unknown but may be provoked by trauma or 
infection Extensive morphoea may mimic systemic 
sclerosis, but diners in the absence of systemic 
disease, Raynaud's phenomenon and hand lesions. 
Autoantibodies are usually negative. Plaque 
morphoea may improve spontaneously but local 
steroids, topical and oral vitamin D analogues and 
light therapy can be used. 



• 

♦ 



Morphoea 

Limited systemic sclerosis 
Eosinophilic fasciitis 
Shoulder-hand syndrome 
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No.: 7 

A 30 -year-old gentleman presents with the following 
rash. It started as a lesion on the knuckles a year ago. 
Over the last six months it has spread to the arm, trunk 
and back. He has also noticed some weight loss and 
malaise. 




Which of the following may be associated with this 
skin appearance? 



• 






Hodgkin's lymphoma 
Hyperthyroidism 
HIV infection 
Non-Hodgkin's lymphoma 
Systemic lupus erythematosus 



•A 



No.: 7 

HIV infection 

The diagnosis is disseminated granuloma annulare. 
The cause of granuloma annulare is largely unknown 
and there was thought to be an association of 
disseminated disease with diabetes mellitus. This has 
been put in doubt by a number of case control 
studies, although the case is not yet proven either 
way. There are also numerous reports of association 
of granuloma annulare with HIV infection. 
Clinically, lesions lie over the knuckles and are 
composed of dermal nodules fused into a rough ring 
shape. On the trunk many lesions may have a purple 
tinge to them. Lesions usually resolve over 2-3 years. 
Stubborn lesions respond to intralesional 
trimacinolone or systemic immunosuppressants. 



"'J, 
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No.: 8 

A 5 6 -year-old lady presents with a spot on her right leg 
which over the last nine months has become 
erythematous and broke down to form a painful rapidly 
spreading ulcer. She currently takes diclofenac and 
lansoprazole for arthritis. She had a similar episode 2 
years ago and was given a reducing course of oral 
prednisolone, which completely cleared the lesion. She 
was seen by her general practitioner (GP) who 
prescribed oral antibiotics, and after a week there has 
been no improvement. 

On examination the temperature is 37. 1°C. There is a 
large necrotic ulcer on the right shin with a well-defined 
rolling edge. There are no other skin changes seen. 
There is no neurological deficit in the lower limbs. 
Pedal pulses are present and bounding in nature. 

Which is the most likely diagnosis? 



♦ 



♦ 



Rheumatoid ulcer 
Vasculitic ulcer 
Venous ulcer 
Pyogenic granuloma 
Pyoderma gangrenosum 



•A 



No.: 8 

Pyoderma gangrenosum 

Pyoderma gangrenosum occurs when an inflamed 
nodule or pustule breaks down centrally to form an 
expanding ulcer with a characteristic undermined 
bluish edge. The condition is not bacterial in origin 
but its pathogenesis (probably immunological) is not 
fully understood. It can occur in the absence of 
underlying disease but tends to be associated with: 

• ulcerative colitis 

• conditions causing polyarthritis e.g. rheumatoid 
arthritis 

• Crohn's disease 

• monoclonal gammopathies 

• leukaemia (bullous form of pyoderma) 

Lesions can be single or multiple. The condition tends 
to respond to systemic steroids but not antibiotics, 
and they usually heal leaving papery scars. 

Vasculitic ulcers are usually deep and punched out. 
Venous ulcer is unlikely in the absence of signs of 
venous hypertension i.e. lipodermatosclerosis. 
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No.: 9 

An 18 -year- old Moroccan girl who returned to the UK four 
months previously attends with a two-day history of the 
following painful lumps on her forearms and shins. 




She gives a six-week history of intermittent night sweats, fever 
and general malaise. During mis time she has had intermittent 
lower abdominal pain and heavy periods. She has taken aspirin 
for the pain. She has no drug allergies and has no past medical 
history of note. 

On examination she is pyrexial (temperature 38l°C) and thin. 
Respiratory, cardiovascular, abdominal and neurological 
examinations are unremarkable. Vaginal examination reveals 
tenderness in right adnexa. 



Chest X-ray 


no abnormality detected 


Abdominal X-ray 


no abnormality detected 


Antinuclear antibo y 


negative 


Hepatitis B surface 
antigen 


negative 


Sputum: Ziehl-Neelsen 
(ZN) stain 


negative 


High vaginal swab 


pus cells ++; ZN stain and 
culture pending 



What is the most likely diagnosis? 



♦ 
♦ 

♦ 



Sarcoidosis 
Tuberculosis 
Polyarteritis nodosa 
Toxic shock syndrome 
Crohn's disease 



No.: 9 
Tuberculosis 

This young girl has erythema nodosum, which may 
affect parts of the body other than the shins. She is 
from Morocco and so tuberculosis is high on the 
differential diagnosis. The only other physical finding 
is the tenderness on vaginal examination and this 
pathology in the ovarian tubes suggests a diagnosis of 
unilateral salpingitis secondary to tuberculosis. This 
can occur in the absence of respiratory infection or 
signs. Crohn's disease can present with abdominal 
pain and erythema nodosum. Polyarteritis nodosa is 
usually associated with bowel pathology, positive 
hepatitis B and may be associated with low level 
positive ANA (anti-nuclear antibody) titres, because 
there is no significant history of bowel disturbance, 
and hepatitis B is negative, PAN is unlikely. 
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No.: 10 

A 27-year-old lady presents with a 9-month history of 
headaches and a worsening rash on her face. Her appetite 
has increased a little, although she has always been 
overweight, she is concerned that this has further 
increased over the past year or so. Her BMI is 3 1 . 







Which underlying diagnosis should you consider? 

Congenital adrenal hyperplasia 






Systemic lupus erythematosus 

Hypothyroidism 

Sarcoidosis 

Polycystic ovarian syndrome 



No.: 10 

Polycystic ovarian syndrome 

Acne presenting at a later stage (beyond aged 20 
years) should always prompt investigating a possible 
secondary cause. Acne accompanying polycystic 
ovarian syndrome is caused by modestly raised 
circulating androgen levels. It should always be 
considered in obese females with oligomenorrhoea, 
secondary amenorrhoea or infertility. Glucose 
intolerance, dyslipidaemia and hypertension may be 
other features. 



"'J, 
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No.: 11 

A 3 3 -year-old male returned a fortnight ago from an 
eight-month business trip with colleagues to Peru. He 
noticed a few papules on his trunk. Two of these have 
evolved to form superficial ulcers. He feels well in 
himself otherwise and denies fever, diarrhoea or 
headaches. He does remember having a flu-like illness 
while he was in Peru. 

Which is the most likely diagnosis? 

Cutaneous leishmaniasis 
Cutaneous larva migrans 
Eschar of tick typhus 
Dengue fever 
Cutaneous tuberculosis (TB) 



No.: 11 

Cutaneous leishmaniasis 

Cutaneous leishmaniasis is the most likely diagnosis 
from the history. The incubation time is 7 days to few 
months. In cutaneous larva migrans worm-like 
lesions have an incubation period 1-4 days and are 
found mainly after holidays to Caribbean beaches. 
The eschar of tick typhus is a papule, which evolves 
to a black scab and is found in Southern Africa. It 
also has an incubation period of less than 7 days. 
Dengue fever occurs in tropical countries with an 
incubation period of under two weeks and is 
associated with systemic features and a morbilliform 
rash. 
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A 37-year-old Turkish gentleman is referred by his 
general practitioner (GP) with the following warty skin 
lesion. 




His girlfriend is worried that it has worsened over the 
last nine months. He feels that sometimes it completely 
clears up by itself. He has not tried any treatments. It has 
recently become itchy and he has been finding sexual 
intercourse painful. More recently he has noticed an 
itchy lesion on the dorsum of his big toe too. 



What is the diagnosis? 



♦ 






Lichen planus 
Lichen sclerosus 
Psoriasis 
Genital warts 
Secondary syphilis 
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Lichen planus 

Lichen planus is of unknown aetiology. Its association 
with autoimmune diseases like vitiligo, alopecia 
areata and ulcerative colitis suggests that it too can 
be mediated immunologically. Typical lesions are 
violaceous or lilac-coloured intensely itchy flat- 
topped papules arising on the extremities. Genital 
skin is similarly affected in the absence of oral, nail 
or other skin findings. In 50% of patients there are 
oral lesions e.g. white asymptomatic lacy lines, dots 
or plaques. In 10% of patients there are nail changes 
e.g. longitudinal ridging and destruction of the nail 
bed. Potent topical steroids are the treatment of 
choice. 
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A 19-year-old gentleman attends with a nine-month 
history of a lesion on the head of his penis. He is very 
anxious that it is rather unsightly. He tells you that he 
has a skin condition affecting the rest of his body, which 
he thinks is eczema. 




The lesion doesn't cause severe symptoms, apart from 
being a little sore and itchy at times. 

What is the most likely diagnosis? 






Psoriasis 

Discoid eczema 

Lichen planus 

Lichen sclerosus et atrophicus 

Vitiligo 
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Psoriasis 

Psoriasis is often difficult to recognise and distinguish 
from tinea and eczema in the genitalia. There are 
often skin changes elsewhere. In this case the patient 
had incorrectly self-diagnosed eczema. The 
erythematous scaling plaque is clinically diagnostic. 
In the groin it is often not scaly but glistening and 
well demarcated. The treatment is moderately potent 
topical steroids in the first instance. 
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A 58-year-old self-employed gentleman presents with a four- 
month history of progressive dyspnoea and fatigue. He 
complains of a painful rash on the backs of his hands with 
similar skin lesions on the dorsum of his feet and on his ears. 
It is worsened if he goes out in the sun without adequate sun 
protection. 



On further questioning he has noticed a significant weight loss 
with reduced appetite. He takes regular analgesics for 
migraines. He is allergic to penicillin. He is a non-smoker and 
drinks alcohol socially. 



On examination the following results are obtained: 


Haemoglobin (Hb) 


lOg/dl 


Mean corpuscular volume (MCV) 


70 fl 


White cell count (WCC) 


8.0 x 1071 


Platelets 


490 x 1071 


C-reactive protein (CRP) 


40mg/l 


Erythrocyte sedimentation rate (ESR) 


30mm/h 


Creatine kinase 


360 IU/1 (17-148 IU/1) 


Antinuclear antibody 


negative 


Chest examination 


right basal crackles 


Abdominal examination 


unremarkable 


CNS examination: 


Cranial nerves 


intact 


Tone 


normal throughout 


Reflexes 


intact 


Power 


5/5 except hip flexors 4/5 



Downgoing plantars bilaterally. No sensation deficits. 
What is the most likely diagnosis? 



♦ 



Systemic lupus erythematosus 
Polymyositis 
Polymyalgia rheumatica 
Guillain-Barre syndrome 
Dermatomyositis 
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Dermatomyositi s 

Dermatomyositis is an autoimmune skin condition 
characterised by insidious, symmetrical, proximal 
muscle weakness resulting from muscle 
inflammation Autoantibodies to striatal muscle are 
found. The skin signs are characteristic: 

• heliotrope rash: lilac discolouration around eyes 

• malar erythema and facial oedema 

• Gottren's papules (seen in picture): lilac atrophic 
papules over knuckles 

• erythema and telangiectasia of nail folds. 

The skin signs can appear much earlier than the 
muscle symptoms. Malignancy is associated with 
dermatomyositis in up to 30% of patients above the 
age of 40 years. The neoplasias most commonly seen 
are breast, lung, ovary and stomach. In this 
gentleman it probably coincides with a stomach 
malignancy. Treatment is with high-dose steroids and 
immunosuppressants. Management of the driving 
malignancy often leads to resolution of the cutaneous 
symptoms. 
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A 33-year-old lady presents with 2-day history of a 
generalised papular rash affecting the trunk and arms. 
Over the last 24 h she has been complaining of fever and 
swelling of her face. She was recently diagnosed with a 
brain tumour and is receiving radiotherapy at another 
hospital. Her current medications include phenytoin, 
paroxetine, diazepam and lansoprazole. 
On examination she is afebrile. There are papules and 
pustules on the trunk and upper arm sparing the face. 
There is some facial oedema but no stridor. There is 
cervical lymphadenopathy. 
Respiratory examination is unremarkable. 
Neurological examination is as follows: 



Cranial nerves: 


Partial right- sided 
ptosis 






Lower R VII n 
palsy 




Peripheral 
nervous system: 


Right lower limb 

weakness 

proximally 






Brisk reflexes 
throughout 






Right extensor 
plantar 




Haemoglobin 


12.4 g/dl 


White cell count (WCC) 


14 1071 


Lymphocytes 


4.0 1071 


Eosinophils 


0.7 1071 


Platelets 


420 1071 


Na + 


132 mmol/1 


K + 


4.9 mmol/1 


Urea 


6.9 mmol/1 


Creatinine 


125 umol/1 



What is the most likely diagnosis? 

Bacterial meningitis 






♦ 



Erythema multiforme 

Drug hypersensitivity syndrome 

Fixed drug eruption 

Toxic epidermal necrolysis 
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Drug hypersensitivity syndrome 

Drug hypersensitivity syndrome is a serious 
hypersensitivity reaction pattern that tends to occur 
3-6 weeks after commencing certain drugs, 
particularly anticonvulsants and antimicrobials with 
fever, facial oedema, generalised papulopustular or 
exanthematous rash, lymphadenopathy, or hepatitis. 
This is sometimes associated with nephritis, 
pneumonitis, myocarditis and hypothyroidism with 
eosinophilia and mononucleosis. The drug 
hypersensitivity syndrome responds to oral steroid 
treatment. It should be noted that in patients already 
taking steroids, the signs of drug hypersensitivity 
may be masked to some degree. 
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You are called to the neurosurgical ward by the senior 
house officer. He is worried about a 25 -year-old man 
who has been on the ward for almost two weeks 
following a neurosurgical procedure. He was started on 
carbamazepine postoperatively and has been doing 
remarkably well. He is due to go home tomorrow but 
today has been feeling unwell and is worried that the 
skin on his body is very red. He did spend a large part of 
the day out in the hospital grounds. In the last few hours 
his pulse rate has increased to 130 beats/min and he is 
feeling very unwell. He has also noticed blistering over 
his arms in the last hour. 

Which of the following is most likely to improve 
prognosis? 

Intravenous (iv) hydrocortisone 



♦ 



Ciclosporin 

Broad-spectrum antibiotics 

Rapid withdrawal of responsible drug 

Oral prednisolone 
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Rapid withdrawal of responsible drug 

This gentleman has developed toxic epidermal 
necrolysis (TEN) secondary to the carbamazepine. 
Toxic epidermal necrolysis is a potentially life- 
threatening skin disorder that most commonly is 
drug induced. However, other etiologies, including 
infection, malignancy, and vaccinations, may exist. 
Toxic epidermal necrolysis is idiosyncratic, and its 
occurrence is not predicted easily. Some authors 
believe Stevens-Johnson syndrome (SJS) is a 
manifestation of the same process, with TEN 
representing more extensive necrotic epidermal 
detachment. The risk of death in patients with toxic 
epidermal necrolysis can be accurately predicted by 
the toxic epidermal necrolysis -specific severity-of- 
illness score (SCORTEN). A score of 0-1 indicates a 
mortality risk of 3.2%; score of 2, 12.1%; score of 3, 
35.3%; score of 4, 58.3%; and a score of 5 or more, 
90%. Each of the following independent prognostic 
factors is given a score of one: Age of greater than 40 
years; Heart rate of greater than 120 beats per 
minute; Cancer/hematologic malignancy; Involved 
body surface area of greater than 10%; Serum urea 
level of more than 10 mmol/L; Serum bicarbonate 
level of less than 20 mmol/L; Serum glucose level of 
more than 14 mmol/L. The condition requires 
intensive therapy with nursing on air-fluidised 
mattresses, as the skin is so fragile. Any potentially 
responsible drug should be withdrawn as quickly as 
possible: one observational study showed a reduction 
in mortality from 26% to 5% when the implicated 
drugs with short elimination half-lives were 
withdrawn no later than the day the blisters or 
erosins first developed. Routine use of prophylactic 
broad-spectrum antibiotics and steroid therapy 
remains controversial, as does the use of IV 
immunogloblins. Plasmapheresis may have a role in 
the management of some cases. 
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A 24-year-old Japanese city banker presents with 
recurrent mouth ulcers. He was seen by oral surgeons, 
who prescribed chlorhexidine mouthwashes and oral 
aciclovir. He has used prednisolone lozenges in the past 
with good effect. More recently the ulcers have been 
occurring more frequently and are more painful. In the 
last two days he has felt pain at the tip of his penis 
particularly when having sexual intercourse. When 
questioned he denies any problems with his eyes. He is a 
keen footballer and occasionally gets injuries to his 
knees when he has to take ibuprofen to obtain relief 
Recently though he has not managed to make the 
competitive matches as he has felt so tired after work. 
He denies any weight loss and his appetite is unchanged. 
He is currently taking oxytetracycline prescribed by his 
general practitioner (GP) for his acne vulgaris. He also 
has a history of irritable bowel syndrome. 
On examination there are multiple aphthous ulcers in the 
oral cavity. There is also a small aphthous ulcer on the 
tip of the penis. 

Cardiovascular, respiratory and neurological 
examinations are unremarkable. 

Abdominal examination reveals mild diffuse tenderness 
but no masses. Rectal examination reveals no 
abnormality. 



Blood results are as follows: 



> 



Haemoglobin (Hb) 


12 g/dl 


White cell count (WCC) 


9.0 x 10 9 /1 


Platelets 


400 x 10 9 /1 


Na + 


140 mmol/1 


K + 


4.0 mmol/1 


Urea 


6.8 mmol/1 


Creatinine 


100 umol/1 


Erythrocyte sedimentation rate 
(ESR) 


20mm/h 


Antinuclear antibody 


Negative 


Anti-dsDNA antibody 


Negative 



What is the most likely diagnosis? 

Crohn's disease 



• 



Behcet's syndrome 
Reiter's disease 

Herpes simplex type I infection 
Systemic lupus erythematosus 
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Behcet's syndrome 

Behcet's disease is a chronic multisystem disease, 
most prevalent in the Mediterranean, Middle East 
and Japan. It is largely a diagnosis of exclusion and 
can often be confused with Crohn's disease and 
therefore the latter must be excluded. It is a systemic 
vasculitic disorder involving arteries and veins with a 
tendency to thrombosis. In over 90% of cases there 
are painful oral aphthous ulcers, in over 70% genital 
aphthous ulcers and in over 50% ocular 
inflammation occurs. Other features include 
arthritis, central nervous system involvement and 
skin lesions e.g. erythema nodosum, folliculitis and 
acneiform lesions on the face. It commonly takes on a 
relapsing and remitting course. Treatment is largely 
symptomatic, and in the case of eye disease it is aimed 
at reducing the progression of disease. 
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A 47-year-old man is referred with a 1-year history of a 
lesion developing on the right upper lip, which has 
steadily enlarged. There is no history of itching or 
bleeding. He was noted to be a keen user of sunbeds, 
which he found helped to relieve his chronic back pain. 
Examination revealed a firm nodular lesion below the 
right nasolabial fold. 

What is the most likely diagnosis? 

Nodular cutaneous amyloid 



♦ 



♦ 



Basal cell carcinoma 
Squamous cell carcinoma 
Actinic keratosis 
Pyogenic granuloma 
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Basal cell carcinoma 

The most likely diagnosis is that of a basal cell 
carcinoma (BCQ. This is the most common non- 
melanoma skin malignancy. Nodular cutaneous 
amyloid is a differential even in this age group but is 
so rare that it certainly doesn't constitute as the most 
likely diagnosis. BCCs or rodent ulcers most 
commonly occur in middle-aged or elderly fair- 
skinned individuals who have experienced extensive 
sun exposure regardless of the form. Most occur on 
the face, but they do sometimes occur on the limbs 
and trunk. It usually starts as a small translucent 
papule with obvious telangiectasia over the surface. It 
gradually increases in size when the centre may 
ulcerate and crust. Treatment is complete excision 
with a margin of normal skin. 
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A 26 -year-old gentleman has been complaining of severe 
itching over his elbows (see figure), lower back and his 
scalp. He has noticed some weeping lesions on his scalp. 
When questioned he also admits to feeling more tired 
recently. 




What is the diagnosis? 

Bullous pemphigoid 
Scabies 

Atopic eczema 
Dermatitis herpetiformis 
Psoriasis 



•A 
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Dermatitis herpetiformis 

Dermatitis herpetiformis is a disease of young adults 
and presents with severe itching especially at night. 
Lesions in dermatitis herpetiformis have a 
characteristic distribution very similar to that of 
psoriasis, involving the extensor aspects of limbs, the 
buttocks and the natal cleft. Often the blisters are not 
obvious and the disease may present as excoriated 
papules. It can easily be confused with eczema on 
examination. It is important to diagnose as it is 
associated with a gluten-enteropathy. The diagnosis 
can be confirmed by finding anti-gliadin antibodies in 
the blood and characteristic immunoglobulin A (IgA) 
deposits on the upper surface of the dermis on 
immunofluorescence of normal skin. Initial treatment 
is with dapsone which will stop the itching within a 
few hours. A gluten-free diet will eradicate the IgA 
from the dermal papillae in 9-12 months and the 
itching will stop. 
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A 26 -year-old lady presents with an enlarging 6 cm firm 
hypopigmented patch at the umbilicus which had 
appeared shortly after she had her belly-button pierced 
the previous year. She is anxious about it as it appears to 
be enlarging and now she can't wear any jewellery at the 
site. 

She has no other skin lesions elsewhere and no other 
medical problems. She takes no medications regularly 
and has no allergies. She is smoker of 20/day and drinks 
alcohol occasionally. 

What is the diagnosis? 



♦ 
♦ 
♦ 



♦ 



Tinea corporis 

Post-inflammatory hyp opi gmentati on 

Vitiligo 

Lichen planus 

Localised scleroderma 
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Localised scleroderma 

Morphoea (localised scleroderma) is a localised 
thickening of the dermis due to excess collagen with 
loss of appendages (sweat glands and hair follicles). It 
occurs at any age (peak incidence 20-40 years) and is 
more common in females. The lesions are firm oval 
plaques with a shiny smooth surface. The edge can be 
purple or brown. It feels thickened compared to the 
surrounding skin. Rarely, it may be linear. It can 
occur after skin trauma and radiation, and patients 
with existing scleroderma are at risk of developing 
further lesions at sites of subsequent trauma. These 
patients should be advised of the further risk of 
localised disease when considering cosmetic 
piercings. The lesions usually resolve spontaneously 
over time, but sometimes topical steroids can be 
helpful in the inflammatory stage. 
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A 42-year-old Egyptian gentleman has had a number of 
spots on his nose for over 10 years. He was seen when in 
Cairo by his regular doctor who told him there was little 
he could do. It doesn't give him any trouble but he finds 
it unsightly. 




What is the diagnosis? 

♦ 



♦ 



• 



♦ 



Cutaneous leishmaniasis 
Lupus pernio 
Lupus vulgaris 
Basal cell carcinoma 
Squamous cell carcinoma 
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Lupus vulgaris 

This gentleman has lupus vulgaris as a result of 
mycobacterium tuberculosis infection. It is a chronic 
tuberculous infection of the skin. It is exceedingly 
rare these days. Treatment is the same as that for 
pulmonary tuberculosis. 

Basal cell and squamous cell carcinomas that become 
infiltrated will be ulcerated and do not progress so 
rapidly. Lupus pernio occurs in patients with sarcoid 
commonly those of African-Caribbean origin. It is 
usually mauve/purple in colour. Cutaneous 
leishmaniasis occurs after a flu-like illness when 
patients develop papules which can ulcerate on the 
trunk The incubation time is 7 days to a few months. 
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A 4-year-old boy presents with a spreading rash 
affecting his lower face. 




He feels unwell and his mother tells you that he has been 
irritable over the last few days with reduced appetite. He 
has no previous history of skin disease. He takes no 
regular medications. On examination he has crusting 
lesions over his chin and left cheek. There in no oral 
involvement. General examination reveals no 
abnormalities. 

What is the best management? 






Intravenous flucl oxacillin 
Oral flucl oxacillin 
2% flisidic acid topically 
Flamazine topically 
Oral penicillin V 
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2% flisidic acid topically 

This young boy has impetigo which is a very 
superficial infection of the epidermis due to 
Staphylococcus aureus, a group A beta-haemolytic 
streptococcus or a mixture of both. Children are 
mainly affected since the organisms gain entrance 
through broken skin (cuts and grazes). It is very 
contagious. Typically it starts as vesicles, which 
rapidly break down to form honey-coloured crusts; 
less commonly there may be just a glazed erythema. 
Because the infection is very superficial, topical 
antibiotics are more effective than systemic. Once 
thick crust is removed, topical antibiotics such as 2% 
mupirocin (Bactroban), 2% fusidic acid (Fucidin) or 
0.3% neomycin ointment should be used. It should 
also be applied to the anterior nares at the same time. 
Oral penicillin V is useful in parts of the world where 
impetigo is due to a group A beta-streptococcus, to 
prevent acute glomerulonephritis occurring. 
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A 56-year-old lady presents with the following lesion on 
her shoulder which she has thinks she has had all her 
life. Her husband has noticed it has grown in size over 
the last few months. It is not itchy nor has it ever bled. 




She has no other medical problems and takes no regular 
medications. 



What is the diagnosis? 

Pigmented basal cell carcinoma 
Dysplastic naevus 



•A 






Benign lentigo 

Superficial spreading melanoma 

Lentigo maligna 
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Superficial spreading melanoma 

A malignant melanoma is a malignant tumour of the 
melanocytes. Two-thirds arise from normal skin and 
one-third arise from a pre-existing mole. Superficial 
spreading malignant melanomas occur as malignant 
melanocytes migrate laterally along the dermo- 
epidermal junction, and have a good prognosis. It is 
important to diagnose melanomas while they are thin 
so that removal results in cure. Pigmented basal cell 
carcinoma (BCCs) are heavily pigmented lesions but 
have the appearance of a BCC - nodules with rolling 
edges. Benign lentigo is represented by a small 
pigment spot whic is sharply circumscribed and 
surrounded by normal looking skin. In contrast, 
lentigo maligna is characterised by an area of 
pigmentation which is poorly circumscribed and it's 
much more difficult to see the contrast versus normal 
skin. 
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A 58-year-old gentleman has a rash on his face. He tells 
you that he has had it for years. 




He lives with his wife and is independent and mobile. He 
takes amlodipine, pravastatin, ferrous sulphate and 
paracetamol regularly. He is allergic to penicillin. 

What is the diagnosis? 

Hereditary haemorrhagic telangiectasia 
Peutz-Jegher's syndrome 
Limited systemic sclerosis 
Idiopathic thrombocytopenia purpura 



. 



• 



Thrombocyte thrombocytopaenic purpura 
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Hereditary haemorrhagic telangiectasia 

This gentleman has hereditary haemorrhagic 
telangiectasia which is an autosomal dominantly 
inherited condition. Small red macules and papules 
occur around the mouth, on the lips, and fingers. 
These are associated with nose bleeds and 
gastrointestinal bleeding. Anaemia due to bleeding is 
treated with oral iron. The skin lesions do not need 
any treatment although pulse dye laser is very 
effective at removing them if unsightly. Peutz- 
Jegher's syndrome is another rare genetically 
determined condition which is characterised by 
brown macules on the lips, the skin around the 
mouth and the fingers and toes, occurring early in 
childhood. It is associated with small bowel polyps 
which can cause intussusception. 
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A 5 -year-old boy presents with his mother with a 6- 
month history of an itchy scalp. It began as a small red 
area on his scalp and many erythematous patches on his 
trunk which were equally very itchy. He was then 
prescribed griseofiilvin by his general practitioner which 
he took for 2 months. Since then he has been 
complaining of ongoing itch and scaling over his scalp. 
His mother is very anxious as she thinks his hair is 
thinning. More recently his 8 -year-old sister has been 
scratching her scalp too. 
On examination there is extensive scaling with 
excoriations in some areas. There is a small 2 x 3 cm 
area in the right parietal region of alopecia but with some 
hair regrowth. There is no active inflammation anywhere 
on the scalp or the body. There are no nail changes. 

What is the correct diagnosis? 



♦ 



a 



Head lice 
Scabies 
Eczema 
Psoriasis 
Tinea capitis 



•A 
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Tinea capitis 

The history is typical of tinea capitis. For children 
more often than not the symptoms following a 
suboptimal treatment course means that the signs are 
subtle. Treatment for tinea capitis in children is often 
given at a suboptimal dose of griseofulvin at less than 
10 mg/kg/day for a minimum of 3 months. Psoriasis 
of the scalp in children is rare. Head lice do not 
normally give a rash. Scabies is usually associated 
with all over body itching. The history of a sibling 
with similar problems supports a diagnosis of tinea 
capitis. 
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A 19-year-old girl presents with a rash over her left 
buttock. She finds it terribly itchy and it has been 
increasing in size recently. She has just returned from a 
gap year travelling around the USA. She has a history of 
atopic eczema as a child. She feels well in herself 
otherwise and is a non-smoker and drinks alcohol 
socially. She takes no regular medications and has no 
allergies. 




What is the best treatment option in the first 
instance? 

Moderately potent topical steroids 






Dithranol ointment 
Ketoconazole cream 
Oral doxycycline 
Oral itraconazole 
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Ketoconazole cream 

This lady has tinea corporis. This is due to 
dermatophyte fungi of the Microsporum, 
Trichophyton and Epidermophyton species. It 
presents with an asymmetrical erythema and itching 
with a well-defined edge. It is very important to 
obtain mycological confirmation of the diagnosis 
from skin scrapings before starting treatment. Since 
the infection of dermatophytes is in the keratin layer 
on the surface of the skin, topical treatment works 
better than systemic therapy. Fungicidal drugs such 
as terbinafine or imidazoles (e.g. ketoconazole, 
clotrimazole) are effective. 
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A 79-year-old woman presents with a widespread itchy 
rash. 



It affects the forearms and hands mainly, but there are 
similar ill-defined erythematous lesions on the trunk and 
upper thighs. Her face is unaffected. She lives in a 
residential home. She feels well in herself otherwise. She 
has been taking zopiclone tablets prescribed by her 
general practitioner recently to help her sleep, and has no 
allergies. 



What is the diagnosis? 



•A 






♦ 



Gram-negative folliculitis 

Drug eruption 

Atopic eczema 

Scabies 

Cutaneous T-cell lymphoma 
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Scabies 

The diagnosis of scabies is most likely given that this 
lady has an ill-defined eczematous rash which is not 
entirely typical of any other condition. Scabies is an 
infestation with the human scabies mite Sarcoptes 
scabei. It is transmitted by prolonged skin-to-skin 
contact with someone who has it. A fertilised female 
has to be transferred for the infestation to take place. 
She will then find a place to lay her eggs (a burrow); 
4-6 weeks later a secondary hypersensitivity rash 
occurs. This is characterised by intense itching 
particularly at night. The diagnosis is confirmed by 
finding one or more burrows in the finger web 
spaces. These are linear S-shaped papules 3-5 mm in 
length along the sides of the fingers or the front of the 
wrists. Treatment is with 0.5% malathion lotion 
(Derbac-M). It is necessary to treat all those in close 
contact even if asymptomatic, which means the entire 
residential home would need to be treated in the same 
way. 
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A 32-year-old Nigerian gentleman presents with the 
following intensely itchy rash on his neck. He has 
similar lesions on his trunk but they are smaller and less 
prominent. On examination he also has small 
hyperpigmented papules on his forearms and wrists. 




He gives a 6-month history of these lesions and recently 
he returned from a trip to Nigeria. He feels well in 
himself otherwise. He remembers having tuberculosis as 
a child and was treated for it in Nigeria. 

What is the diagnosis? 

Angiomata 

Cutaneous tuberculosis infection 



♦ 



Lichen planus 
Kaposi's sarcoma 
Keloid scars 
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Lichen planus 

The lesions in lichen planus in Caucasians are small, 
mauve flat-topped, shiny papules which sometimes 
have white streaky areas on the surface (Wickham's 
striae). They characteristically occur on the flexor 
aspect of the wrist but are often widespread on the 
trunk and limbs and may occur at sites of trauma. As 
the rash gets better the papules will change colour 
from purple to brown. The rash tends to last 9-12 
months before disappearing. In type V skin however, 
the lesions look different and they are often 
hyperpigmented. The residual post-inflammatory 
hypopigmentation occurs as a result of scratching. It 
is often a difficult diagnosis to make in these patients. 
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A 34-year-old gentleman is admitted to hospital feeling 
breathless on minimal exertion. 

While examining him you notice the following rash - he 
tells you that occasionally it is itchy but it has been there 
for at least 4 years. He has a family history of vitiligo. 




He is a non-smoker and drinks no alcohol. He takes no 
medications regularly and has no allergies. Physical 
examination apart from the rash is normal. He asks you 
what you think the rash might be. 

What is the best management option? 

Suggest Nizoral use in the shower 






Referral to a dermatologist 

Trial of mild-potency corticosteroids 



Reassure the patient and advise no treatment is 
available 



♦ 



Oral prednisolone 
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Suggest Nizoral use in the shower 

This gentleman has pityriasis versicolor - a scaly 
rash of varying colours. In different skin types it may 
be white, orange-brown or dark brown The lesions 
are small, less than 1 cm in diameter, usually round 
and always scaly when scratched. It is a disease of 
young adults and occurs predominantly on the upper 
trunk. It is due to an infection with a yeast known as 
Malassezia furfur, treatment with an antifungal 
shampoo such as Nizoral is effective. 
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A 67-year-old lady undergoes a right total hip operation 
under the orthopaedic surgeons. They contact you when 
she is seen in the follow-up clinic with an ulcer over the 
operation scar. Wound swabs and blood cultures showed 
no growth. Over the last week the ulcer has grown in 
size despite the patient taking flucloxacillin 250 mg qds. 
The patient is now also taking strongly potent analgesics 
to manage the pain. 

In her past medical history she has suffered from 
hypertension and rheumatoid arthritis. She is a non- 
smoker and drinks almost no alcohol. She has no 
allergies. 

The dermatologist is contacted and a skin biopsy is 
taken. 

What is the next step in her management? 



♦ 



♦ 



• 



Revision of operation 
Flucloxacillin 500 mg qds po 



Benzylpenicillin 1.2 g qds and flucloxacillin 1 g qds 
intravenously 

Prednisolone 60 mg od 



♦ 



Conservative measures only 
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Prednisolone 60 mg od 

This lady has developed pyoderma gangrenosum 
over the site of surgery - demonstrating pathergy. 
Pyoderma gangrenosum is a necrotising condition 
causing skin ulceration, and commonly occurs at sites 
of trauma. Its association with conditions such as 
rheumatoid arthritis is well documented. The 
diagnosis should always be considered in non-healing 
sterile ulcers, particularly when other risk factors are 
present. High-dose steroids will cause good resolution 
of the condition. 
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A 32-year-old woman presents with a 1-week history of 
cellulitis of the middle finger of her left hand. This has 
occurred twice before in the last year and resolved after 2-3 
weeks. On each occasion she presented with cellulitis and 
painful lymphadenopathy of the left axilla, and was treated 
with intravenous antibiotics. Wound swabs, blood cultures and 
fungal cultures were negative. 

On examination the patient had a vesiculo-pustular plaque on 
the distal phalanx with lesions on the ulnar border of the 
proximal phalanx. 




There was ascending lymphangitis on the dorsum of the left 
hand extending proximally to the mid-forearm, and painful 
lymphadenopathy. 

Prolonged tissue culture for acid-fast bacilli is sent. 
X-ray of the left finger shows no bony abnormality. 
Magnetic resonance imaging (MRI) of the left hand shows 
high signal within the soft tissue of the middle finger 
consistent with oedema. 

What is the best management option? 



Aciclovir 800 mg 5 times/day 
Anti-tuberculous medications 



Benzyl penicillin 1.2 g qds + flucloxacillin 1 g 
intravenously qds 



Prednisolone 60 mg od 
Surgical debridement 
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Aciclovir 800 mg 5 times/day 

This patient has recurrent cellulitis secondary to 
herpetic whitlow, a self-linriting disease with a 
reported incidence of 3 cases per 100 000 per year! 
Young adults are typically affected by HSV-2 (herpes 
simplex virus type 2) where a prodromal phase of up 
to 72 h is followed by a recurrence of 7-10 days' 
duration. Lymphangitis and lymphadenitis secondary 
to HSV infection is a recognised complication 
Lymphoedema of the hand and forearm may rarely 
develop. Acute infection should be treated with high 
dose oral aciclovir followed by lower doses (400 mg 
bd) as prophylaxis. Although this is not common it is 
very important to remember in cases of unexplained 
recurrent cellulitis. 
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A 3 6 -year-old gentleman presents with a painful 
blistering rash affecting his body. 




The lesions are very itchy and fragile. He has been 
feeling unwell and his appetite has reduced remarkably. 
On examination there are erythematous papules and 
blisters on the palms, dorsum of hands (see figure), 
forearms and a few on the trunk. The lips are eroded 
with multiple aphthous ulcers in the mouth. The eyes are 
injected. 



What is the most likely diagnosis? 

Pemphigus vulgaris 

y-. 

Erythema multiforme 
Stevens- Johns on syndrome 
Erythema nodosum 
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♦ 



Guttate psoriasis 
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Stevens-Johnson syndrome 

Erythema multiforme involving the mouth presents 
with multiple irregular erosions on the buccal 
mucosa. Extensive involvement of the mouth, lips, 
conjunctiva and genitalia is called Stevens-Johnson 
syndrome. The causes of this are similar to that of 
erythema mutiforme but are more likely to be drugs 
e.g. co-trimoxazole. 
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A 32-year-old male patient who smokes one packet of 
cigarettes per day is referred by his dentist. He has 
noticed whitish areas over the side of tongue (see 
picture), they don't come away when the tongue is 
brushed. 




What is the most likely diagnosis? 

Oral hairy leucoplakia (OHL) 






Candidiasis 
Squamous carcinoma 
Tobacco-associated leucoplakia 
Syphilitic mucous patch 
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Oral hairy leucoplakia (OHL) 

This is an oral mucosal disease first described in 
1984; it is associated with Epstein-Barr virus (EBV) 
and occurs almost exclusively in patients who are 
immunocompromised, particularly those infected 
with HIV. As well as being a sign of AIDS, it has also 
been described in association with inflammatory 
bowel disease and Behcet's. It is non-painful and the 
appearance of the white plaque may change slightly 
from day to day. Smoking more than a pack of 
cigarettes a day is correlated positively with 
development of OHL in men who are HIV positive. 
The risk of developing OHL doubles with each 300- 
unit decrease in CD4 count. Diagnosis is clinical, 
though biopsy may be helpful in some cases to 
exclude dysplasia or malignancy. Treatment is of the 
underlying disorder, most often with anti-retroviral 
therapy. 
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A 50-year-old lady is admitted for resection of a frontal 
lobe tumour. 

Several skin lesions on her back, like the one shown 
below, were noted by the senior house officer: 







What is the likely diagnosis? 

Multiple melanomas 






Seborrhoeic keratoses 
Cafe au lait spots 
Neurofibromata 
Acanthosis nigricans 
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Seborrhoeic keratoses 

Seborrhoeic keratoses are very common harmless 
skin growths that first appear during adult life - they 
are the commonest benign tumour in older 
individuals. They may also be called basal cell 
papillomas, senile warts or brown warts. They can 
itch, grow, and become cosmetically unattractive. 
Scratching seborrhoeic keratoses or trying to pick 
them off the skin can result in a secondary infection 
People sometimes have many seborrhoeic keratoses, 
and they may obscure the detection of a dysplastic 
nevus or malignant melanoma. Squamous cell 
carcinoma or basal cell carcinoma can rarely develop 
in association with a seborrhoeic keratosis. 
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A 3 5 -year-old farmer presents with a rash over his back, 
face, neck and forearms. He has a history of previous 
pulmonary TB as a child, but no other medical history of 
note. In the last week he has felt that his knees and hands 
have been stiff and painful. 

The appearance of the rash is shown below: 




What is the most likely diagnosis? 

Lyme disease 
Lupus vulgaris 



•A 






Discoid lupus erythematosus (DLE) 

Psoriasis 

Cattle ringworm 
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Discoid lupus erythematosus (DLE) 

This is a chronic, scarring, photosensitive dermatosis. 
A small number of patients with DLE may later 
develop systemic lupus erythematosus (SLE) and 
DLE can occur as a feature of SLE. DLE usually 
occurs as a skin manifestation alone without 
significant systemic features; however some cases will 
have positive autoantibodies (Rh factor) +/- low 
complement levels. Arthralgia may occur, and 
pruritis at the site of the lesions, but patients are 
often asymptomatic. DLE may be localised (head and 
neck) or widespread as in this case. Treatment is with 
sun protection, topical corticosteroids, oral 
antimalarial agents, and in severe cases systemic 
immunosuppressive therapy. 
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A 49-year-old man presents with a 3 -month history of 
painful mouth ulcers. He also mentions intermittent 
diarrhoea, and occasional colicky abdominal pain. Until 
a year ago his general health had been good, but he has 
felt generally unwell recently with diffuse aches and 
pains, and 6 months ago he required Ophthalmol ogical 
investigation and treatment for anterior uveitis. At this 
time he also developed superficial venous 
thrombophlebitis at 2 different venepuncture sites. 
These oral lesions are noted on examination (see 
picture below): 




What is the most likely diagnosis 



is? 



: 
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Behcet's disease 
Crohn's disease 
Ulcerative colitis 
Coeliac disease 
Sarcoidosis 
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Behcet's disease 

Recurrent painful oral aphthous ulcers are the most 
common lesions associated with Behcet's disease and 
occur in 99.3% of cases. Genital ulcers may also be 
present. At least 50% of patients who have Behcet's 
disease develop gastrointestinal symptoms: intestinal 
erosions and ulcers may cause abdominal pain, 
melaena, and perforation. This constellation of 
intestinal signs and symptoms may simulate Crohn's 
disease and other inflammatory bowel disorders. 
Ocular involvement is seen in about 70% of patients 
who have Behcet's disease; this is most often anterior 
or posterior uveitis. In most cases, the ocular 
symptoms follow the oral and genital ulcers by 3-4 
years, although ocular disease is the initial 
manifestation in about 20% of cases. Other 
manifestations include musculoskeletal 

(arthralgias/arthritis in 50%); skin (erythema 
nodosum, acneiform lesions, thrombophlebitis, and 
cutaneous hypersensitivity); central and peripheral 
nervous system (almost any manifestation); vascular 
lesions. The vascular involvement in Behcet 
syndrome is unique in that it is the only vasculitic 
disease that involves both the arterial and venous 
systems. Vascular complications, which occur in 7- 
40% of patients, include venous and arterial 
thromboses, vessel occlusions and stenoses, and 
aneurysm formation. Venous involvement typically 
includes superficial thrombophlebitis or deep venous 
thrombosis, usually of the lower extremities. The 
cause and pathogenesis of Behcet's disease remain 
unknown, but the tumour necrosis factor alpha 
(TNF-alpha) pathway is probably involved in the 
pathophysiology. Biopsies have shown vasculitis near 
lesions of Behcet's syndrome, including the oral and 
genital ulcers and lesions of the central nervous 
system and in the eyes; large vessels are affected by a 
vasculitis of the vasa vasorum. Vascular injuries may 
be superimposed on the hypercoagulability observed 
in some patients. 
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A 30-year-old mechanic, who is otherwise well with 
no other symptoms, presents with an itchy rash over 
both elbows (see picture below): 




What is the best initial management for relief of his 
symptoms? 

Beclomethasone cream 

Dapsone 






Dithranol 

Patch testing for occupational allergy 

Gluten free diet 
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Dapsone 

The picture shows dermatitis herpetiformis (DH), an 
immune-mediated blistering skin disease with an 
associated, most often asymptomatic, gluten-sensitive 
enteropathy (GSE). The rash is characteristically 
very itchy with blistering lesions over extensor 
surfaces. Although all patients with DH by definition 
have gluten-sensitive enteropathy, fewer than 10% of 
patients have bloating, diarrhoea, or symptomatic 
malabsorption. There is granular deposition of 
immunoglobulin A (IgA) at the dermal-epidermal 
junction of the skin. IgA -circulating immune 
complexes are present in 25-35% of patients with 
DH, although no association with disease severity has 
been noted. These immune complexes also have been 
noted in patients with isolated GSE, and have been 
believed to be related to the presence of the gut 
disease. Associations of DH include gastrointestinal 
and autoimmune diseases. Coeliac disease (gluten 
sensitivity in absence of DH) usually involves more 
severe and widespread intestinal involvement. An 
increased risk is seen of gastrointestinal lymphomas 
and non-Hodgkin's lymphoma. First-line treatment is 
with dapsone, which brings rapid improvement in 
most individuals. Gluten-free diet may also improve 
or control the symptoms in some (eventually allowing 
discontinuation of dapsone), but requires a very 
motivated patient, as the diet may be unpalatable and 
difficult to adhere to. Dapsone is usually given 
initially because it allows for faster recovery 
compared to gluten free diet alone, it is not without 
complications however so should always be used in 
tandem with gluten-free diet. 
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A 24-year-old lady is brought to the emergency 
department unconscious. She had been found collapsed 
in a shopping centre and a passer-by had called an 
ambulance. No other history is available. On 
examination her Glasgow Coma score was 5/15 and she 
has a temperature of 37.7°C. Her pupils are constricted 
bilaterally. 
This cutaneous lesion was noted on examination: 




What is the most likely cause for her 
unconsciousness ? 



Cerebral vasculitis 
Heroin overdose 
Toxic shock syndrome 
Infective endocarditis 
Meningococcal sepsis 
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Heroin overdose 

This lesion is caused by needle marks from 
intravenous (iv) injection She should be treated with 
naloxone to reverse the opiate overdose. Non-fatal 
overdose is common among heroin injectors - one 
study found overdose in two-thirds of people abusing 
iv heroin. Overdose is also strongly related to 
polydrug use, with the risk of this increased in 
relation to other drugs of abuse being taken 
(methadone, temazepam, alcohol etc). A London- 
based study found an increased standardised 
mortality ratio (SMR) of 17 times higher for female 
and male heroin users in the cohort compared to 
mortality in the non-heroin-using population aged 
15-59 years. 
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A 29-year-old man presents to his GP complaining of 
two patches on his chin that do not seem to be growing 
hairs. These have been present for many months and the 
patient, although not keen on shaving everyday, has been 
doing so as to avoid embarrassing looks when his 
stubble grows. He has been complaining of some itching 
in the same area of skin. He has delayed attending to this 
problem due to a recent personal life stress involving the 
death of his father. He is otherwise fit and well and is not 
on any medications. On examination he has two oval 
denuded patches on his chin. No epidermal changes were 
associated with the patches, but on closer examination it 
was noted that there were a few fine hairs present that 
tapered at their proximal end. No other patches of hair 
loss were noted over the rest of the body. 
What would be the most likely diagnosis in this 
patient? 



♦ 



HIV infection 
SLE 

Alopecia areata 
Ringworm 
Atopic dermatitis 
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Alopecia areata 

Alopecia areata (AA) is a condition characterised by 
recurrent non-scarring patches of hair loss that can 
affect any hair-bearing area of skin. In the areas 
affected, the skin is normal in appearance but there 
may be short, broken hairs that taper at the proximal 
end (exclamation point hairs) — this is a 
pathognomonic sign but is not always present. 
Patients may also complain of pruritus or a burning 
sensation in the affected skin areas. A positive pull 
test at the periphery of an affected area indicates that 
the disease is active and that further hair loss may 
occur. AA can occur at any age and affects both sexes 
equally. The natural history of the condition is 
unpredictable with no correlation existing between 
the number of patches at onset and the subsequent 
severity of the disease. Precipitating factors, such as a 
major life event, a febrile illness, drugs and 
pregnancy, can be found in some patients with AA 
but most patients fail to report a triggering factor 
preceding their episode of hair loss. Ringworm is a 
superficial fungal infection of the skin that begins as 
a small erythematous papule which spreads forming 
numerous papules in a typical ring form. The patient 
may complain of intense pruritus. Although A A may 
be associated with atopic dermatitis (AD), the latter is 
a chronic pruritic condition that usually begins in 
infancy with characteristic skin changes. 
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A 27-year-old man presented to his GP complaining of a 
rash in his groin. He had recently returned from a long 
trip overseas and had been treated for this rash by a 
cream given to him by a pharmacist in Bangkok. The 
patient thought it was an allergic reaction and so had 
asked for an appropriate cream but application of this 
cream had only made the rash worse. The patient reports 
that the rash has been quite itchy from the start. On 
examination, the rash has a scaly and raised sharp red 
border and spreads asymmetrically down the inner 
aspect of the thighs but does not involve the scrotum. 
The rash is slightly raised and is clearer centrally. 
What would be the most appropriate clinical 
investigation, if any, to perform in order to aid the 
diagnosis? 



Skin prick testing 
RAST test 



Skin swab and inoculation onto Sabouraud's 
dextrose agar 

Direct microscopic examination of KOH-treated 
skin scrapings 

No investigation since the diagnosis is obvious from 
the history and clinical appearance 
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Direct microscopic examination of KOH-treated skin 
scrapings 

Tinea cruris, also known as jock itch or ringworm of 
the groin, is a dermatophytoses that is more 
commonly seen in men It is transmitted via both 
direct contact between infected individuals and 
indirect contact with contaminated objects such as 
towels, bed linens and clothing. The affected area is 
sharply demarcated and has a scaly raised red 
border that spreads down the inner thighs from the 
groin in a symmetrical fashion, but asymmetrical 
involvement may occur. The scrotum is usually 
spared in distinct contrast with infections of this area 
by Candida. In acute infections, the rash may be 
moist and exudative and patients may complain of 
intense pruritus. Microscopic examination of a 
potassium hydroxide (KOH) treated skin scraping is 
diagnostic and reveals the typical long branch-like 
structure of the fungus. In this patient, he had been 
given a steroid cream from the pharmacist which had 
exacerbated the fungal infection. 
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A GP has referred a 19-year-old male refugee to the 
general medical clinic for an opinion. The patient's use 
of English is limited but no obvious medical history is 
elicited from the patient. The patient is on no 
medication. The patient appears to be developmental ly 
normal. On examination, the patient is noted to be fair 
skinned with white hair, he has white eyelashes and both 
irises have a pink hue. 
What is the likely diagnosis? 






♦ 



Ocular albinism 

Oculocutaneous albinism, type 1 
Oculocutaneous albinism, type 3 
Homocystinuria 
Phenylketonuria 
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Oculocutaneous albinism, type 1 

Albinism is one of the general hypopigmentary 
diseases that results from a defect in the production 
of the pigment melanin The conditions that fall into 
this classification include oculocutaneous albinism 
types 1-4, ocular albinism, Chediak-Higashi 
syndrome, Hermansky-Pudlak syndrome and 
Griscelli syndrome. 

Oculocutaneous albinism type 1 (OCA 1) presents 
with the complete absence of melanin in the hair, the 
skin and the eyes. This subtype is called OCA 1A. 
Other problems with the eyes in these patients 
include photophobia, moderate to severe reduction in 
visual acuity and nystagmus. However, a subgroup of 
OCA 1 can present with moderate pigmentation in 
these same tissues (OCA IB) and therefore their 
associated eye problems are not as apparent. 
The remaining forms of oculocutaneous albinism 
reflect an increased presence of melanin in the 
tissues. Ocular albinism patients usually have almost 
normal skin and hair colour but these tend to be 
lighter than their siblings, and this is especially 
apparent in darker-skinned populations. However, 
almost all of these patients have iris transillumination 
defects and present with congenital motor nystagmus 
that may be accompanied by reduced visual acuity, 
refractive errors, fundus hypopigmentation, lack of 
foveal reflex and strabismus. Homocystinuria is an 
inherited autosomal recessive defect resulting from 
defective methionine metabolism. 

These patients tend to have a typical physical 
appearance (long thin extremities, arachnodactyly, 
pale skin and hair), and unless the condition is 
diagnosed early and appropriate dietary restrictions 
started, the patients have other manifestations of the 
disease from early childhood. 

Phenylketonuria is another inherited autosomal 
recessive condition characterised by a defect in the 
pathway of phenylalanine metabolism. This condition 
is now routinely screened for at birth and 
appropriate dietary restrictions implemented. The 
patients tend to be of fair hair and skin but the other 
clinical manifestations of the disorder are mainly of 
historical interest. 

Note: patients suifering from albinism may dye their 
hair and eyebrows so the diagnosis is not immediately 
evident, especially if the patient wears dark glasses to 
avoid the light hurting their eyes. 
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3 5 -year-old butcher presents to his GP with several small 
'spots' on his right hand. He says these 'spots' have been 
present for several months and have increased in 
number. He is sure that there was only one at the very 
start but that adjacent fingers became involved with 
time. He is otherwise fit and well and is not on any 
medications. Examination of the patient's hand shows 
several skin-coloured exophytic nodules that are not 
inflamed. There is minimal scaling but the lesions tend 
to be found on adjacent skin surfaces. 
What would be the most likely diagnosis? 



♦ 



♦ 



Human papilloma virus infection 
Molluscum contagiousum 
Pompholyx eczema 
Squamous cell carcinoma 
Keratoacanthoma 
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Human papilloma virus infection 

There are three categories used to describe human 
papilloma virus infections based on their clinical 
manifestations: anogenital and/or mucosal, 
nongenital cutaneous and epidermodysplasia 
verruciformis. The cutaneous variety usually 
produces benign, self-limiting warts which are 
usually found on the hands and fingers. The term 
'kissing warts' has been applied to this kind of 
infection due to the autoinoculation that may occur 
from a wart on one finger causing the occurrence of 
warts on an adjacent finger. The virus can be spread 
by direct or indirect contact and can resist 
desiccation, freezing and prolonged storage outside of 
host cells. The diagnosis is made primarily on the 
clinical findings. 
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A 6-year-old girl is brought to the GP by her mother who 
has become concerned about the appearance of the skin 
around her daughter's left eye. She says that her daughter 
was complaining of pain around her left eye 3 days ago 
but since she could not see anything, she did not do 
anything about it. However, over the last 3 days, the 
mother has noticed that some spots began appearing in 
the same area and, unfortunately, her daughter has been 
scratching them since she complains that they are itchy. 
On examination, the child's left eyelid shows 
erythematous skin with raised papular lesions which are 
weeping. The eyeball itself was white and did not appear 
to be involved and the eye did not appear proptosed. Eye 
movements were also shown to be equal in both eyes. 
The mother says that her daughter is otherwise fit and 
well and is not on any medications. They have just 
returned from a 2-week holiday abroad where the mother 
says her daughter was very happy playing in the sun by 
the sea. 
What is the likely diagnosis? 



. 



♦ 






Preseptal cellulitis 

Orbital cellulitus 

Impetigo 

Eyrsipelas 

Herpes simplex infection 
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Herpes simplex infection 

Herpes simplex virus (HSV) infection can cause a 
variety of clinical symptoms. HSV type 1 is normally 
associated with orofacial infections. On the eyelids, it 
typically presents as a rash consisting of between 
three and five vesicles on the eyelids that may have 
been preceded by a prodrome of pain, tingling, 
burning or itching, which usually lasts up to 6 hours. 
The eyelid may be oedematous, erythematous and the 
patient may complain of localised pain and 
tenderness. These vesicles become pustular or 
ulcerative with formation of crusts within 72-96 
hours and heal over 8-10 days. It is important to ask 
if the patient has had a recent cold sore infection of 
the mouth or has been in contact with anyone who 
has had a cold sore infection, since direct spread 
from the mouth to the eye can occur via contact with 
infected saliva. It is imperative that the eye is also 
examined, both externally (the cornea looking for the 
classic dendritic ulcer on the surface) and internally 
(to exclude acute retinal necrosis, a very rare 
complication of HSV infection that may result in 
blindness). 
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A 3 1 -year-old nursery worker with a history of 
periorbital eczema presents to her GP complaining of a 
rash on her right cheek. The rash has been present for 
about a week but began as a small blister which 
subsequently ruptured. The patient had thought that it 
had been an insect bite but became more concerned as 
the area affected began to increase in size. Although the 
lesion is painless, the patient does complain of burning 
and itching over the rash. The patient is otherwise fit and 
well and is not on any medication. She lives alone and 
does not recall being in contact with anyone with a 
similar rash. On examination, the patient has a weeping 
shallow erythematous ulcerated area measuring 4 cm 
across her right cheek with crusted edges. General 
examination of the patient was otherwise normal and no 
other lesions were found. 
What is the most likely diagnosis? 

Erysipelas 

Impetigo 

Herpes simplex infection 

Herpes zoster infection 

Atopic dermatitis 



♦ 
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Impetigo 

Impetigo is an acute and highly contagious superficial 
infection of the skin that commonly occurs in 
children, and consequently outbreaks in nurseries 
and schools are not rare. There are two forms of the 
condition, bullous and non-bullous, with the former 
being caused almost exclusively by Staphylococcus 
aureus whereas the latter can be caused by S. aureus, 
group A streptococcus (Streptococcus pyogenes), or a 
combination of both. The non-bullous form tends to 
affect children whereas the bullous form can affect all 
ages. Culture of the skin lesion is required to confirm 
the diagnosis and determine the causative organism. 
Treatment can consist of topical therapy (topical 
mupirocin) alone or in combination with systemic 
therapy (penicillin or erythromycin for S. pyogenes, 
and clindamycin or cephalexin for S. aureus). 
Erysipelas is another superficial bacterial skin 
infection caused by S. pyogenes but it 
characteristically extends to the cutaneous 
lymphatics. Lymphatic involvement is often 
manifested by streaking of the overlying skin and 
local lymphadenopathy. The patient may also have 
prodromal symptoms before the onset of the skin 
lesions. 
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A 62-year-old man presents to his GP having noticed 
white patches on his tongue when cleaning his teeth. The 
patient does not report any associated symptoms. The 
patient is otherwise fit and well and is only on one tablet 
for control of his blood pressure. He has been a pipe 
smoker for 40 years and admits to liking his alcohol, 
consuming about 15 glasses of spirits per week. On 
examination of the patient's mouth, localised, opaque 
elevated plaques with an irregular outline are seen on the 
buccal mucosa. There appears to be ulceration on the 
base of one of these areas. The teeth appear healthy. 
General clinical examination is normal. 
What is the most likely diagnosis? 

Lichen planus 

Oral candidiasis 

Oral leukoplakia 

White sponge naevi of Cannon 

Multiple aphthous ulcers 
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Oral leukoplakia 

Oral leukoplakia is a condition characterised by a 
white patch that cannot be rubbed off — it is a 
diagnosis of exclusion. It is a potentially malignant 
condition and is more common in men. The patches 
are white and well defined. Patients tend not to be 
symptomatic. Causes for this condition include 
smoking, alcohol consumption, ill-fitting dentures 
and malocclusion of teeth. Oral lichen planus appears 
as patches of fine white lines and dots. The white 
sponge naevus of Canon is a white folded dysplasia of 
the mucous membranes. It is a familial condition with 
an autosomal dominant pattern of inheritance. 
Aphthous ulcers are painful and hence the patients 
are symptomatic. 



No.: 46 



. 



No.: 46 



The district nurse taking care of leg ulcers of an elderly 
man had requested a home visit by the GP for the 
patient's daughter, who lives with the patient. The nurse 
had noticed that the daughter had — virtually overnight 
— developed unusual excoriation marks on her shins. 
The lesions appeared to be clearly demarcated from the 
surrounding normal skin and had a geometric pattern. 
The daughter denies having noticed the lesions and 
indeed reports that they are symptomless. The district 
nurse tells the GP that the daughter is an only child and 
is always at home with the father. She does not seem to 
socialize and appears to have very few friends. 
What would be the most likely diagnosis in this case? 






Atopic dermatitis 
Dermatitis artefacta 
Scabies 
Eczema 
Urticaria 



Dermatitis artefacta 

Dermatitis artefacta is a condition where the skin 
lesions are inflicted by the patient on themselves. It 
may be due to an underlying psychological problem, 
a form of emotional release from distressful 
situations, or attention-seeking behaviour 
particularly when the patient is lonely. It is more 
common in women than in men. The lesions tend to 
have unusual shapes and may have a linear or 
geometric pattern. They are clearly demarcated from 
surrounding skin and usually appear overnight. 
Different methods may be used to injure the skin 
(nails, caustic soda, cigarettes). The lesions tend to be 
on exposed skin that is readily accessible to the 
patient's hands. Scabies is an infection of the skin 
with the microscopic mite Sarcoptes scabei. Scabies 
spreads rapidly under crowded conditions where 
there is frequent skin-to-skin contact between people. 
Lesions are typically found in the webbing between 
the fingers and the skin folds on the wrist, elbow or 
knee. The rash is intensely itchy, especially at night. 
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A 16-year-old female attends her GP complaining of an 
itchy rash over her back and abdomen that has been 
present for about 4 days. She recalls that about 2 weeks 
previously, she had noticed an oval pink area about 2 cm 
across on the right upper part of her abdomen 
surrounded by a dark red border. She had thought it was 
an area of dryness since it was quite itchy. The rash 
appeared 10 days after this area of 'dryness' in crops 
over her trunk. She is normally fit and well but does 
complain of having a few 'flu-like' symptoms recently. 
She is on no medications. On examination, the patient 
has a rash localised mainly to the trunk and adjacent 
areas of the neck and limbs. The rash itself is composed 
of small oval patches with a salmon pink colour with 
each area being separated by a collarette of fine scales. 
What is the most likely diagnosis? 



♦ 



♦ 






Pityriasis rosea 
Pityriasis alba 
Pityriasis versicolor 
Erythema multiforme 
Psoriasis 
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Pityriasis rosea 

Pityriasis rosea (PR) is an acute exanthem that 
initially presents with a primary plaque (herald 
patch) followed, 1-2 weeks later, by a generalised 
rash which can last up to 6 weeks. Prodromal 
symptoms may precede the herald patch and the 
symptom of pruritus may be intense. The herald 
patch measures 1-2 cm in diameter and is usually 
located on the trunk. The secondary rash is 
symmetric and again localised to the trunk and the 
adjacent areas of the neck and limbs. The rash is 
typically described as being in a Christmas tree 
pattern. Pityriasis alba is a hypopigmented dermatitis 
that occurs primarily in school-aged children who 
tend to be asymptomatic. In half the cases, the lesions 
are limited to the face. Pityriasis versicolor (tinea 
versicolor) is a superficial cutaneous fungal infection 
characterised by macules on the chest and the back 
It is caused by Malassezia furfur. The main 
complaint of affected patients tends to be abnormal 
pigmentation, which is cosmetically upsetting, and 
mild pruritus. 
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A 5 3 -year-old gentleman who was previously resident in 
Australia is referred with a large naevus on his back 
which has been darkening in colour. He mentions that 
his brother was recently diagnosed with a malignant 
melanoma. Subsequent excision and histology in this 
gentleman confirms the diagnosis of malignant 
melanoma to a depth of 4 mm. He wishes to know what 
his prognosis might be. 

The ONE feature that will most affect his prognosis 
is: 






♦ 



Family history of melanoma 
Location of melanoma on the back 
Thickness of melanoma at excision 
Previous marked sun exposure 
Change in colour 
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Thickness of melanoma at excision 

This gentleman has risk factors for melanoma: his 
previous marked sun exposure by living in Australia 
and his family history. However although both of 
these predispose him to develop melanoma, neither 
will affect his prognosis. In males, the back is the 
most common area to develop a melanoma, while in 
women the legs are most commonly affected. The 
location does not however affect prognosis. The 
recognition of signs of malignancy in a pre-existing 
lesion depends on assessment of asymmetry, border, 
colour, diameter and elevation. The darkening of this 
gentleman's lesion prompted the subsequent excision 
and diagnosis, however, does not have any impact on 
his prognosis. The thickness of the melanoma, or 
Breslow thickness, is the single most important 
prognostic feature and impacts of management 
decisions. 

Eight-year survival rates for melanoma based on 
tumour thickness are as follows: 



<0.76 mm 


93% 


0.76-1.69 mm 


85% 


1.70-3.60 mm 


60% 


>3.60 mm 


33% 
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An 80-year-old lady is referred from her nursing home 
with increasing itch. The itch occurs mainly in the webs 
of her fingers and becomes worse at night. On 
examination she has erythematous papules over her 
wrists and hands. She has recently been started on 
amoxicillin by her general practitioner (GP) for a chest 
infection but is otherwise on no medication. 

The most likely diagnosis is: 

Drug reaction 

' Scab.es 

Eczema 
(5* 
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Scabies 

The story is typical of scabies. Scabies is generally 
most common in children and young adults, however 
in recent years the incidence has been increasing in 
the elderly in nursing and residential homes. Itch is 
the most common manifestation of scabies and occurs 
at night when the patient is warm. The pathgnomic 
lesions of scabies are burrows, however people also 
develop a hypersensitivity reaction in the form of 
papules. Lichen planus can also be itchy and affect 
the wrists but is usually purple in colour with white 
striae. 



(? 



Lichen planus 
Psoriasis 
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A 23 -year-old hiker has returned from a recent holiday 
in Austria with a spreading rash. He also complains of 
aching knee joints. He suffered at least two tick bites, 
where he removed the parasites himself 




Given the likely diagnosis, the most appropriate 
treatment would be: 



• 



Doxycycline 100 mg bd 
Ciprofloxacin 500 mg od 
Prednisolone 50 mg od 
Topical hydrocortisone 
No treatment 
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Doxycycline 100 mg bd 

The diagnosis is Lyme disease. This is as a result of 
infection by Borrelia burgdorferi which is 
transmitted to humans by tick bites. The associated 
diagnostic rash is erythema chronicum migrans. This 
appears at the site of the tick bite in about 90% of 
patients, on average around 9 days after the 
inoculation There is an enlarging ring formation, 
which may clear in the centre leaving a target-like 
morphology. Dissemination may lead to arthritis 
(57%), neural involvement (18%) and heart disease, 
in particular conduction defects (10%). Most non- 
disseminated disease responds well to oral antibiotics 
eg doxycycline or amoxicillin. 



,,j 
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A 5 6 -year-old woman develops flaccid blistering over 
her face, axillae and groins, which rupture to leave 
painful erosions. She also complains of a painful mouth. 
Biopsy with immunofluorescence shows 
immunoglobulin deposited throughout the epidermis. 




Given the likely diagnosis, what is the most 
appropriate treatment? 






Topical steroids 
Prednisolone 10 mg od 
Prednisolone 70 mg od 
Methotrexate 1 5 mg weekly 
Amoxicillin 500 mg tds 
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Prednisolone 70 mg od 

This lady has classic features of pemphigus. The 
blisters are flaccid as compared with pemphigoid, 
which presents with tense blisters and 
immunofluorescence along the basement membrane. 
Most patients also have mucosal lesions. The severity 
and history are variable but before treatment with 
steroids most patients would die. Patients require 
high-dose steroids to induce remission and then may 
require long-term lower dose steroids for 
maintenance, usually for around 2 years. The 
mortality has now been reduced to 5-15%. 



"'J, 
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A 18-year-old woman presents with circular lesions on 
her hands. They have a raised palpable border. She also 
has the lesions on her feet: 




Which ONE of the following conditions needs to be 
excluded? 



♦ 



Hypothyroidism 
Coeliac disease 
Acromegaly 
Diabetes 
Pellagra 



•A 
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Diabetes 

Granuloma annulare presents as a ring of small 
smooth papules, which enlarge centrifugally. Lesions 
may be solitary or multiple and usually present on 
the hands and feet. They are usually asymptomatic. 
They occur most commonly in individuals under the 
age of 30 years, and are more common in women 
than in men. There is an association with diabetes 
although this is disputed by some commentators. 
Other skin disorders associated with diabetes are 
necrobiosis lipoidica, and insulin lipodystrophy. 
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A 21 -year-old man presents with multiple lesions 
over his torso: 




Which ONE of the following is NOT part of this 
disorder? 



r 



Cafe au lait patches 

Periungual fibroma 

Lisch nodules 

Axillary freckling 

Autosomal dominant inheritance 
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Periungual fibroma 

Multiple neurofibromas are part of 

neurofibromatosis type 1 or von Recklinghausen's 
disease. It is characterised by the presence of six or 
more cafe au lait spots, axillary freckling and Lisch 
nodules (pigmented iris hamartomas). The 
inheritance is autosomal dominant and the gene is 
located on chromosome 17. Neurological 
manifestations are seen in around 40% of patients, 
most commonly an optic nerve glioma. 
Neurofibromatosis type 2 (NF2) is characterised by 
bilateral acoustic neuromas and other central 
nervous system tumours. Cafe au lait spots and 
cutaneous neurofibromas are much less common in 
NF2 and are usually fewer in number. Periungual 
fibromas are part of the characteristic lesions for 
tuberous sclerosis. 
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A 58-year-old lady presents with a rash around her eyes 
and over her hands. She also complains of difficulty 
brushing her hair. 




Which one of the following is NOT associated with 
this condition? 



♦ 



• 



Malignancy 

Anti-Jo antibodies 

Raised creatine kinase 

Pulmonary fibrosis 

Raised angiotens in-converting enzyme (ACE) level 
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Raised angiotensin-converting enzyme (ACE) level 

A heliotrope rash around the eyes and violaceous 
papules (Gottron's papules) over the hands is 
characteristic of dermatomyositis. Part of the 
disorder includes a polymyositis, which affects the 
proximal muscles, eg brushing hair, standing up from 
a chair. There are two peaks of onset, one in 
childhood and the other between the ages of 40 and 
60 years. Dermatomyositis occurs twice as frequently 
in women as it does in men There is an association 
with malignancy, commonly of the lung, breast, 
female genital tract, stomach and rectum. 
Dermatomyositis precedes the neoplasm in 40% of 
cases, both conditions occur together in 26%, and in 
30% the neoplasm occurs first. Anti-Jo are the most 
common circulating antibodies and are seen more 
commonly in patients with pulmonary fibrosis. A 
differential diagnosis would be sarcoid, which does 
not have the same predilection for eyes and hands but 
would be associated with a raised serum ACE. 
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A 3 6 -year-old lady presents with blister in; 
hyperpigmentation over her hands, which 
a recent holiday to Cyprus. 



% and 
occurred after 




The most likely diagnosis is: 

Porphyria cutanea tarda 
Acute intermittent porphyria 



♦ 



Systemic lupus erythematosus 
Dermatitis herpetiformis 
Pompholyx 
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Porphyria cutanea tarda 

Porphyria cutanea tarda (PCT) is the most common 
of the porphyries. It is characterised by fragility and 
blistering of exposed skin. PCT is generally acquired 
and is the result of deficiency of uroporphyrinogen 
decarboxylase. Other features include scarring 
alopecia following resolution of bullae on the scalp, 
hypertrichosis and hyperpigmentation. Risk factors 
for the development of PCT include alcohol and sun, 
both of which this lady may have been exposed to in 
Cyprus. Acute intermittent porphyria is not 
associated with cutaneous manifestations. Systemic 
lupus erythematosus (SLE) is usually photosensitive 
but does not present with blistering. Pompholyx is an 
intensely itchy form of eczema, which occurs over the 
hands and may present with multiple small blisters. 



"'J, 
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A 24-year-old man presents with initial symptoms of itch 
which have progressed to marked lip and facial swelling 
following a dose of amoxicillin for a chest infection. On 
examination he has an inspiratory wheeze. 

Which ONE of the following should his management 
NOT include? 

a 



♦ 

• 



♦ 



♦ 



Adrenaline 1 mg intravenous (iv) 
Hydrocortisone 100 mg iv 
Chlorpheniramine 10 mg iv 
High-flow oxygen 
Anaesthetic review 
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Adrenaline 1 mg intravenous (iv) 

This gentleman presents with symptoms of an 
anaphylactoid reaction. This term represents an 
immunoglobulin E (IgE)-mediated allergic reaction, 
which consists of a combination of symptoms of 
pruritus, urticaria and angioedema. It may be 
accompanied by hypotension and difficulty 
breathing. Substances which produce anaphylactic 
reactions include penicillins, sesame seeds, peanuts, 
latex and bee/wasp stings. In some patients, the 
trigger is never found. Treatment includes 
intravenous antihistamines and steroids. In more 
severe case eg where the airway is compromised, 
high-flow oxygen and an anaesthetic review would be 
appropriate. Adrenaline should be used but should 
be given intramuscularly rather than intravenously. 
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An 80-year-old homeless gentleman presents with 
punctuate haemorrhage around the hair follicles, and 
coiling of the hair on his upper arms. 

His blood results are as follow: 



Haemoglobin (Hb) 


9.3 g/dl 


White cell count (WCC) 


9.2 x 1071 


Flatlets 


322 x 1071 


Na + 


138 mmol/1 


r 


3.6 mmol/1 


Urea 


3.4umol/l 


Creatinine 


133 umol/1 


Prothrombin time 


15 s 


Activated partial thromboplastin 
time 


32 s 


Bleeding time 


3 min (3- 
lOmin) 



No.: 57 

Scurvy 

Humans are unable to synthesise ascorbic acid, and 
vitamin C deficiency leads to a condition known as 
scurvy. The initial typical skin changes are of 
follicular keratosis with coiling of hair. Later, 
patients develop perifollicular haemorrhages, 
bleeding gums and purpura over the legs. Patients 
often have an associated anaemia and their plasma 
ascorbic acid levels will be low. There is a rapid 
response to treatment. 

Thrombotic thrombocytopenic purpura is a 
syndrome of microangiopathic haemolytic anaemia 
associated with renal and neurological dysfunction 
dotting studies are abnormal in both disseminated 
intravascular coagulation and von Willebrand's 
disease. 



♦ 



The most likely diagnosis is: 

Cushing's disease 

von Willebrand's disease 

Disseminated intravascular coagulation 

Scurvy 



♦ 



Thrombotic thrombocytopenic purpura 
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A 54-year-old with long-standing psoriasis has started to 
develop recurrent plaques on methotrexate. He has 
previously tried multiple topical and systemic therapies 
with little benefit. He also has arthritis in both hands, 
which has responded minimally to methotrexate. The 
decision is taken to start him on infliximab. 

The most important investigation to complete prior 
to starting therapy is: 



♦ 



Full blood count 
Urea and electrolytes 
Blood pressure 
Chest X-ray 
Liver function test 
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Chest X-ray 

Infliximab is one of the new biological treatments, 
which has been used in rheumatoid arthritis, 
inflammatory bowel disease and psoriasis and 
psoriatic arthritis. It acts as an anti-TNF-a (tumour 
necrosis factor-alpha) antagonist and appears to have 
a relatively good safety profile. The most important 
concern is that cases of reactivation of TB have 
occurred in patients started on infliximab. It is 
therefore important to exclude cases of TB prior to 
commencing therapy. This is usually done with a 
chest X-ray and either a Heaf or Mantoux test. 



No.: 59 

A 56-year-old gentleman is referred with a rash in his 
axillae: 
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Hyperthyroidism 

Acanthosis nigrans is a diffuse velvety thickening and 
hyperpigmentation of the skin It occurs mainly in 
the axillae and other body folds. It may be linked 
with various endocrine disorders associated with 
insulin resistance such as diabetes, acromegaly and 
Cushing's syndrome. It can also occur as a 
complication of obesity. More rarely it is a 
paraneoplastic manifestation particularly of the 
gastrointestinal tract. Acanthosis nigrans is 
associated with hypo- not hyperthyroidism. 



Which one of the following is NOT usually associated 
with this rash? 

Obesity 

Diabetes 

Gastric malignancy 

Hyperthyroidism 

Acromegaly 
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A 15-year-old boy presents with a 2-day history of a 
non-blanching rash down his legs and buttocks. He has 
recently been started on trimethoprim for a urinary tract 
infection after going to his general practitioner 
complaining of abdominal pain. 



> - 




Given the likely diagnosis, which of the following is 
NOT seen in this condition? 






Mouth ulcers 
Haematuria 
Arthralgia or arthritis 
Gastrointestinal bleeding 



A 



Deposition of immunoglobulin A (IgA) immune 
complexes on histology 
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Mouth ulcers 

This boy has a purpuric rash over his legs and 
buttocks, which is most likely to be Henoch- 
Schonlein purpura (HSP). This is reinforced by his 
symptom of abdominal pain, which is a common 
association. Gastrointestinal bleeding is present in 
50-75% of patients. Renal involvement is also 
common (30-90%) although it is usually mild with 
only haematuria or minimal proteinuria. Arthritis is 
also common affecting 75% of patients. Perivascular 
immunoglobulin A (IgA) deposits are characteristic 
and help to differentiate HSP from other vasculitic 
disorders. Mouth ulcers are not associated with this 
condition 



"'J, 
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A 23 -year-old Turkish man presents with oral and 
genital ulcers. He also complains of gritty eyes and a 
sore knee. The senior house officer takes some routine 
bloods after which the patient develops a blister. 
The most likely diagnosis is: 



• 



Behcet's syndrome 
Reiter's syndrome 
HIV infection 
Herpes simplex infection 
Primary syphilis 
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Behcet's syndrome 

Behcet's syndrome is most common in young Turkish 
males and presents with recurrent oral and genital 
ulcers. It is also associated with eye problems eg 
anterior and posterior uveitis and an asymmetrical 
migratory non-erosive oligoarthritis. Patients may 
also present with neurological complications, in 
particular meningoencephalitis. The above 
differentials may all present with oral and genital 
ulcers. Reiter's syndrome consists of the triad of 
conjunctivitis, urethritis and arthritis. Patients also 
develop erosions in the mouth and also on the penis 
where they are known as circulate balanitis. The 
distinguishing feature in this history is the 
development of a pustule after skin puncture. This 
phenomenon known as pathergy is characteristic of 
Behcet's syndrome. 
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A 3 3 -year-old woman presents with patchy hair loss on 
her scalp. There is scarring in the areas of hair loss with 
no regrowth. There is no loss of hair anywhere else on 
her body. 

The most likely diagnosis is: 

Alopecia areata 






Hypothyroidism 
Trichotillomania 
Androgen-dependant baldness 
Discoid lupus erythematosus 
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Discoid lupus erythematosus 



icoid li 



This lady has scarring alopecia. Rashes that lead to 
this condition include discoid lupus erythematosus, 
lichen planus and kerion from fungal infection. All 
the other disorders lead to non-scarring alopecia. 
Alopecia areata is an autoimmune condition, which 
leads to localised hair loss without inflammation 
Alopecia totalis describes loss of all scalp hair and 
eyebrows, while alopecia universalis describes 
complete loss of body hair. Trichotillomania 
describes a psychological disorder where patients are 
compelled to pull out their hair. 
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This 40-year-old female developed pale pink-yellowish 
plaques on her right leg 6 months ago (see figure). She 
denies any associated symptoms although she gives a 
history of trauma-related superficial ulcers. On 
examination of this plaque, there are overlying 
telangiectasias and atrophy of surrounding skin. She was 
healthy with no personal history of diabetes. Her family 
history is significant for type 2 adult onset diabetes. She 
has tried topical steroids before with minimal 
improvement. A glucose tolerance test, complete blood 
count with differential, urea and electrolytes and 
urinalysis were normal. 




The most likely diagnosis is: 

granuloma annulare 
pyoderma gangrenosum 
plaque sarcoidosis 
necrobiosis lipoidica (NL) 
acanthosis nigricans 
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necrobiosis lipoidica (NL) 

Necrobiosis lipoidica (NL) usually occurs more often 
in people with diabetes, in people with a family 
history of diabetes or a tendency to get diabetes. 
However, the exact cause of NL in not known 
Necrobiosis is predictive of future diabetes 
development when it occurs in non-diabetic subjects. 
NL remains a disease of questionable aetiology 
despite extensive studies. Most cases of NL occur in 
the pretibial area, but cases have been reported on 
the face, scalp, trunk, and upper extremities, where 
the diagnosis is more likely to be missed. The lesions 
are difficult to treat although topical and 
intralesional steroids have been used. Inhibition of 
platelet aggregation with aspirin may be helpful. 
Granuloma annulare is a benign inflammatory 
dermatosis characterised clinically by dermal papules 
and annular plaques. Pyoderma gangrenosum is 
characterised by violaceous nodules and plaques, 
many with central crusting and ulceration with 
undermined borders. Plaque sarcoidosis is 
characterised by round-to-oval, red-brown to purple 
infiltrated plaques; the centre of the plaque may be 
atrophic. Acanthosis nigricans is characterised by 
symmetric velvety hyperpigmented plaques with 
thickened skin. 
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A 67-year-old gentleman is reviewed in the cardiology 
clinic. He has a dusky erythema to his face and neck, 
although on questioning denies significant sun exposure. 
Which of his medications is most likely to be 
responsible? 



♦ 


Digoxin 


• 


Amiodarone 


♦ 


Warfarin 


♦ 


Bendrofluazide 


♦ 


Allopurinol 



No.: 64 

Amiodarone 

Photosensitivity is most commonly reported with 
amiodarone. Frusemide and thiazide diuretics are 
also associated with photosensitive skin reactions but 
less frequently so. Allopurinol may cause a vasculitic 
rash and over-anticoagulation with warfarin may 
lead to purpura and haematomas with minimal 
trauma. 
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A 40 -year-old lady attends for her first annual review in 
the gastroenterology clinic, her diarrhoea has been an 
increasing problem over the past few months. She 
complains bitterly of an intensely itchy rash. On 
examination there are groups of blisters and excoriations 
on her knees, elbows and back. She has been applying 
emollients with little effect. 

Given the likely underlying cause, what is the next 
most important step for definitive management? 






Topical corticosteroids 

Oral daps one 

Regular chlorpheniramine 

Dietician referral 

Oral acyclovir 
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Dietician referral 

This rash describes dermatitis herpetiformis 
(immunobullous disease with itchy blisters) which 
occurs with coeliac disease. Treatment is with a strict 
gluten-free diet (the rash should improve within a 
few weeks), which is best explained by an interested 
dietician with information about support groups 
given. Dapsone is very effective in managing the itch, 
which can be extremely distressing. It is important 
that patients understand the implications of their new 
diet, and that this will be an ongoing course of 
treatment necessary to prevent recurrence of 
symptoms, they have to maintain and stick to their 
gluten-free diet (which it seems likely this patient has 
not). 
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A 72-year-old lady attends for results of a recent 
gastroscopy examination and Barium enema. She 
mentions a rash on her armpit. On examination her 
axillae both have pigmented, velvety, thickened areas. 
What is the likely result from her investigations? 



• 
♦ 

• 



Coeliac disease 
Crohn's disease 
Adenocarcinoma 

Helicobacter pylori 
Ulcerative colitis 



No.: 66 
Adenocarcinoma 

This rash describes Acanthosis nigricans, which is 
most commonly associated with gastric 
adenocarcinoma. Other associations include obesity 
and diabetes mellitus. Coeliac disease is associated 
with dermatitis herpetiformis; Crohn's and 
ulcerative colitis are associated with erythema 
nodosum and pyoderma gangrenosum. 



No.: 67 

A mother attends with her 2-year-old son. They both 
have had a rash for several days, which is extremely 
itchy and worse at night. The son has a papular rash 
mainly affecting his trunk and thighs but there are also 
small palpable red nodules on his penis and in finger- 
web spaces. 
Which is the most appropriate treatment? 






♦ 



♦ 



Antihistamines 

Topical emollients 

Topical malathion 0.5% for the son 

Oral corticosteroids 

Topical malathion 0.5% for the whole family 



No.: 67 

Topical malathion 0.5% for the whole family 

This mother and son have scabies - red/brown 
papules and nodules on the penis and scrotum are 
pathognomonic for this condition. The whole 
household should be treated and linen etc washed at 
60 °C. Treatment may worsen the itch for a few days 
and itching may persist for up to 2 weeks post 
effective treatment - antihistamines and calamine 
lotion may help. 
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No.: 68 




This patient attends for biannual review. 
Routine blood tests are as follows: 



Hb 



13.4 g/dl 



Bili 



10 mcmol/1 



AST 



66iu/l 



ALT 78iu/l 



GGT 124 iu/1 



His skin rash is extensive and has been poorly 

responsive to topical therapies and UV light treatment. 

In addition he has suffered increasing pains affecting 

small joints of his hands and feet over the past few 

months. A second line therapy is started. 

Which of the following medications is he likely to be 

on? 

* XT 

Naproxen 



♦ 



Methotrexate 
Ciclosporin 
Cyclophosphamide 
Calcitriol 



No.: 68 



Methotrexate 

This gentleman has psoriasis - extensor skin on knees 
is affected by a purplish plaque with silvery scales. 
Troublesome psoriasis or associated severe arthritis 
justifies use of a disease-modifying agent such as 
methotrexate. LFTs and FBC must be monitored 
regularly - side-effects include hepatitis and liver 
cirrhosis, lung fibrosis. Ciclosporin causes 
nephrotoxicity and U+Es and creatinine must be 
checked regularly as well as blood pressure (may 
precipitate hypertension). Calcipotriol ointment is 
used for bd topical treatment of plaque psoriasis. 



-j 



w 
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What other condition does this elderly lady have? 

Type 2 diabetes mellitus 

Hypothyroidism 

Osteoarthritis 



♦ 






Ulcerative colitis 
Coeliac disease 



No.: 69 
Ulcerative colitis 

This is a nasty pyoderma gangrenosum - these are 
recurrent nodulo-pustular ulcers with a tender 
red/blue necrotic edge and healing with scarring. It is 
associated with ulcerative colitis and Crohn's disease, 
rheumatoid arthritis, Wegener's granulomatosis, 
myeloma, hyperthyroidism and Type 1 diabetes. 
Treatment is with high dose steroids +/- cyclosporin. 



No.: 70 






No.: 70 



A young man presents with a painful right knee. He does 
not recall any injury and has also noticed a non-itchy 
rash on his hands and feet and he has reddened 
conjunctivae. On questioning he has had some mild 
dysuria and a painless penile rash. 
What is the likely cause? 



• 



Candida albicans 
Chlamydia trachomatis 
Campylobacter j ejuni 
Borrelia burgdorferi 
Gluten-sensitive enteropathy 



Chlamydia trachomatis 

This is Reiter's syndrome and the rash is 
keratoderma blenorrhagica. It occurs secondary to 
Chlamydia trachomatis (which may also cause 
circinate balanitis as in this case), salmonella, 
shigella, Campylobacterjejuni and yersinia. Stool 
should be cultured if diarrhoea is present and a 
urethral swab/sexual review should be made, as 
urethritis may be asymptomatic. The arthritis is 
managed with rest, NSAIDs +/- steroids and does not 
tend to respond to treatment of the causative 
organism 
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A young lady is being investigated for an erythematous 
scaly malar rash with follicular plugging seen on close 
examination. She feels generally unwell with frequent 
mouth ulcers and intermittent arthralgia of several MCP 
and PIP joints for the past few months. She also reports 
lack of appetite and has lost 5 kg in weight over the last 
6 weeks. 

Which of the following tests is the most specific to the 
likely diagnosis? 



♦ 



♦ 



ESR 
CRP 
dsDNA antibodies 

ANA 

Serum complement (C3,C4) 



No.: 71 

dsDNA antibodies 

This patient already describes three criteria for SLE 
(> 4/11 are required to make diagnosis although these 
may be serially not necessarily simultaneously). A 
high titre of dsDNA antibodies is virtually exclusive 
to SLE and would confirm this diagnosis. Titres can 
be used to measure disease activity alongside ESR 
and C3, C4 levels. CRP is not particularly useful in 
SLE as levels may remain low in active disease. 



No.: 72 




This lady was referred by her GP for investigation. 
Which of the following is the pathognomic feature 
associated with this condition? 
(5* 



♦ 



Breast carcinoma 
Colorectal carcinoma 
Hyponatraemia 
Intestinal polyps 
Iron deficiency anaemia 



No.: 72 

Intestinal polyps 

The presence of pigmented macules (lentigines) on 
the lips, around the mouth and buccal mucosa (not 
on the tongue), palm and soles associated with 
intestinal polyposis (hamartomas which may occur in 
small and large bowel) describes the Peutz-Jeghers' 
syndrome. Malignant transformation of these polyps 
is rare but it is associated with increased risk of 
breast, ovarian and pancreatic cancer. Co -existent 
gastric adenomas may occur, leading to an increased 
risk of gastric cancer. Patients may present with 
complications such as iron deficiency anaemia, frank 
GI haemorrhage, intestinal obstruction or 
intussusception, recurrent abdominal pain. Addison's 
disease (which would cause hyponatraemia) leads to a 
more generalised hyperpigmentation, especially 
buccal mucosa and palmar creases. 




ANGELS TEAM 




PasTest 2012... MRCP 2... Dermatology 



No.: 73 

An elderly lady admitted to hospital following a fall is 

noted by the nursing staff to have a brown-coloured 

reticular pigmented rash to both shins. On examination 

pedal pulses are present. She has periorbital puffiness, 

thin hair and dry thickened facial skin. 

Which of the following features would you expect to 

find? 






* 



♦ 



Exopthalmos 

Erythematous malar rash 

Striae 

Slow relaxing reflexes 

History of recurrent miscarriages 



No.: 73 

Slow relaxing reflexes 

This lady's rash is erythema ab igne, which is due to 
long-term heat exposure (often sitting close to 
electric/gas fires or from hot water bottle application 
for chronic pain relief). This patient therefore must 
feel the cold and in association with a suggestion of 
myxoedematous fades, the diagnosis is 
hypothyroidism. Livedo reticularis is also a reticular 
rash, of a reddish-purple colour, often affecting lower 
limbs, and this may be physiological, associated with 
antiphospholipid antibody syndrome, SLE or other 
connective tissue disease. Cushing's disease/syndrome 
causes striae. 



No.: 74 




This 3 6 -year-old lady has been referred to the respiratory 
clinic with a persistent dry cough and progressive 
dyspnoea. CXR performed several months previously 
(taken during a chest infection which has now resolved) 
shows bihilar lymphadenopathy (BHL) and auscultation 
reveals fine basal inspiratory crepitations. Repeat chest 
x-ray suggests increased marking suggestive of fibrosis. 
She wants to be treated as soon as possible as she is 
planning a holiday. 
What would be the most appropriate next step? 



No.: 74 

Oral corticosteroids 

This lady has sarcoidosis with the picture 
demonstrating lupus pernio - purplish infiltration of 
the nose (and sometimes cheeks, ears, hands and 
feet). BHL suggests previous stage 1 sarcoidosis 
which has now progressed, (stage 2: BHL and 
peripheral pulmonary infiltrates, stage 3: peripheral 
pulmonary infiltrates alone, stage 4: progressive 
pulmonary fibrosis, bullae, pleural involvement). 
Patients with BHL alone do not need treatment as 
most recover spontaneously, but parenchymal disease 
(evident on clinical exam in this case), either 
symptomatic, static or progressive, is an indication 
for corticosteroid therapy. Severity of fibrosis should 
be investigated with CT thorax and lung function 
tests. Kveim tests are now obsolete in current 
practice. 






♦ 



Oral corticosteroids 
Autoantibody screen 
Kveim test 
Lung function tests 
NSAIDs 
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A 5 6 -year-old lady has symmetrical, elevated dark pink 
lesions over both shins. The lesions have a shiny orange 
peel appearance. 
Hand examination is most likely to show: 

Nail pitting 

Koil onychia 

Acropachy 

Deforming hand arthritis 

iV 

Leukonychia 



No.: 75 
Acropachy 

These lesions describe pretibial myxoedema which 
occurs in 5% of patients with Graves disease. It is 
almost always accompanied by exophthalmos and 
occasionally thyroid acropachy. Nail pitting and 
onycholysis occur in psoriasis and onycholysis may 
also occur in thyroid disease, koilonychia in iron- 
deficiency anaemia, leukonychia with chronic liver 
disease and hypoalbuminaemia. 



No.: 76 

A 18-year-old man has multiple salmon-coloured 
papules in a butterfly distribution particularly 
concentrated in the nasolabial fold. On his trunk there 
are also several hypopigmented macules that can be 
visualised with a UV lamp, which he thinks have been 
present since birth as he remembers doctors looking at 
them when he was a child. 

Which of the following medications is he likely to be 
taking? 






Minocycline 

Hydr oxychl or oquine 

Carbamazepine 

Penicillamine 

Amiodarone 



No.: 76 
Carbamazepine 

This patient has tuberous sclerosis with adenoma 
sebaceum, which are angiofibromata usually 
affecting malar area and nasolabial folds. The 
hypopigmented areas are ashleaf macules, seen easily 
with a Wood's lamp and other features would include 
shagreen patches (flesh-coloured leathery patches) 
and ungal fibromata seen in approximately 40% of 
patients. The condition is associated with epilepsy 
(hence the carbamazepine) and mild or severe 
cognitive impairment (although 1/3 patients have 
normal intelligence). Minocycline may give a 
blue/black pigmentation, hydroxychloroquine may be 
used in SLE (butterfly lupus rash), and amiodarone 
may cause a photosensitive rash. 
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A 45-year-old man is unable to sleep because of an 
extremely itchy rash. On examination there are 
violaceous shiny, flat-topped papules on both wrists and 
they are particularly florid around an old scar on the 
flexor aspect of his right forearm. 
What is the likely diagnosis? 



• 



• 



Guttate psoriasis 
Lichen planus 
Contact dermatitis 
Lichen sclerosis 
Eruptive xanthomatosis 



No.: 77 
Lichen planus 

Lichen planus (LP) characteristically affects flexor 
surfaces, particularly the wrists. There are fine white 
streaks on the surface of the lesions if viewed through 
a hand lens (Wickham's striae). It demonstrates the 
Koebner phenomenon (as does psoriasis) - a linear 
pattern along scratch marks or scars. There are often 
asymptomatic lacy white lesions in the buccal 
mucosa. Certain drugs may cause an LP-like 
eruption, particularly thiazides, (1-blockers, 
phenothiazines, antimalarials and methyldopa. LP 
usually resolves spontaneously in a few months, but 
steroids may be required if pruritus is severe. 
Eruptive xanthomatosis occurs on extensor surfaces 
with severe hypertriglyceridaemia. 



No.: 78 

A 23 -year-old nurse has an itchy, sore, darkish 
erythematous rash affecting both palms and less 
severely, on the dorsum of both hands. The skin shows 
evidence of lichenification with dry, leathery thickened 
areas and prominent skin markings. The rash appears to 
have worsened despite regular handwashing and 
application of emollients. 

Which of the following is the most appropriate long 
term intervention? 



♦ 



♦ 



♦ 



Oral corticosteroids 

Referral to occupational health department 

Regular antihistamines 

Patch testing 

Topical corticosteroids 



No.: 78 

Referral to occupational health department 

Irritant contact dermatitis is the most common form 
of occupational skin disease (up to 80%). Abrasives 
and cleaning agents (soaps, detergents and waterless 
hand cleansers as used often by medical workers) and 
excessive exposure to water are common causes in 
predisposed individual - usually a history of atopic 
dermatitis. Management involves prevention 
(avoidance of irritant product/barrier creams etc) 
and treatment with topical corticosteroids and 
emollients. Patch testing may be performed if there is 
uncertainty about the allergen but must be done in an 
unaffected area and at least 2 weeks after the 
dermatitis has subsided. In this case, although B, D 
and E are all appropriate, of most long-term 
importance in management is input from the 
occupational health team in view of probable 
occupational precipitation of this condition. 
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An 85-year-old gentleman who lives alone was admitted 
following a fall at home. He was noted to have a rash to 
his lower legs which consisted of petechiae, follicular 
hyperkeratosis and perifollicular haemorrhages. His 
gums bled easily on performing oral hygiene, and 
remaining teeth were loose. 
Blood tests were as follows: 



Hb 


12.1 g/dl 


WC 


7.0 x 10 9 /L 


Pit 


180 x 10 9 /L 


MCV 


90 fL 



What is the likely diagnosis? 

Zinc deficiency 



♦ 



Myelodysplasia 
Ascorbic acid deficiency 
Folliculitis 
Keratosis pilaris 



No.: 79 

Ascorbic acid deficiency 

This describes scurvy, vitamin C (ascorbic acid) 
deficiency, which leads to reduction in collagen 
formation and associated capillary fragility. It occurs 
in people with poor dietary intake, who eat little or 
no fruit and vegetables, commonly alcoholics and 
elderly people existing on a 'tea and toast' diet. 
Pregnancy, lactation and thyrotoxicosis increase 
ascorbic acid requirements and may precipitated 
scurvy. The normochromic, normocytic anaemia 
reflects bleeding into tissues, normal platelet count 
excludes the differential of thrombocytopenia. Zinc 
deficiency leads to well-demarcated psoriasiform and 
eczematous-like plaques, initially occurring in 
perioral and anogenital areas. 



No.: 80 

A 22-year-old female is reviewed annually in clinic. She 
has multiple skin-coloured and pink-tan soft papules and 
nodules on her back and several darker brown large 
macules on her trunk. There are tiny freckle-like lesions 
in both axillae. 

Investigations or further physical examination are 
likely to find: 



♦ 



Acoustic neuroma 
Phaeochromocytoma 
Lisch nodules 
Charcot's joints 
Astrocytoma 



No.: 80 

JE£ lwl 

Lisch nodules 

This patient has neurofibromas, several cafl O-au-lait 
macules and axillary freckling. This describes 
neurofibromatosis type 1 (von Recklinghausen's) 
chromosome 17. Pigmented harmartomas in the iris 
(lisch nodules) which do not occur in NF2 are found 
in 95% of patients. Acoustic neuromas are rare in 
NF1 but bilateral in NF2 (chromosome 22). 
Phaeochromocytomas occur in about 5% and optic 
gliomas, astrocytomas and meningiomas may also 
occur. Spinal nerve root involvement may lead to 
cord compression, muscle wasting and sensory loss 
(Charcot's joints). 
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A 50 -year-old gentlemen was being treated with 
intravenous co-trimoxazole in the high dependency unit. 
His condition appeared to be improving but he 
developed further pyrexia, generalised arthralgia, 
vesicles in his oral mucosa and genital ulceration. 
Symmetrical target-like lesions with concentric macules 
and papules were noticed originally on palms and soles, 
then face and trunk. Since then erythema has become 
confluent, tender with raised flaccid blisters which 
spread with lateral pressure, causing erosions. 
The first management step is: 






♦ 



Intravenous fluid supplementation 

Systemic corticosteroids 

Debridement 

Stop co-trimoxazole 

Topical steroids 



No.: 81 

Stop co-trimoxazole 

This describes erythema multiforme and Stevens- 
Johnson syndrome. This is a mucocutaneous drug- 
induced (or sometimes idiopathic) reaction pattern 
characterised by skin tenderness, erythema of skin 
and mucosa, followed by extensive epidermal necrosis 
and sloughing. Nicolsky's sign is described. It is 
potentially life-threatening due to multi-system 
involvement. Early diagnosis and withdrawal of 
suspected drug(s) is very important. Most frequently 
associated drugs include: sulfasalazine, co- 
trimoxazole, carbamazepine, barbiturates, 
aminopenicillins. Also, less frequently, 
cephalosporins, fluoroquinolones, vancomycin, 
rifampicin. Replacement of iv fluids/electrolytes 
should be as for patients with third-degree burns. 
Systemic steroids used early in disease are reported 
to be helpful but there is no proven effect on 
morbidity and mortality. Only frankly necrotic skin 
should be debrided. 



No.: 82 




No.: 82 
Bronchiectasis 

These nails grow slowly and are thickened, curved 
and yellow - this suggests yellow nail syndrome, 
which is usually associated with lymphatic hypoplasia 
(check for lymphoedema of extremities). The 
syndrome can be associated with a number of 
pulmonary conditions including bronchiectasis, 
pleural effusion COPD or neoplasm. It is also 
associated with nephrotic syndrome and 
penicillamine use. 



This gentleman was reviewed in the respiratory 
clinic. Which is the most likely diagnosis? 



• 



Asthma 
Pulmonary fibrosis 
Bronchiectasis 
Cystic fibrosis 
Lymphoma 
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A 29-year-old woman who is 34 weeks pregnant 
presents with an erythematous blistering rash on her 
upper thigh and abdomen. On examination there are 
multiple small irregularly shaped blisters. 

Investigations 



Hb 


10.9 g/dl 


WCC 


5.8xl0 9 /l 


PLT 


190 xl07l 


Na + 


139mmol/l 


r 


4.6 mmol/1 


Cr 


90 umol/1 


ESR 


lOmm/hr 



Given the likely dermatological diagnosis, which of 
the following represents the most appropriate 
treatment for this patient? 

ri 

Oral prednisolone 






Acyclovir ointment 
Corticosteroid ointment 
Oral acyclovir 
Calamine lotion 



•A 



No.: 83 
Corticosteroid ointment 

This patient has herpes gestationalis, a condition 
thought to be caused by autoantibodies which cross 
react to the basement membrane. The rash can 
appear any time after the 12th week of pregnancy or 
just after delivery. It is not of viral aetiology, and as 
such optimal treatment is with either corticosteroid 
ointment, or with oral corticosteroids if the rash is 
more widespread. If in doubt, the diagnosis can be 
confirmed with skin biopsy. 



,,j 



ib 



No.: 84 

A 73 -year-old woman who has suffered a dense left 
sided hemiplegia is admitted from the care home where 
she lives because the GP has noticed a severe sacral 
pressure ulcer. On examination you can see a stage 3 
pressure ulcer with a great deal of exudate material. 

Which of the following is the most appropriate 
management? 



♦ 






Hydrocolloid dressing 
Soft silicone dressing 
Foam based dressing 
Alginate based dressing 
Leave the sore open to the air 



No.: 84 

Alginate based dressing 

Whilst alginate based dressings are less appropriate 
for clean, non-exudative pressure sores as they may 
dry them out, delaying healing, where there is 
substantial exudate they are the most appropriate 
option as they form a gel when the come into contact 
with the exudative material. Hydrocolloid and 
transparent adhesive dressings are also useful to 
prevent bacterial contamination, reduce friction and 
shear and encourage a moist environment for more 
rapid healing, but only when there is not substantial 
exudate. 
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A 48-year-old man from Brazil who has been visiting his 
sister in England comes to the clinic. He is concerned 
that he has developed a number of hypopigmented 
lesions on his arms and legs within which there is 
decreased sensation. 

Investigations; 



Hb 


12.0 g/dl 


WCC 


6.7x1071 


PLT 


201 xl07l 


Na + 


141 mmol/1 


K + 


4.9 mmol/1 


Creatinine 


120 umol/1 



Which of the following is the most usual test to 
confirm the diagnosis? 



♦ 



♦ 



Lepromin test 

Skin biopsy 

Heaftest 

M Leprae serology 

Culture of skin scrapings 



No.: 85 
Skin biopsy 

Whilst the lepromin test indicates resistance to M 
Leprae, the result does not confirm the diagnosis. 
Skin biopsy is the most specific investigation, 
revealing granuloma formation, neuritis and the 
presence of acid-alcohol fast bacilli. Treatment is 
defined by the morphologic index, a measure of the 
number of viable bacilli per 100 bacilli seen in the 
lepromatous tissue. Whilst serology and PCR may be 
useful in making the diagnosis, they may be negative 
in early disease. 






*\S 



No.: 86 

A 34-year-old man with rapidly worsening psoriasis 
comes to the clinic for review. He has been given some 
topical steroid creams by his GP but these have not 
improved his condition. On examination he has 
contiguous patches of psoriasis. 

Which of the following would be the most 
appropriate next stage therapy? 



♦ 



Infliximab 
Vitamin D analogue 
Retinoid cream 
Coal tar 
Methotrexate 



No.: 86 

Vitamin D analogue 

Coal tar is the most commonly used second line 
therapy in patients who have failed to respond to 
topical corticosteroids, although this isn't supported 
by a recent Cochrane review which supports use of 
vitamin D analogues ahead of coal tar, hence the 
correct answer here. Antimetabolites such as 
methotrexate or immunomodulators such as 
cyclosporine can be considered in patients who still 
fail to improve. Finally, anti-TNF monoclonal 
antibodies such as infliximab or t-cell modulating 
monoclonals may be potential therapeutic options. 
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A 73 -year-old man who grew up in South Africa 
presents to the clinic with a lesion on his cheek that often 
bleeds when he washes his face and dries himself with a 
towel. On examination he has a pearly lesion on his left 
cheek that has areas of skin erosion, crusting and dried 
blood from previous trauma. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


8.2x1071 


PLT 


219x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 umol/1 


Skin biopsy - Uniform ce 
hyperchromatic nuclei, bu 
figures 


Is seen with large 

t relatively few mitotic 



Which of the following is true of the lesion? 

Local lymph node extension is likely 

A CT should be arranged to look for distant 
metastases 

Local metastases are often seen 

He should be regularly monitored for new primary 
lesions after treatment 



Radiotherapy is not effective in achieving a cure in 
the majority of cases 



No.: 87 

He should be regularly monitored for new primary 
lesions after treatment 

This man has a basal cell carcinoma (BCC), which is 
most likely to be related to excess sun exposure 
during his time living in South Africa. The 
histopathology is very typical of a BCC. Thankfully, 
tumours usually extend locally only. Radiotherapy 
and cryotherapy are effective alternatives to surgery, 
with cure rates approaching 90%. Curettage is a 
blind technique, and as such success rates depend on 
the training of the operator. For this reason the other 
methods are usually preferred. 



,j 



lb 
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A 78-year-old war veteran is admitted for plastic surgery 
for a basal cell carcinoma on the left side of his face. 
Past medical history of note includes hypertension which 
is managed with amlodipine lOmg daily and AF without 
demonstrable valvular disease, although he is 
warfarinised. He omits his warfarin for 5 days before 
surgery, he is given low molecular weight heparin and 
hisINRisl.3. 

Which of the following is the most appropriate way to 
manage the BCC? 



♦ 






Curettage 
Excision 
Topical 5-FU 
Radiation therapy 
Cryotherapy 



No.: 88 

Excision 

Cryotherapy, curettage and other treatment methods 
are second to excision on sensitive areas such as the 
face. Excision of BCC is a low risk procedure when 
the warfarin has been stopped some 5 days prior to 
surgery and he is now managed with low molecular 
weight heparin. Wafarin may be recommenced at the 
surgeon's discretion, a few days after surgery. 



•A 






J 
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A 32-year-old gentleman presents with polyuria and 
malaise. He also complains of a three- week history of an 
erythematous rash in the groin as shown below, which 
appears to be getting worse. 




He tells you he has had it intermittently for years but he 
feels each time he gets it the symptoms are worse. It is 
very itchy and he is complaining of dysuria. He denies 
urethral discharge or irritation. He has a regular 
girlfriend. He is a non-smoker and drinks very little 
alcohol. 

Which investigation would be most useful in 
determining the underlying cause? 






G* 



Syphilis serology 
Urine dipstick 
Serum fasting glucose 
Urethral swab 
Skin biopsy 



•A 



No.: 89 

Serum fasting glucose 

Candida albicans is less common in males than 
females but nevertheless occurs and can be a sign of 
an underlying disorder. If the skin breaks down, the 
patient often complains of dysuria in the absence of a 
urinary tract infection. The risk of Candida albicans 
is increased significantly in patients with diabetes 
mellitus, ; hence serum fasting glucose is flagged as 
the correct answer. The diagnosis is a clinical one, ; 
biopsy or skin scrapings are usually not required. 
Any underlying cause should be ruled out, and an 
anti-fungal such as fluconazole offered as therapy. 



"'J, 






O 
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A 30-year-old lady attends with a 3 -day history of an 
itchy rash. She complains of a sore throat for which she 
had been prescribed an antibiotic by a general 
practitioner (GP) a few days earlier. She also gives a 
history of a dry cough and shortness of breath on 
exertion. She is asthmatic and takes salbutamol inhalers 
regularly. 

On examination she has cold sores on her upper lip. 
There are annular plaques present on the forearms, trunk 
and lower limbs. Some are clearing in the centre. There 
are a few vesicles. The throat is inflamed and the tonsils 
enlarged. The chest is clinically clear, but there are 
striking changes on x-ray suggestive of right lower lobe 
consolidation. 

What is the most likely cause of her respiratory 
symptoms? 



♦ 



♦ 






Pneumococcal pneumonia 
Haemophilus influenzae pneumonia 
Chicken pox 
Pulmonary vasculitis 
Mycoplasma pneumonia 



No.: 90 

Mycoplasma pneumonia 

This lady has a rash consistent with erythema 
multiforme with symptoms of an upper respiratory 
tract infection preceding the eruption. She may well 
have suffered mycoplasma pneumonia, which has 
begun to resolve after antibiotic therapy. Clinical 
signs which are out of kilter when compared to x-ray 
appearance are also a feature of mycoplasma. 
Individual target lesions last several days resolving 
with transient hyperpigmentation. Erythema 
multiforme has also been described as occurring 
some 1-2 weeks after a herpes virus infection 
Treatment of any underlying infection, in this case 
with a macrolide antibiotic, leads to a resolution of 
the rash. 
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No.: 91 

A 44-year-old female presents with progressive swelling 
of both hands. She has noticed them becoming whiter at 
times. She also complains of dyspnoea on exertion of up 
to 400 yards. She denies any palpitations or chest pain. 
She smokes 25 cigarettes a day and drinks 14 units of 
alcohol a week. She currently takes lansoprazole 
prescribed by her general practitioner (GP) for gastro- 
oesophageal reflux disease. Examination of her hands 
reveals evidence of calcinosis. 

Which of the following investigations is most likely to 
point to the underlying diagnosis? 



• 



Erythrocyte sedimentation rate (ESR) level 
Eosinophil level 
Antinuclear antibody 
Extractable nuclear antigen 
Anti centr omer e antib ody 



No.: 91 
Anticentromere antibody 

Scleroderma is a rare multi-system chronic condition 
of unknown cause. It is characterised by tissue 
fibrosis, small blood vessel vasculopathy (Raynaud's 
phenomenon) and autoimmunity. Diffuse 

scleroderma is characterised by both cutaneous and 
visceral involvement, with rapid skin thickening on 
the extremities, face and trunk. Limited scleroderma 
has a lower risk of early visceral involvement. When 
associated with calcinosis, Raynaud's phenomenon, 
oesophageal dysmotility and telangiectasia it is 
referred to as CREST. In scleroderma, anti- 
topoisomerase antibody is positive in up to 60% of 
patients and anti-centromere antibody in up to 90% 
of patients. 
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A 38-year-old accountant presents with a five-week 
history of an ulcer on his lower lip. It is painless. He was 
given aciclovir by his general practitioner (GP) with 
little effect. He has also been using chlorhexidine 
mouthwash with some improvement. Over the last week 
he has been feeling tired with a sore throat and flu -like 
symptoms preventing him from going to work. He tells 
you that he is homosexual and has had at least ten sexual 
partners in the last three months. He also admits to 
having unprotected sexual intercourse during this time. 
He is a smoker of 30 cigarettes a day and drinks 25 
units/week. His past medical history includes gonorrhoea 
infections and genital warts. 

On examination there is an ulcerated lesion on the inner 
lower lip. There are two other smaller ulcers on the inner 
right cheek. There are no other skin lesions elsewhere 
except a small patch of alopecia at the occiput. Cervical 
lymph nodes are palpable. 

Respiratory, abdominal, neurological and external 
genitalia examinations are unremarkable. 
Which of the following diagnoses is most likely? 



♦ 



(♦ 



♦ 



Syphilis - primary stage 
Syphilis - secondary stage 
Herpes simplex virus type I 
Pyogenic granuloma 
Behcet's disease 



No.: 92 

Syphilis - secondary stage 

Orogenital sex poses a low risk for HIV transmission 
but it is a common route of syphilis acquisition. The 
symptoms could however also be accounted for by 
HIV seroconversion illness given his very high risk 
sexual behaviour. Secondary syphilis usually 
commences 4-10 weeks after the primary chancre 
(which can commonly occur in the oral cavity), but 
the two stages are sometimes concurrent. Patients 
usually present with maculopapular rashes affecting 
the entire trunk, but any form of lesion may occur. 
Alopecia is well recognised as are multiple painless 
aphthous ulcers. Sore throat, myalgia, fever and 
weight loss are common to both conditions. 
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A 45 -year-old woman presented with a two-month 
history of a persistent red rash on her body. It started out 
on the abdomen and spread to involve her legs, back and 
arms. Her past medical history includes type II diabetes 
mellitus, alcoholism, and alcohol-related pancreatitis. 
Her current medications are carbamazepine and 
atorva statin. She drinks more than 60 units a week. 
On examination she has widespread exfoliative erythema 
affecting her trunk and limbs, worse in the flexures. She 
also has glossitis. 
Investigations are as follows: 



Hb 


lOg/dl 


MCV 


105 fl 


WCC 


11.4 1071 


PLT 


110 1071 


Gamma glutamyl 
transferase 


1560 U/l 


ALT 


73U/1 


Amylase 


202 IU/1 (normal 48- 
330 IU/1) 



What investigation would be most helpful in 
elucidating a cause for the rash? 



♦ 



Amino acid level 
Serum cholesterol 
Serum glucagon level 
Liver biopsy 
Vitamin B6 levels 



•A 



No.: 93 

Serum glucagon level 

The clinical features in this patient can be seen in 
necrolytic migrating erythema, protein malnutrition 
and zinc deficiency. Necrolytic migrating erythema is 
a figurate erythema with a moving crusted edge. 
When present, usually with anaemia, stomatitis, 
weight loss and diabetes, it signals the presence of a 
rare glucagon-secreting tumour of the pancreas. In 
alcoholics however, nutritional deficiencies cause 
many overlapping symptoms making the diagnosis 
difficult. Alcoholics are at risk of zinc deficiency 
because of poor diet and also because of the direct 
effect of alcohol increasing the urinary excretion of 
zinc. 
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A 16-year-old girl presents with painful lesions on her 
face. They have been spreading in size over the last few 
days. She has been suffering from rhinorrhoea and flu- 
like symptoms over the last week and has been off her 
food. 





What diagnosis should be considered? 



• 



♦ 



Fifth disease 
Impetigo 

Perioral dermatitis 
Herpes zoster infection 
Erysipelas 



•A 



No.: 94 
Impetigo 

Impetigo is a common superficial infection of the 
epidermis occurring mainly in children It is usually 
due to Staphylococcus aureus, a group A beta- 
haemolytic streptococcus or a mixture of both. It is 
very contagious. It typically starts as vesicles which 
then break down to form honey -coloured crusts. 
Herpes simplex infection caused by herpes simplex 
virus type I is often recurrent and always recurs at 
the site at which the primary infection was e.g. the 
mouth. Most patients experience a prodromal 
sensation of itching, burning or tingling. A few hours 
later small grouped vesicles appear, burst, crust and 
then heal in 7-10 days. These episodes can be 
precipitated by fever, hence the name cold sore. 
Herpes simplex can be differentiated from impetigo 
by the history of recurrent episodes, prodromal pain 
and initial vesicles containing clear fluid. In adults 
certainly it is more likely than impetigo. If in doubt 
viral polymerase chain reaction (PCR) will confirm 
the diagnosis. 
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A 58-year-old gentleman presents with progressive 
changes in his facial skin. He has noticed reddening with 
painful spots on his face and a gradual swelling and 
distortion of his nose. 




In his past medical history he had a renal transplant in 
1989. He takes a list of medications but he cannot 
remember exactly what they are. He is a non-smoker and 
drinks 14 units of alcohol per week. He has no allergies. 
He tells you that since he went on holiday to Spain this 
year the symptoms have got worse. He lives with his 
wife. 

One examination the patient has numerous erythematous 
and yellowish papules and nodules as well as swelling of 
the nose. The skin over the trunk is covered with 
extensive seborrhoeic warts. There were a couple of 
actinic keratoses on the scalp. 
What diagnosis would most explain the appearance? 






Hyperlipidaemia 
Chronic uraemia 
Cutaneous lymphoma 
Rosacea 
Acne vulgaris 



No.: 95 
Rosacea 

This gentleman has rhinophyma - localised swelling 
of soft tissue with variable combinations of sebaceous 
hyperplasia, fibrosis and lymphoedema. Sebaceous 
hyperplasia is a recognised side-effect of ciclosporin 
treatment, particularly on the skin of renal 
transplant patients when exposed to sunlight. 
Rosacea is a rash which although more common in 
females occurs in males and is associated with 
rhinophyma. It is an erythema of the face with 
telangiectasia. It is similar to acne in that there are 
papules and pustules but no comedones. 
Complications such as blepharitis, chronic 
lymphoedema of the face and rhinophyma occur 
more commonly in men 

Steroid rosacea is as a result of topical steroids to the 
face usually. Unfortunately a large number of people 
use other family members creams and ointments 
without seeking advice from the doctor first. It is 
important to ensure that you question the patient 
about use of all topical treatments. 
Contrary to popular belief, it is not associated with 
excessive alcohol intake. Skin cancers, despite being 
more common in renal transplant patients always 
present as ulcerative nodular lesions before 
infiltrating deeper. Active rosacea should be treated 
with oral antibiotics in the first instance. Treatment 
of the rhinophyma by surgical excision or physical 
ablation of excess tissue may improve cosmetic 
appearance. 
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A 66-year-old woman is admitted under the cardiologists 
with chest pain. While awaiting invasive investigations 
the team has become increasingly concerned by the 
striking changes affecting the woman's lower legs. 




Of note, the patient is a known hypertensive and tells 
you that in the past she had eczema of her legs which 
was treated using bandages. She lives alone and her 
daughter attends weekly to change the bandages. Over 
the last 3 weeks however, her daughter has been on 
holiday abroad and so hasnt managed to change them. 
The patient denies any pain. She is afebrile. The pedal 
pulses are palpable. The lower legs look as though they 
are encased in cardboard! There is little oedema but no 
serous exudate. It smells offensive. The skin on the legs 
above the knees is entirely normal. Her blood tests on 
admission are unremarkable. She feels well in herself 
now that she has been given some analgesia for her chest 
pain. 

Which of the following management options is 
preferable? 



♦ 



Moderately potent topical steroids 
Potassium permanganate soaks 
Compression stockings 
Gentle debridement 
Oral flucl oxacillin 



No.: 96 

Gentle debridement 

This lady has a common condition found on elderly 
care wards - retention hyperkeratosis. The treatment 
for varicose eczema in the past with bandages that 
were changed infrequently interferes with the normal 
process of desquamation and results in this condition 
- a build up of keratin. It is a benign but malodorous 
condition that can be treated very well with gentle 
debridement after soaking in arachis oil, revealing 
normal skin underneath. Recurrence can be 
prevented by skin care with emollients. 
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A 3 6 -year-old gentleman presents with a painful 
blistering rash affecting his body. 




He has been feeling unwell and his appetite has reduced 
remarkably. On examination there are erythematous 
papules and blisters on the palms, dorsum of hands (see 
figure), forearms and a few on the trunk. The lips are 
eroded with multiple aphthous ulcers in the mouth. The 
eyes are injected. 
How would you manage his mouth ulcers initially? 






♦ 



Chlorhexidine mouthwashes 
Systemic steroids 
Intravenous flucl oxacillin 
Intravenous immunoglobulins 
Commence azathioprine 



•A 



No.: 97 

Chlorhexidine mouthwashes 

This patient has Stevens-Johnson syndrome, and 
requires hospital admission for nutritional and skin 
care support. The causes of Stevens -Johnson 
syndrome are the same as for erythema multiforme 
but usually drugs are the cause rather than 
infections. It is therefore imperative to stop all drugs 
in the first instance. There is no evidence that 
systemic steroids are helpful Intravenous 
immunoglobulins may be useful in the management 
of toxic epidermal necrolysis, a meta-analysis showed 
a trend towards improved mortality, although the 
overall quality of studies is poor. Antibiotics are not 
useful. Throat swab for streptococcus and chest X- 
ray looking for evidence of mycoplasma pneumoniae 
are useful steps in the management but not the initial 
steps. In the first instance chlorhexidine 
mouthwashes are helpful to prevent secondary 
infection of mouth lesions. 

http://onlinelibrary.wiley.com/doi/10.llll/jl365- 
2133.2012.10965.x/abstract 
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A 68-year-old gentleman is under the care of the 
haematologists. He is undergoing chemotherapy for non- 
Hodgkin's lymphoma. He has been extensively 
investigated for left- sided chest pain and a recent 
angiogram demonstrated normal coronaries. On the ward 
the nursing staff has noticed this rash on his back 
yesterday. 




Which of the following medications should be 
prescribed? 

Flucloxacillin 500 mg qds 

Aciclovir 800 mg 5 times/ day 






Topical aciclovir 

Morphine sulphate tablets 30 mg bd 

Prednisolone 30 mg od 



No.: 98 

Aciclovir 800 mg 5 times/day 

This gentleman has Herpes zoster infection affecting 
a thoracic dermatome. Herpes zoster occurs in people 
who have previously had chickenpox. The virus 
Herpes varicella-zoster lies dormant in the dorsal 
root ganglion following chicken pox, and later travels 
down the cutaneous nerves to infect the epidermal 
cells. The prodromal period is followed by a rash 
consisting of a group of vesicles on an erythematous 
background, followed by weeping and crusting; 
healing takes 3-4 weeks. The rash is nearly always 
unilateral and confined to one or two dermatomes. 
Oral antiviral agents such as aciclovir at a high dose 
are only beneficial if given in the first 48 h of the 
development of blisters. Regular analgesics are 
important, but in the elderly particularly if given as 
soon as the rash appears, prophylactic amitriptyline 
at night starting at 25 mg and increasing to 75 mg 
can help prevent post -herpetic neuralgia. Topical 
aciclovir is of no benefit at all. 
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A 3 6 -year-old man presented to the emergency 
department with the following rash, which appeared : 
days ago. 

Which of the following is the most likely cause? 

Crohn's disease 
Mycoplasma 

Tuberculosis 
Alcohol 


\ 


No.: 99 
Mycoplasma 

This man has erythema multiforme. He shows the 
classical target lesions. These have three zones: a 
central area of dusky erythema, a middle paler zone 
of oedema and an outer erythematous ring. The 
lesions preferentially involve the extremities and 
trunk 

They usually appear in successive crops and fade in 1 
to 2 weeks. There are multiple triggering factors 
although the cause is not determined in up to 50% of 
cases. The most common association is with 
preceding herpes simplex or mycoplasma infection, 
although drugs such as sulphonamides and penicillins 
are also frequently implicated. Orf is a less common 
aetiological trigger seen in farmers exposed to the 
virus. 

JIfi 


No.: 100 

A 45 -year-old gentleman has a long-standing rash. He 

thought it had cleared up, but it has recurred in a recent 

scar from minor surgery. 

Which of the following conditions exhibits this 

phenomenon? 

• 

Eczema 

Sarcoid 

Lichen planus 

Pemphigoid 

Acne 


No.: 100 
Lichen planus 

The appearance of a rash in a scar or in the site of an 
injury is known as Koebner 1 s phenomenon. The 
Koebner reaction usually appears around 7 to 14 
days after the injury. Skin disorders that show this 
reaction include psoriasis, lichen planus and vitiligo. 
The Koebner response occurs in up to 20% of 
patients with psoriasis. The term pseudo Koebner is 
used for conditions such as molluscum contagiosum 
and viral warts where the phenomenon arises from 
the spread of an infective agent. The reverse Koebner 
also exists where trauma to a lesion results in it 
resolving. 
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A 43 -year-old man with a long-standing skin disorder 
presents as an emergency as his skin has become 
markedly erythematous and has spread to involve most 
of his body. He complains of feeling generally shivery 
and unwell. 
The most likely underlying skin condition is: 



• 



Pemphigus 

Pityriasis rubra pilaris 

Psoriasis 

Acne 

Rosacea 



No.: 101 
Psoriasis 

Erythroderma is the term that applies to any 
inflammatory skin disease that affects more than 
90% of the body surface. It is often accompanied 
with fever, shivering and malaise. Forty per cent of 
erythroderma is secondary to eczema and 25% 
secondary to psoriasis. These are the two most 
common conditions. Other precipitants include 
lymphoma, drugs and pityriasis rubra pilaris. 
Erythroderma is often associated with metabolic 
disturbances and patients may develop hypothermia 
or high-output cardiac failure. Treatment in hospital 
is advisable with careful monitoring of fluid balance 
and temperature. The condition may continue for 
months or years and may also relapse. 



No.: 102 

A 22-year-old girl with severe nodulocystic acne has had 

multiple courses of antibiotics with no benefit. After 

discussion it is agreed to start her on isotretinoin 

(Roaccutane). 

What investigation must she have prior to starting 

treatment? 



♦ 



♦ 



Urea and electrolytes 
Blood pressure 
Full blood count 
Beta-HCG 
Antinuclear antibodies 



No.: 102 
Beta-HCG 

The answer is Beta-HCG (human chorionic 
gonadotrophin) 

Isotretinoin is the most clinically effective treatment 
for acne, and frequently produces long-term 
remission It significantly reduces elevated sebum 
production, comedogenesis and colonisation with 
Propionibacterium acnes. Isotretinoin should be 
prescribed for patients with moderate acne who are 
failing to respond to conventional therapy. It does 
however have many side-effects. In particular it is 
very teratogenic. A negative pregnancy test must be 
obtained prior to treatment, and counselling must be 
given regarding contraception Liver function tests 
and lipids should also be checked in patients as these 
frequently become elevated with treatment. Patients 
generally complain of dryness of the mouth and lips, 
and should be advised to use regular moisturisers. 
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This 24-year-old gentleman is distressed by his 
appearance and feels lethargic. 




Which of the following is the most appropriate 
measure? 






Thyroid function tests 
Oral ketoconazole 
Oral antibiotics 
Ketoconazole shampoo 
Topical minoxidil 



•A 



No.: 103 

Thyroid function tests 

This is alopecia areata (AA) which is a condition of 
unknown aetiology associated with other 
autoimmune diseases, such as Hashimoto's thyroiditis 
(hence the importance of checking the TFTs), vitiligo 
and myasthenia gravis. There is no curative 
treatment currently available and, although systemic 
steroids do induce remission, the A A recurs on 
discontinuation and the risk of long-term therapy 
precludes its use. Patients find this condition very 
distressing, and although it often spontaneously 
remits, psychological support from family, doctor 
and support groups is extremely important. 
Differential diagnosis includes white-patch tinea 
capitis (for which anti-fungals are appropriate). 
Topical minoxidil may be helpful in male pattern 
baldness. 
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This 60 year-old gentleman complains of a 2-day history 
of a painful right knee. He has previously complained of 
several episodes of excruciating pain in his left big toe. 
He has a past history of a recent peptic ulcer and 
hypertension for which he is taking omeprazole 40 mg 
and bendrofluazide 2.5 mg od. 
Which of the following steps is most appropriate? 






. 



Serum urate levels 
Allopurinol 
Regular naproxen 
Regular aspirin 
Stop bendrofluazide 



•A 



No.: 104 

Stop bendrofluazide 

This picture shows obvious gouty tophi. Acute gout 
should be treated with a NSAID or colchicine if there 
is a contraindication to NSAIDs (e.g. as in this case 
peptic ulcer disease). Colchicine is associated with 
diarrhoea, but it would be considerably safer than a 
non-steroidal in this case. Synovial fluid microscopy 
for negatively bifringent crystals may be helpful - but 
the diagnosis in this case is clear. Allopurinol should 
not be commenced during an acute attack, and serum 
urate levels are not useful in an acute attack or for 
diagnosis (can be used to titrate allopurinol long-term 
therapy). Aspirin, diuretics and alcohol excess all 
precipitate attacks and should therefore be avoided if 
practical. 



"'J, 



ib 



ANGELS TEAM 




PasTest 2012... MRCP 2... Dermatology 



No.: 105 
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This 27-year-old female patient presents with a malaise 

and arthralgia. She reports a history of weight loss and 

diarrhoea in the past few months. 

What is the appropriate next step in her 

management? 



• 



♦ 



Systemic steroids 
Oral antibiotics 
Intravenous antibiotics 
Topical emollients 
GI investigations 



No.: 105 

GI investigations 

This is erythema nodosum, the most common 
panniculitis, causing painful, tender lesions usually 
affecting the shins. Her symptoms are likely to 
respond to non-steroidals whilst investigations are 
carried out. Peak incidence 20-30 year of age, 
females: males 3-6:1. There are many causes: 
infections: bacterial (strep, TB), fungal, viral 
(infectious mononucleosis), drugs (OCP, penicillin, 
sulphonamides), malignancies (lymphoma), 

sarcoidosis, inflammatory bowel disease - Crohn's 
and ulcerative colitis - as suggested in this scenario. 
There is a rapid response to systemic steroids but 
these should only be given when diagnosis is known, 
and infection is excluded. Course depends on 
aetiology, lesions do not break down or ulcerate and 
they heal without scarring. 



™M 



w 



ANGELS TEAM 




PasTest 2012... MRCP 2... Dermatology 



No.: 106 

A 40 -year-old lady has noticed her fingers feel tight and 
also change colour to white and then blue when they 
become cold. They flush red when warmed which is 
particularly painful. On examination there are several 
telangiectasia on her face and chest wall. 
Which one of the following is this lady also most 
likely to have? 






♦ 



♦ 



Anti-dsDNA 
Pulmonary fibrosis 
Anti -centromere antibodies 
Heliotrope rash 
Gottron's papules 



No.: 106 
Anti-centromere antibodies 

This lady has Raynaud's phenomenon and 
telangiectasia with some suggestion of sclerodactyly. 
This suggests limited cutaneous systemic sclerosis (i.e. 
CREST). Other features are oesophageal/GI 
dysmotility, calcinosis and pulmonary hypertension 
(in CREST, pulmonary hypertension is generally 
secondary to reduced cross section of pulmonary 
vasculature, this being due to abnormal proliferation 
of pulmonary vascular cells. Pulmonary hypertension 
therefore most often occurs in the absence of 
interstitial fibrosis). It is often associated with anti- 
centromere antibodies. Heliotrope rash and 
Gottron's papules are pathognomonic for 
dermatomyositis. 



No.: 107 

A 19-year-old student has a palpable purpuric rash 
affecting the backs of his legs and buttocks. He describes 
a recent flu-type illness and generalised mild arthralgia. 
What isthe appropriate next step in his management? 






Lumbar puncture 
Renal biopsy 
Urine dipstick 
Oral corticosteroids 
Urethral swab 



No.: 107 
Urine dipstick 

This rash is typical of Henoch- Sch^nlein purpura. 
The Henoch-Sch^nlein syndrome includes 
polyarthralgia (but rarely true arthritis), bowel 
involvement (may present with abdominal pain in 
children) and renal involvement (focal necrotizing 
glomerulonephritis). In adults, up to one quarter will 
develop rapidly progressive glomerulonephritis and 
nephritic syndrome will occur in half of these 
patients. More commonly, there is just 
glomerulonephritis with microscopic haematuria and 
without significant impairment of renal function 
Urethral swab is useful for Reiter's syndrome which 
usually presents with a mono-arthritis, the rash of 
keratoderma blenorrhagica and conjunctivitis. 
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The patient shown below presented with a non- itchy skin 

rash. His mother also suffers from a similar skin 

condition. 

What is the probable diagnosis? 




♦ 






Eruptive xanthomas 



Tuberous sclerosis 
Neurofibromatosis type 1 
Dercum's disease 
Neurofibromatosis type 2 



No.: 108 
Neurofibromatosis type 1 

The answer is Neurofibromatosis type 1 (von 
Recklinghausen's disease) 

The picture shows multiple cutaneous 
neurofibromata with a few caf O-au-lait spots. 

Criteria for diagnosis of neurofibromatosis are: 

• six or more cafl O-au-lait spots 

• two or more neurofibromas 

• axillary freckling 

• two or more Lisch nodules (iris hamartoma) 

• optic glioma 

• a parent or sibling with neurofibromatosis 

associated abnormalities are: 

• skeletal rib notching and other bony defects 

• honeycomb lung 

• intellectual disability 

• kyphoscoliosis 

• hypertension (renal artery stenosis, 
phaeochromocytoma) 

• Lisch nodules (iris hamartoma). 
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A 24-year-old woman was admitted with a flu-like 
illness which has worsened over the past 2 days and she 
now has a productive cough, shortness of breath and 
fever. A presumed diagnosis of community-acquired 
pneumonia was made and the patient started on oral co- 
amoxiclav 625 mg, three times a day. 
Two days later she developed a non-pruritic macular 
rash over both legs and arms. There was a burning 
sensation associated with the lesions. 
What is the most likely cause of the rash? 

Pityriasis roseum 

Erythema nodosum 

Erythema multiforme 

Urticaria 

Stevens- Johns on syndrome 
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Erythema multiforme 

The patient has a symmetrical erythematous non- 
pruritic rash affecting the upper and lower limbs 
following a community-acquired pneumonia. The 
diagnosis is most likely erythema multiforme and the 
rash may be drug related or be as a consequence of 
infection with mycoplasma pneumonia. 

Erythema multiforme (EM) is an acute 
mucocutaneous hypersensitivity reaction of variable 
severity characterised by a symmetrically distributed 
skin eruption, with or without mucous membrane 
lesions. The more common form, EM minor, consists 
of skin lesions with involvement of no more than one 
mucosal surface. EM major, or Stevens -Johnson 
syndrome, is more severe, involving two or more 
mucous membranes with more variable skin 
involvement. It may involve internal organs and 
typically is associated with systemic symptoms. 
EM appears to involve a hypersensitivity reaction 
that can be triggered by a variety of stimuli, 
particularly bacterial, viral, or chemical products. 
Infectious agents are often the cause in children 
Drugs are the major culprits in adults or in EM 
major. The most common bacterial precipitant is 
Mycoplasma pneumoniae. Approximately 50% of 
cases however are idiopathic, with no precipitating 
cause identified. 
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A 60-year-old gentleman presented with a one-week 
history of painful mouth ulcers and blistering lesions 
over the face and upper body. He also complained of 
some associated hoarseness and general malaise. 
On examination he had evidence of gingival erosions 
and bullae over the scalp and chest. They lesions were 
friable and some crusted lesions were apparent. Nikolsky 
sign was positive. 
What is the most likely cause of the presentation? 



♦ 



Erythema multiforme 
Bullous pemphigoid 
Dermatitis herpetiformis 
Pemphigus vulgaris 
Bullous lichen planus 



•A 
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Pemphigus vulgaris 

Pemphigus refers to a group of autoimmune 
blistering diseases of the skin and mucous 
membranes. These include pemphigus vulgaris (PV), 
pemphigus foliaceus and paraneoplastic pemphigus. 
PV is an autoimmune, intraepithelial, blistering 
disease affecting the skin and mucous membranes 
and is mediated by circulating autoantibodies 
directed against keratinocyte cell surfaces. 
PV presents with oral lesions in the majority of 
patients and most patients develop cutaneous lesions. 
The primary lesion of PV is a flaccid blister. 
The cause of PV remains unknown but there is a 
recognised association with the human leucocyte 
antigen DR4 (DRB1*0402) and human leucocyte 
antigen DRw6 (DQB1*0503) alleles. Patients are 
often diagnosed with other autoimmune diseases, 
particularly myasthenia gravis and thymoma. 

Other differentials for intraepidermal blistering 
include: 

• friction 

• eczema - multilocular 

• infection 

• toxic epidermal necrolysis. 

Causes of subepidermal blistering include: 

• burns 

• pemphigoid - characterised by tense, 
haemorrhagic, unilocular bullae which arise 
on abnormal(erythematous, urticated) skin. 
Mucosal involvement is uncommon. 
Nikolsky's sign is negative 

• dermatitis herpetiformis - very itchy grouped 
vesicles, most frequent on the extensor 
surface of the knees, elbows, buttocks and 
shoulders. 

• erythema multiforme - target lesions, 
precipitated by viral infection or drugs 

• insect bites 

• porphyria cutanea tarda - light sensitivity, 
fragile, scarred skin and hypertrichosis, 
usually seen in middle-aged alcoholic men 

• epidermolysis bullosa - many different 
inherited diseases, of varying severity. 
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A 20-year-old man who has just returned from holiday in 
upstate New York has this rash which he describes as 
starting with a small red papule. 
Given the suspected diagnosis, what is the correct 
treatment choice if he feels otherwise well? 



Clotrimazole cream 
Topical beclomethasone 

Oral ketoconazole 

*-» 

Oral doxycycline 
Intravenous benzylpenicilli 



cream 
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Oral doxycycline 

This is the rash of erythema chronicum migrans 
which starts as a small papule developing into a 
slowly enlarging ring with a raised border with 
central clearance. It is pathognomonic of Lyme 
disease, which is caused by the spirochaete Borrelia 
burgdorferi. 

A single dose of 200 mg doxycycline is effective 
prophylaxis after a tick-bite if given within 72 hours. 
If not, 14-21days of treatment 100 mg bd is necessary. 
If the patient has any late complications (meningitis, 
cranial nerve palsies, heart block, arthropathy) then 
high dose IV benzyl penicillin or cefotaxime is 
warranted. Clotrimazole and ketoconazole are both 
anti-fungal agents and would be appropriate 
treatment for Candida albicans infection. 
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A 60-year-old smoker presented with a 2-week history oj 

an intensely itchy rash over his arms, legs and trunk. He 

had noticed that he had started to go off his food and had 

lost half a stone in weight. He lived in the New Forest 

and had never been to a doctor before. 

On examination a distinctive rash was noted over the 

legs and arms and trunk. It had a wood- grain appearance 

created by concentric mildly scaling bands of flat-to- 

raised erythema. 

Given the presentation, what is the most likely 

diagnosis of the rash? 



No.: 112 



>f Erythema gyratum repens 






Granuloma annulare 
Erythema chronicum migrans 
Tinea corporis 
Erythema gyratum repens 
Erythema annulare centrifligum 



•A 



Erythema gyratum repens (EGR) is believed to be a 
paraneoplastic process. Characteristic concentric 
erythematous bands forming a wood-grain 
appearance help distinguish EGR from other 
erythemas, such as erythema annulare centrifugum, 
erythema migrans, and erythema marginatum. 
EGR is associated with malignancy in up to 80% of 
patients. Lung cancer is the most common 
association; the smoking history would obviously be a 
strong pointer to this. It is also associated with breast, 
bladder, cervical, stomach, and prostate cancer. 
Most patients with EGR develop the eruption before 
the symptoms of underlying malignancy. The time 
interval for this may be up to 6 years. 
EGR is associated with some non-malignant 
conditions, including pulmonary tuberculosis, 
systemic lupus erythematosus (SLE), CREST 
(calcinosis, Raynaud phenomenon, oesophageal 
motility disorder, sclerodactyly, and telangiectasia) 
syndrome, psoriasis, and as a drug reaction to 
azathioprine in a patient with type I autoimmune 
hepatitis. 
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A 50 -year-old man presented to the emergency 

department with a rapidly progressive brownish red rash 

over his shin associated with significant swelling and 

discomfort. Of note the patient had undergone a varicose 

vein operation 4 days beforehand. 

On examination he was sweaty and anxious. He had a 

low-grade fever and a tachycardia of 130 beats/min, with 

a blood pressure of 120/80 mm Hg. There was an 

extensive brownish red discoloration over the whole shin 

and significant associated swelling. There was a crackly 

sensation when the swollen area was pressed with the 

fingers, and a pungent discharge from an open site at the 

distal end of the affected area. 

What is the most important treatment option? 

<? 






Hyperbaric oxygen 
Surgical debridement 
Intravenous penicillin 
Tetanus toxoid 
Intravenous immunoglobulin 
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Surgical debridement 

Gas gangrene is a medical emergency, it is caused in 
the vast majority of cases by Oostridium perfringens 
infection, and the clinical presentation fits best with 
this diagnosis. Rapid onset of muscle necrosis, gas 
production, and sepsis are the hallmarks of this 
disease. C perfringens is an exotoxin-producing 
clostridial species (large, Gram-positive, spore- 
forming bacillus), which is normally found in soil and 
the gastrointestinal tract. 

The most common clinical presentation is with 
traumatic gas gangrene, which occurs through direct 
inoculation of contaminated ischaemic wounds. 
Spontaneous gas gangrene is caused by 
haematogenous spread of toxin-producing bacteria 
(often in patients who are immunocompromised or 
those with diabetes). 

Management clearly initially involves resuscitation, 
supplemental oxygen, and fluids to stabilise the 
patient. Surgical debridement is the definitive 
treatment. 
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A 45 -year-old woman complained of a 5 -year history of 
intermittent watery, pale diarrhoea, with stool frequency 
5-8 times a day. She had noted a stone in weight loss 
over the last months. The patient was thin and had 
erythematous excoriated papules with herpetiform 
vesicles symmetrically distributed over extensor surfaces 
of the elbows and knees. 
Investigations revealed: 



Hb 


9.4 g/dl 


WCC 


11 10 9 /1 


PLT 


440 1071 


MCV 


85 fl 


Vitamin B12 


150ng/l 


Serum folate 


4ug/l 


Ferritin 


3 ng/ml 


Bilirubin 


10 umol/1 


ALP 


175 IU/1 


AST 


14 IU/1 


ALT 


14 IU/1 


Total protein 


50g/l 


Albumin 


25g/l 


Globulins 


27g/l 


C-reactive protein 


2mg/l 


Erythrocyte sedimentation rate 


17mm/l st hr 


Urine dipstick 


Trace protein 



What is the most likely diagnosis of the skin rash? 

Vitamin B12 deficiency 
Herpes simplex 



♦ 



Dermatitis herpetiformis 

Transient acantholytic dermatosis 

Linear immunoglobulin A (IgA) dermatosis 
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Dermatitis herpetiformis 

Dermatitis herpetiformis (DH) is an autoimmune 
Mistering disorder associated with gluten-sensitive 
enteropathy, (Coeliac disease). It is characterised by 
grouped excoriations; erythematous, urticarial 
plaques; and papules with vesicles. These are located 
on the extensor surfaces of the elbows, knees, 
buttocks, and back. The lesions are extremely itchy 
and as a consequence the vesicles are often excoriated 
to erosions. 

Diagnosis requires direct immunofluorescence of a 
skin biopsy specimen showing deposition of 
immunoglobulin A in a granular pattern in the upper 
papillary dermis. It is treated with daps one and with 
maintenance of a gluten- free diet. 

Coeliac disease is a chronic autoimmune disorder of 
the small intestine caused by gluten intolerance in 
genetically predisposed individuals. It is 
characterised by mucosal lesions of the small bowel 
that result in malabsorption. Less than 10% of 
patients with DH exhibit symptoms of an underlying 
gluten-sensitive enteropathy, although more than 
90% of patients show abnormalities upon endoscopic 
examination. 
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A 17-year-old high-school student is seen as an emergency 
extra in your neurology outpatient clinic. During the last week 
she has had three falls at home and crashed the family car. Her 
mother, who accompanies her, is concerned because she has 
started to walk funny. She was previously fit and well and had 
a normal birth with no associated complications. She is on no 
medication and denies smoking or using alcohol or illicit 
drugs. Her father has epilepsy and her mother has type-2 
diabetes mellitus and hypertension. One of her younger 
brothers had suffered from acute lymphoblastic leukaemia but 
was now in remission. She had recently broken up with her 
boyfriend of 3 years. She has a pet dog and a parrot. She is 3 
weeks away from taking her A-level examinations. On 
examination, she is restless and has a coarse tremor on 
movement. She is afebrile, pulse 64 bpm and regular, BP 
110/72 mmHg, respirations are 16 breaths/min at rest. Heart, 
chest and abdominal examinations are all normal. On 
neurological examination, she has a broad ataxic gait, 
nystagmus, past-pointing and diplopia, which was not brought 
on with fatigue. The rest of the exam was normal. 
Results of blood tests show: 



Na + 


129mmol/l 


K + 


4.5 mmol/1 


bilirubin 


9 umol/1 


urea 


4.2 mmol/1 


creatinine 


84 umol/1 


Ca 


2.21 mmol/1 


glucose 


5.2 mmol/1 


albumin 


42g/l 


ALT 


429 U/l 


ALP 


121 U/l 


GGT 


512 U/l 


CRP 


<5 mg/1 


PT 12 s 


APTT31s 


TSH 


1.02 mU/1 


free T 4 


16.1nmol/l 


WCC 


9.8 1071 


Hb 


12.6 g/dl 


MCV 


95.3 fl 


p ts 


365 1071 



CT head demonstrates a normal brain. No abnormalities seen 
on U/S liver and bile ducts are of normal calibre. 
What is the most likely diagnosis? 






Multiple sclerosis 
Paraneoplastic syndrome 
Carbamazepine overdose 
Q fever 
Excess alcohol consumption 
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Carbamazepine overdose 

This young woman has had a couple of stressful life 
events. The clue in the history is that her father has 
epilepsy, so she has access to carbamazepine. 
Dose-dependent unwanted effects of carbamazepine 
include diplopia, nystagmus, ataxia and 
hyponatraemia. Hepatotoxicity, peripheral 

neuropathy (and, rarely, bone marrow depression) 
can occur. 



,j 
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A patient known to be depressed is brought to A&E 
having overdosed on a tablet about 6 hours ago, but he 
will not say which one. He is tachycardic at 129 bpm and 
is complaining of suprapubic pain and blurred vision. 
Witnesses tell you he had a seizure just before arriving at 
A&E. 

What is the most appropriate treatment for his 
suspected drug overdose? 






a 



Naloxone 
Sodium nitrite 
Gastric lavage 
Supportive 
Pyridostigmine 



No.: 2 
Supportive 

From the history you would suspect a tricyclic 
overdose (anticholinergic effects, direct myocardial 
and CNS toxicity). The most appropriate treatment is 
supportive. Seizures should be treated with propofoL 
Gastric lavage would be useful if the tablets had been 
taken within the last hour. Sodium nitrite is the 
antidote for cyanide poisoning. Tricyclic poisoning 
guidance can be found on the College of Emergency 
Medicine website. 

http://www.collemergencymed.ac.uk 



No.: 3 

A 21 -year-old man is admitted unconscious. There is no 
history available. On examination his GCS is 3/15. There 
are stigmata of previous self-harm. He is intubated and 
sent to the ITU. A toxic screen is sent and shows a 
paracetamol level of 330. A^-acetylcysteine is 
commenced. On day 2 he is extubated. His progress is 
monitored over the next few days. 
Which of the following is the most important 
determinant of liver transplant? 



• 



ALT 

pH 

PT 

Bicarbonate 

AST 



No.: 3 



pH 



The answer is pH. King's College Hospital criteria 
for liver transplantation in paracetamol-induced 
acute liver failure. 

List for transplantation if; 

• Arterial pH <7.3 or arterial lactate >3.0 
mmol/1 after adequate fluid resuscitation 

• OR if all three of the following occur in a 24 
hour period: 

o Cr >300 umol/1 

o PT > 100 (INR > 6.5) 

o Grade III / IV encephalopathy 

Strongly consider transplantation if: 

• Arterial lactate > 3.5 mmol/1 after early fluid 
resuscitation 
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A 30 year old lady with known recurrent attacks of 
migraine presents to the A&E department complaining 
of central dull chest pain. She normally takes 
amitriptyline, and started sumatriptan for the acute 
attack. She has just returned from a holiday in Spain. Her 
examination is normal with all observations within 
normal range. Initial blood tests reveal normal 
haematology and biochemistry. Both D dimer and 
Tropnin T assays are within the normal range and Chest 
X ray is normal. 
What is the most appropriate course of action? 

■ 

Start heparin and arrange ventilation perfusion scan 
Obtain psychiatric opinion 
Stop sumatriptan 
Arrange gastroscopy 
Reassurance and discharge 
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Stop sumatriptan 

She has returned from a short haul flight and this is 
unlikely to cause PE, and this is further supported by 
the fact that all her observations are within normal 
range. She takes amitriptyline for prophylaxis of 
migraine and not for depression Sumatriptan has 
been associated with chest pain, and various studies 
have suggested up to 17% of people taking it report 
chest pain, possibly due to vasospasm Furthermore, 
sumatriptan has been associated with myocardial 
infarctions and is contraindicated in people with 
known IHD. 



No.: 5 

A 64 year old lady, known hypertensive on amlodipine 
was diagnosed with breast cancer six months ago. She 
received six cycles of chemotherapy, last one 4/52 ago, 
with a view to have radical mastectomy and axillary 
clearance. She presents to the oncology clinic with 
pulmonary oedema. Her ECG shows non-specific ST 
changes in the anterior leads. 
What is the most likely cause of this lady's 
presentation? 






♦ 



Acute coronary syndrome 
Dilated cardiomyopathy 
Neutropaenic sepsis 
Metastatic disease 
Acute renal failure 
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Dilated cardiomyopathy 

Anthracycline cytotoxic agents such as doxorubicin 
are frequently used as antitumour agents to treat 
acute leukaemias, lymphomas and a variety of solid 
tumours. There is an association between overall dose 
given (cumulative effect) and dilated 

cardiomyopathy. Therefore it is recommended that 
patients undergoing such treatments should have a 
baseline assessment of their heart either with either 
an echocardiogram or radionuclide ejection fraction 
measurement. Her ECG shows non-specific ST 
segment changes and does not support a diagnosis of 
MI. She is likely to have a cardiomyopathy secondary 
to chemotherapy and will require echocardiography 
to assess this. Neutropaenia usually presents at 10-14 
days post chemotherapy. 
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Mr S. presents with a 6-week history of feeling unwell 
and very lethargic. He is a known hypertensive. His wife 
tells you he has been rather stressed at work recently and 
is drinking fairly heavily. As a child he was found to 
have an abnormality in the structure of his heart though 
she is not sure what this is, but she does know that he 
has had problems with palpitations. In A&E he has two 
generalised tonic-clinic seizures, which are treated with 
intravenous lorazepam. 

Results of routine blood tests on admission show: 
normal ranges) 



Bilirubin 



Albumin 



Cholesterol 



ALP 



ALT 



GGT 



CRP 



Total protein 



Hb 



WCC 



Neutrophils 



Pits 



INR 



44lumol/l(3-17) 



28 g/1 (35-50) 



6.0 mmol/1 



947 U/l (30-300) 



110 U/l (5-35) 



540 U/l (11-51) 



84 V g/1 (< 2) 



50 g/1 (60-80) 



13.4 g/dl 



12.0 x 10 9 /1 
8.4x1071 



122xl0 9 /l 



1.4 



1 ;l 1 

Which of the following drugs is the best choice for the 
long-term treatment of his seizures? 






♦ 



Sodium valproate 

Lamotrigine 

Gabapentin 

Vigabatrin 

Carbamazepine 
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Lamotrigine 

Benzodiazepines are only useful in the treatment of 
acute seizures. Sodium valproate is contraindicated 
in patients with hepatic dysfunction as it is 
metabolised and excreted by the liver. Gabapentin is 
useful only as adjunctive therapy for seizures. 
Vigabatrin is not the usual first-line treatment of 
seizures. Carbamazepine would be contraindicated 
due to potential AV conduction defects and is not 
ideal for generalised seizures. This leaves lamotrigine 
as the most logical choice. 
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A 69-year-old woman had been referred from the 
medical admission to the cardiology ward after two 
episodes of syncope and palpitations. She was admitted 
3 days ago for cardioversion of her lone atrial 
fibrillation. This had been successfully converted to 
sinus rhythm and she was started on disopyramide 250 
mg bd and discharged. She has been readmitted today, a 
standard ECG has revealed a prolonged QT interval and 
a monitor attached to her recorded a short run of 
polymorphic ventricular tachycardia. Her urea, 
electrolytes and full blood counts are within normal 
range. 

What would be the most appropriate step in the 
immediate management of this patient? 



♦ 



Add in amiodarone 

Stop the disopyramide 

Add in digoxin 

Increase the disopyramide to tds 

Add in low-dose atenolol 
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Stop the disopyramide 

This woman had torsade de pointes, often translated 
as a twisting of the points, which refers to the beat-to- 
beat changes in the QRS axis. Although torsade de 
pointes can occur in many settings (such as heart 
block), it is usually seen in patients with one of the 
congenital long-QT syndromes or in association with 
drug therapy. The drugs commonly involved are: 
disopyramide, procainamide, quinidine, sotalol, and 
terfenadine. Other drugs where the risk is associated 
with the dose are: amiodarone, arsenic trioxide, 
cisapride, calcium-channel blockers, clarithromycin, 
erythromycin, pentamidine, antiemetic agents, 
antipsychotic agents and methadone. 

The arrhythmia in this patient was provoked by the 
disopyramide and it is possible that she could have 
the subclinical form of the long-QT syndrome 
(subclinical forms often revealed by the QT 
prolonging drugs). 



No.: 8 






A top premier- league football manager recently 

expressed concern that some of the players had 

abnormally high red cell counts - a sign of using 

erythropoietin (EPO). He bemoaned the fact that EPO 

had been administered to some players by their former 

clubs outside the UK and they actually took the drug 

unknowingly. 

What is the best way of detecting EPO abuse? 
*-» 

It can be detected in urine for a few weeks 

following the most recent injection 



It increases muscle bulk 



It can be detected in urine for only a few days after 
the most recent injection 

It can be detected in blood up to a week after the 
most recent injection 

It can be detected in blood for 6 months after the 
most recent injection 
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It can be detected in urine for a few weeks following the 
most recent injection 

Drug taking has become a big problem in all high- 
level sports: EPO was first introduced into the world 
of cycling in the late 1980s. By increasing the red cell 
mass, and hence the oxygen-carrying capacity of the 
blood, EPO should increase performance during an 
all-out exercise. Currently, EPO testing has been 
greatly refined, and levels may be detected for some 
time after administration It can lead to a dose- 
dependent increase in blood pressure or aggravation 
of hypertension; isolated patients have suffered a 
hypertensive crisis with encephalopathy-like 
symptoms and generalised tonic-clonk seizures. 
There is also a risk of thrombosis, and deaths have 
been reported from its use. 
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A 60 year old woman with a history of paroxysmal atrial 
fibrillation collapsed at home and has been admitted 
through A&E. She is taking amiodarone. She has no 
history of ischaemic heart disease. An ECG taken in 
A&E reveals sinus rhythm, a heart rate of 65 bpm, axis 
30°, PR interval 120 ms, QRS interval of 107 ms and 
QTc of 510 ms. 
What would the most appropriate next step be? 

She should be observed for 4 hours and then 
discharged 



♦ 



She needs better control of her PAF 
A temporary pacemaker may be required 
Patient should have a check of her electrolytes 
An echocardiogram should be performed 
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Patient should have a check of her electrolytes 

Drug effects should be considered here. This woman 
has an abnormal ECG and presented with a collapse. 
Her QTc is prolonged. Although amiodarone induced 
QT interval is not associated with torsades de pointes, 
prolonged Q Tc alone increases the risk of 
arrhythmias such as torsade de pointes. She should 
therefore be admitted, monitored, her electrolytes 
checked and amiodarone stopped as a first step and 
consider a different antiarrhythmic. 

Causes of prolonged QTc include: familial long QT 
syndrome; congestive heart failure; myocardial 
infarction; hypocalcaemia; hypomagnesaemia; type -I 
antiarrhythmic drugs; rheumatic fever; myocarditis; 
and congenital heart disease. 



•A 
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A 26-year old woman who is 36 weeks pregnant presents 
with a history of palpitations, sweating and diarrhoea. 
She has no past medical history of note and her 
pregnancy has otherwise been unremarkable. 

On examination, she has a resting tremor. Her pulse is 
100 bpm, regular. Blood pressure (BP) is 1 18/68 rnmHg. 
Heart sounds are normal. Her chest is clear and 
abdominal examination reveals a gravid uterus correct 
for her dates. 



Blood results are as follows: 


WBC 


6.2x1071 


Na + 


142mmol/l 


Bilirubin 


6 umol/1 


Hb 


12.6 g/dl 


K + 


4.1 mmol/1 


ALK-P 


68 IU/1 | 


MCV 


86 xl0 9 /l 


Urea 


4.2 mmol/1 


ALT 


26 IU/1 


PLT 


214xl0 9 /l 


Creatinine 


62 umol/1 


Albumin 


38g/l 


TSH 


0.01 mU/1 (0.4 - 5) 


Free T 4 


36.4 pmol/1 



She plans to breastfeed her baby after delivery. 
What is the most appropriate therapy? 



♦ 



Lugol's iodine 

Propylthiouracil 

Carbimazole 

Radioiodine therapy after delivery of the baby 

Blocking dose of carbimazole with supplemental 
thyroxine 



No.: 10 
Propylthiouracil 

Antithyroid drugs can cross the placenta and breast 
milk, causing neonatal/infantile hypothyroidism 
Lugol's iodine is occasionally prescribed for patients 
undergoing thyroid surgery, but causes goitre in 
infants. Radioiodine therapy is contraindicated in 
pregnancy and breastfeeding, and it is recommended 
that patients avoid becoming pregnant for 6 months 
after therapy. Carbimazole crosses the placenta but 
thyroxine does not, so the 'block and replace' 
approach could render the neonate profoundly 
hypothyroid. Propylthiouracil is more highly protein- 
bound than other antithyroid drugs and is ionised at 
pH 7.4, thus making it less likely to cross the placenta 
or breast milk. 



-j 
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A 72-year-old man is seen in cardiology clinic as follow 
up after a recent admission with atrial fibrillation and 
myocardial infarction. Since discharge he has noticed a 
rash develop over his face and neck when he is out in the 
garden. 

What is the most likely causative agent? 

Simvastatin 

Metoprolol 

Amiodarone 

Warfarin 

Ramipril 



•A 



No.: 11 
Amiodarone 

Amiodarone therapy is associated with a 30-50% 
incidence of photosensitivity. Symptoms develop 
within 2 hours of sun exposure, followed by 
erythema. A minority of affected patients develop a 
slate-grey pigmentation on light-exposed areas. 
Photosensitivity may persist for up to 4 months after 
the drug is withdrawn. Cutaneous pigmentation 
slowly fades after amiodarone is stopped but may 
persist for months to years. In affected patients, skin 
cells and the cells of other organs have been found to 
contain myelin-like lysosomal structures and 
membrane- bound granules. This generalised 
derangement of lysosomal storage may also be the 
basis for other adverse effects of amiodarone such as 
interstitial alveolitis, acute hepatitis, and disturbed 
thyroid function. 

Angiotensin converting enzyme (ACE) inhibitors 
have been known to causes photosensitivity, but less 
commonly than amiodarone. Simvastatin can cause 
hypersensitivity, alopecia, myositis, hepatitis, 
pancreatitis and peripheral neuropathy. Beta- 
blockers are known to exacerbate psoriasis and can 
cause dry eyes. Warfarin can cause alopecia, 
ecchymoses and skin necrosis. 
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A 42-year-old man is referred to a dermatology clinic 
with a rash which has developed over his arms over the 
past 2 weeks. His past history includes hypertension, for 
which he takes lisinopril and bendroflumethiazide. He is 
also known to suffer from manic depression, and had 
been taking promazine for 6 years. He was reviewed by 
his psychiatrist 6 months ago, who started him on 
lithium. He has recently been complaining of some 
indigestion, and so his GP started lansoprazole 2 months 
ago. 

On examination, he has a scaly rash localised over the 
extensor aspects of his elbows. 

Which agent is most likely to have precipitated his 
rash? 

Promazine 






♦ 



Bendroflumethiazide 
Lanzoprazole 
Lithium 
Lisinopril 
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Lithium 

The rash is psoriasis, which can be precipitated by 
lithium, Drugs which are known to trigger or 
exacerbate psoriasis include lithium, antimalarials, 
nonsteroidal anti-inflammatory drugs (NSAIDs), and 
P-blockers. Lisinopril is also rarely associated with 
this adverse effect. Precipitation of the rash may take 
up to a year to develop after initiation of the 
medication. Treatment involves withdrawal of the 
causative agent, and the use of emollients, topical 
compresses or topical steroids. It may be necessary to 
use etretinate, methotrexate or phototherapy. Of 
course, lithium prescription with ACE inhibition is 
not recommended due to the problem of a significant 
increase in serum lithium levels. 






Kfeil 
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A 28-year-old man presents to A&E with a history of 
chest pain. He describes a burning retrosternal pain 
which is precipitated by heavy meals and worse on lying 
down. He denies any dysphagia, nausea, vomiting or 
haematemesis. His bowels are regular and there is no 
history of melaena. He has no past medical history or 
family history of note. 

On examination, he is comfortable, his pulse is 70 bpm 
and regular, heart sounds are normal and his chest is 
clear. His abdomen is soft and non-tender, with no 
masses or organomegaly. He has normal bowel sounds, 
and rectal examination reveals no blood, melaena or 
masses. 

What would be the most appropriate next step in 
management? 

Oesophago-gastro-duodenoscopy (OGD) 

Omeprazole 20mg daily, clarithromycin 500 mg 
twice daily and amoxicillin 1 g twice daily for 1 week 






Omeprazole 40 mg daily for 1 month 
Barium swallow 
Urea breath test 



•A 
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Omeprazole 40 mg daily for 1 month 

This patient has symptoms of heartburn without any 
sinister symptoms such as vomiting, bleeding, weight 
loss, abdominal mass or dysphagia. The diagnosis is 
most likely to be gastro-oesophageal reflux disease 
(GORD). 

National Institute for Clinical Excellence (NICE) 
guidelines on management of dyspepsia advise that 
patients without the alarming symptoms described 
should have: 

Review of any medications which may be causing the 
dyspepsia (eg calcium channel blockers, nitrates, 
theophyllines, bisphosphonates, steroids and 
NSAIDs) 

Lifestyle advice, including advice on healthy eating, 
weight reduction, smoking cessation and promotion 
of antacid/alginate use 

Full-dose proton pump inhibitor (PPI) for one month 
if the previous two methods are unsuccessful 

If there is no response or relapse, they should have a 
test for Helicobacter pylori by carbon- 13 urea breath 
test or stool antigen test, and subsequent eradication 
if necessary 

If there is no response, they should be tried with an 
H2 receptor antagonist or prokinetic for 1 month 

If there is still no response, or alarming symptoms 
develop, they should be referred for specialist opinion 
and further investigation 

Further reading: 

NICE Clinical Guideline 17: Dyspepsia - 
management of dyspepsia in adults in primary care. 
www.nice.org.uk/page. aspx?o=218381 
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A 5 5 -year-old man with a history of chronic alcohol 
abuse is admitted to hospital having had a witnessed 
generalised seizure in the street. (A bystander called an 
ambulance.) He had a further seizure while in the 
ambulance on the way to hospital, terminated by PR 
diazepam. A third, brief seizure occurs on arrival at the 
A&E department. He has no other significant past 
medical history of note, and is not on any regular 
medications. He denies recreational drug use, and has 
not drunk any alcohol in the past 24 hours. 

Baseline observations are as follows: 



Temperature 


36.5°C 


Pulse 


88 


BP 


132/68 mniHg 


2 sats 


97% air 


BM 


5.4mmol/l 



A computed tomography (CT) brain is performed which 
is normal. On return from the scanner he suffers a further 
fit which has lasted for around 4 minutes and continues. 

What is the most appropriate next step? 

Start long-term oral carbamazepine 

Give IV lorazepam followed by long term sodium 
valproate 

Give IV lorazepam 

No anti epileptic treatment required 

Start long-term oral sodium valproate 
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Give IV lorazepam 

Alcohol withdrawal seizures usually occur after an 8- 
to 24-hour alcohol-free period. If there is no known 
history of epilepsy, and no underlying structural 
brain lesion is identified, long-term antiepileptic 
treatment is not required. In the acute setting, IV 
lorazepam has been shown to reduce the risk of 
recurrent seizures. 

A Cochrane review deals with this difficult clinical 
issue (Benzodiazepines for alcohol withdrawal, C 
Ntais, E Pakos, P Kyzas, JPA Ioannidis; Year: 2005). 



,j 
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A 17-year-old girl is admitted to hospital having taken a 
paracetamol overdose. The precipitant was an argument 
with her boyfriend which ended in them splitting up. She 
took 24 x 500 mg tablets of paracetamol with a bottle of 
cider. The following morning she regretted her actions 
and told her parents what she had done. 

Which of the following, if present in her case, is 
LEAST likely to indicate a poor prognosis? 



♦ 



INR > 2 within 48 hours 
Blood pH < 7.3 
Serum ALT > 3000 IU/1 
SBP < 80 mmHg 
Creatinine > 300 umol/1 



•A 
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Serum ALT > 3000 IU/1 

The INR conveys the synthetic function of the liver 
and is the most accurate marker for severity of liver 
damage. Poor prognostic signs, and thus indications 
for transfer to a liver unit include: 

INR > 2 within 48 hours 

INR > 3.5 within 72 hours 

Signs of encephalopathy 

Creatinine > 300 umol/1 (studies have shown a 
survival rate of 23% in patients with Cr > 3 00 umol/1) 

Blood pH < 7.3 

SBP < 80 mmHg 

Liver enzymes are a poor marker of the degree of 
hepatocellular damage. 

Paracetamol overdose causes hepatic injury through 
its reactive metabolite N-acetylbenzoquinonehnine 
(NAPQI), which is normally rapidly detoxified by 
glutathione in liver cells. In overdose, NAPQI 
production exceeds glutathione capacity, and the 
metabolite reacts directly with hepatic 
macromolecules, causing liver injury. Renal damage 
may occur by the same way, owing to renal P450 
metabolism. Ingestion of more than 6-7 g in adults is 
potentially hepatotoxic. 

Treatment includes oral activated charcoal if the 
patient presents within 3-4 hours of ingestion. 
Antidotal treatment is with N-acetylcysteine 
(Parvolex®). Methionine can be used in patients 
allergic to N-acetylcysteine. 
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A 32-year-old woman presents with a sore throat and 
dysphagia. Five weeks earlier she was diagnosed with 
thyrotoxicosis and treated with carbimazole 40 mg once 
daily and propranolol 40mg twice daily was initiated. 
She has no other past medical history of note. 

On examination, her temperature is 36.8°C, her pulse is 
70 bpm, and BP is 128/68 mmHg. She has a smooth, 
non-tender goitre, but no exophthalmos, lid lag or 
retraction. Clinical examination is otherwise 
unremarkable. 

Investigations are as follows: 



Hb 


13.2 g/dl 


Platelet 


196x1071 


WBC 


2.5 x 1071 


Neutrophils 


0.9x1071 


Lymphocytes 


1.9x1071 


Free T 4 


24.8 pmol/1 (10-22) 


TSH 


< 0.05 mU/1 (0.5-4) 


TSH receptor antibody 


positive 



What is the most appropriate treatment for this 
patient? 

Continue carbimazole at the same dose and give 
antibiotics 






♦ 



Change to propylthiouracil and plan for radioiodine 
Carry out a thyroidectomy and stop carbimazole 
Reduce the dose of carbimazole and give antibiotics 
Stop carbimazole and treat with radioiodine 
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Change to propylthiouracil and plan for radioiodine 

This patient is on carbimazole treatment for Graves' 
disease, but treatment has been complicated by 
neutropenia secondary to the carbimazole use. Thus 
carbimazole should be discontinued. Propylthiouracil 
is also associated with a risk of developing 
agranulocytosis but can be trialled anyway, of course 
with close monitoring of white cell count, this should 
then be followed by radioiodine before considering 
surgery. The patient should be advised that 
radioiodine therapy is contraindicated in pregnancy 
and breastfeeding, and that she should avoid 
pregnancy for at least 4 months after radioiodine 
therapy. She should be advised that in the first 
fortnight there may be an exacerbation of her 
symptoms, and that she will need regular follow up, 
as she may become hypothyroid or her thyrotoxic 
symptoms may return. 



-j 
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A 32-year-old arable farmer is brought to A&E one 
evening having become increasingly confused over the 
previous 5 hours. He had been feeling well at breakfast 
time before going out to work in the fields, but staggered 
into the house in late afternoon complaining of nausea 
and vomiting, and feeling generally weak. He now has 
profuse diarrhoea with associated abdominal cramps. 

On examination, he is diaphoretic and salivating 
profusely. He is disorientated regarding time, place and 
person. His pupils are equal and constricted. His 
temperature is 36.9°C. His heart rate is 54 bpm, regular, 
JVP is not seen, and BP is 102/54 mmHg. Heart sounds 
are normal. Respiratory examination reveals bilateral 
expiratory wheeze, but no crepitations. His oxygen 
saturations are 92% air. His abdomen is soft and 
diffusely tender, but there is no guarding or rebound 
tenderness. Bowel sounds are present. Power is globally 
reduced in all four limbs (grade 4/5), with slightly 
depressed reflexes, but plantar response is flexor. A few 
fasciculations are noted in his legs. His coordination and 
sensation are unimpaired. 

What is the likely diagnosis? 






♦ 



♦ 



Botulism 

Guillain-Barre syndrome 

Organophosphate poisoning 

Tetanus 

Belladonna poisoning 
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Organophosphate poisoning 

Organophosphate insecticides inhibit the enzyme 
acetylcholinesterase, allowing accumulation of 
excessive acetylcholine (ACh) at muscarinic and 
nicotinic receptors, and in the CNS. Signs and 
symptoms of acute organophosphate poisoning may 
occur within 1-2 hours of exposure, but may also be 
delayed, especially after skin exposure. Sudden 
deterioration can occur in a patient with few initial 
symptoms. 

Clinical manifestations may be classified into 
muscarinic, nicotinic, and CNS effects, as follows: 



Muscarinic: vomiting, diarrhoea, abdominal 
cramping, bronchospasm, miosis, bradycardia, 
excessive salivation and sweating. Severe diaphoresis 
can lead to dehydration with systemic hypovolemia, 
resulting in shock 

Nicotinic: muscle fasciculations, tremor and 
weakness. Death is usually caused by respiratory 
muscle paralysis. 



BP and pulse may be decreased due to muscarinic 
effects, or increased due to nicotinic effects. 

CNS poisoning: agitation, seizures, coma. 



Treatment is with supportive measures, which may 
include intubation and ventilation Decontamination 
of skin and clothes, and reduction of enteral 
absorption with activated charcoal may be indicated. 
IV atropine may reverse the muscarinic effects but 
not the nicotinic effects. Pralidoxime is a specific 
antidote that acts to regenerate the enzyme activity at 
all affected sites. 
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A 34-year-old woman is seen in the diabetic clinic. She 
was diagnosed with type-2 diabetes 18 months 
previously, and has been on treatment with metformin. 
Her HbAiC is 50.82 mmol/mol (6.8%), and BP is 136/75 
mmHg. She has no microalbuminuria. In spite of dietary 
advice and modification, she remains obese, with a body 
mass index (BMI) of 32 kg/m 2 . 

Which of the following is correct with regard to 
obesity treatment? 

Orlistat should only be recommended for those with 
a BMI greater than 30kg/m2 

Diet and exercise are generally more effective in the 

long term 
«^» 

In resistant cases, combinations of anti-obesity 

drugs are recommended 

If the patient fails to lose weight on orlistat in the 
first 12 weeks, the dose should be increased 

Orlistat should be discontinued if the patient regains 
weight at any time during treatment 
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Orlistat should be discontinued if the patient regains 
weight at any time during treatment 

Anti-obesity drugs are usually only considered in 
patients whose BMI is > 30 kg/m 2 who have tried at 
least 3 months of managed care involving exercise, 
behaviour modifications and supervised diet. 
However, it may be considered in patients with a 
BMI > 28 kg/m 2 if there are additional risk factors, 
such as ischaemic heart disease, diabetes mellitus, 
hypertension or obstructive sleep apnoea. Diet and 
exercise have been demonstrated to be ineffective in 
the long term, with > 90% putting the weight back 
on. If patients fail to lose at least 5% of their 
body weight within 12 weeks, orlistat should be 
discontinued. Combination treatment with anti- 
obesity drugs is not recommended. 



No.: 19 



A 70 -year-old woman is seen in clinic, complaining of 
low mood and anhedonia. Her only past medical history 
is of atrial fibrillation, for which she takes digoxin and 
warfarin. Her rate is well controlled at 68 BPM. She 
feels she has become more withdrawn and would like to 
consider an antidepressant treatment. 

Which is the most appropriate treatment bearing 
that would avoid the risk of marked changes in 
antico agulation? 






Fluoxetine 
Venlafaxine 
Amitriptyline 
St John's Wort 
Paroxetine 
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Amitriptyline 

Selective serotonin reuptake inhibitors (SSRIs), such 
as paroxetine and fluoxetine, have been known to 
enhance the anticoagulant effect of warfarin, as have 
the serotonin-norepinephrine reuptake inhibitors 
(SNRIs), such as venlafaxine. St John's Wort is 
derived from the herb Hypericum perforatum, and 
can reduce the anticoagulant effect of warfarin. 
Amitriptyline is a tricyclic antidepressant which does 
not interact with warfarin. Whilst amitriptyline 
increases the risk of atrial fibrillation, this woman 
already has the condition and is rate controlled, so 
the extra risk associated with prescribing it for 
depression is low. 
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A 76 -year-old woman is seen in clinic for follow up of 
her polymyalgia rheumatica (PMR). It was diagnosed 12 
months earlier when she presented with pain and 
stiffness in her shoulders, and her erythrocyte 
sedimentation rate (ESR) at the time was 72 mm in the 
first hour. She was started on prednisolone 1 5 mg once 
daily and Adcal-D 3 l® two tablets once daily. She 
responded well symptomatically to the steroids, and an 
attempt at weaning the steroid dose was made, but the 
pain and stiffness would return on decreasing the steroid 
dose below 15 mg once daily. She is distressed as her 
weight has increased by some 5kg since beginning 
corticosteroid therapy. 

What is the most appropriate management of her 
symptoms? 

Continue the current dose of steroid 

Taper the dose of steroid with the use of NSAIDs as 
required for symptomatic relief 



Stop prednisolone and start azathioprine 



♦ 



Continue the steroids and consider introducing 
steroid- sparing immunosuppressant 

Increase the dose of steroids and add a 
bisphosphonate 
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Continue the steroids and consider introducing steroid- 
sparing immunosuppressant 

Polymyalgia rheumatica is an inflammatory soft- 
tissue condition characterised by persistent pain and 
stiffness of the neck, shoulder girdle and pelvic 
girdle. An association with giant cell arteritis is found 
in 6-42% of cases. The mainstay of treatment is with 
corticosteroids, and there is usually complete 
resolution of symptoms within 2-4 days. The median 
treatment time is 2 years, but some people require 
substantially longer. 

Relapse is common after cessation or reduction of 
prednisolone treatment, but responds to 
reintroduction of steroids. The optimal starting dose 
is 15 mg daily for the first month; the risk of relapse 
is high with smaller doses, and the risk of adverse 
events increased with larger doses. Initial dose 
reduction should be 2.5 mg each fortnight until 10 mg 
daily, providing symptoms remain controlled. Reduce 
from lOmg daily by 1 mg each 6 weeks until a daily 
dose of 5-7 mg is reached. The maintenance dose is 5- 
7 mg daily for 12 months, providing symptoms are 
controlled. 

Subsequently, the prednisolone can be reduced by 1 
mg every 6-8 weeks, providing symptoms are well 
controlled. Combinations of prednisolone and 
NSAIDs do not improve symptom control, and may 
potentiate adverse effects. There is some evidence to 
suggest that methotrexate or azathioprine can be 
used where the dose of prednisolone cannot be 
reduced sufficiently because of the recurrence of 
symptoms. The dose of prednisolone should not be 
reduced until the steroid-sparing agent has had time 
to take effect, and then the prednisolone can be 
weaned slowly. However evidence for the use of such 
treatments remains fairly limited. Osteoporosis 
prophylaxis should be used in patients over the age of 
65 or those with a previous fragility fracture. 
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A 34-year-old woman with human immunodeficiency 
virus (HIV) is reviewed in clinic 6 weeks after starting 
highly active antiretro viral therapy (HA ART). She had 
been feeling clinically well prior to starting therapy, but 
over the past fortnight has been feeling increasingly tired 
and weak. She is also complaining of exertional 
dyspnoea. She denies fever, chest pain or cough. She has 
no other previous medical history of note, and is taking 
zidovudine (AZT), lamivudine (3TC) and indinavir, 
along with co-trimoxazole for prophylaxis against 
Pneumocystis jiroveci pneumonia. 

Her blood results are as follows: 





Pre-treatment 


After 6 weeks 


Hb 


13.2g/dl 


8.6 g/dl 


MCV 


95 11 


102 11 


CD4 


205 


266 



What is the most likely cause for the anaemia? 

Bone marrow infiltration by Mycobacterium avium- 
intracellulare (MAI) 

(? 

Haemolytic anaemia with anti- erythrocyte 

antibodies 






Folic acid deficiency 
Red cell hypoplasia 
Erythropoietin suppression 
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Red cell hypoplasia 

The patient's HIV helper cell count (CD4) has risen 
in response to HA ART, making bone marrow 
infiltration with MAI unlikely. Antiretroviral 
therapy is a common cause of anaemia in HIV, with 
AZT most frequently implicated, co-trimoxazole is a 
less common cause of megaloblastic anaemia in this 
situation. The anaemia associated with AZT therapy 
is due to red cell hypoplasia or aplasia. Bone marrow 
examination may demonstrate pure red cell aplasia, 
erythroid maturation arrest, erythroid hypoplasia, 
and megaloblastic erythropoiesis. Erythropoietin 
levels are normal or increased. AZT has been found 
to inhibit haemoglobin synthesis and globin gene 
transcription, and toxic metabolites of AZT have 
been shown to cause cytotoxicity. In severe cases, 
patients on AZT have been known to become 
transfusion dependent. Anaemia is an independent 
risk factor for disease progression and death in 
persons with HIV infection. Macrocytosis is common 
in patients on AZT, and can be helpful in monitoring 
compliance with treatment. 



»J 
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A 21 -year-old man is brought to hospital by ambulance. 
The vehicle was called by his girlfriend who found him 
semi-conscious and hyperventilating, surrounded by a 
number of empty packets of aspirins. Apparently there 
had been a row that morning. 



Blood tests revea 


: 


Potassium 


3.0 mmol/1 


Salicylate 


llOmg/dl 



Which of the following issues regarding treatment fit 
best with aspirin overdose? 

Pulmonary oedema is not an indication for dialysis 

Urine should be acidified 






Activated charcoal should be given 



Serum salicylate of 1 5 mg/dl 24 h after ingestion 
indicates severe overdose 



♦ 



Potassium should not be replaced 
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Activated charcoal should be given 

Treatment of salicylate poisoning involves giving an 
initial dose of activated charcoal, although there is 
not a lot of evidence from clinical trials to support 
multi-dosing. Dehydration should be treated to 
maintain urine output at 2-3 ml/kg/h. Potassium 
depletion should be corrected with potassium 
supplementation into any intravenous fluid 
replacement. Sodium bicarbonate should be 
administered in an attempt to alkalinise the urine, 
but there is no value in forced diuresis. Indications 
for haemodialysis include coma, renal, hepatic or 
pulmonary failure, pulmonary oedema or severe 
acid-base imbalance. A salicylate level taken more 
than 6 h after overdose is of predictive value in 
stratifying the severity of overdose (asymptomatic to 
severe). This does of course rely on being aware of 
the exact time of overdose. 



No.: 23 

You are asked to review urgently a 27-year-old 
zookeeper. He has been bitten by a coral snake and has 
become acutely unwell. 

Which of the following statements is most correct 
regarding acute treatment for snake bite? 

The affected part should be immobilised above the 
level of the heart 

Ice should be applied to the affected area 



♦ 



Any clothing should not be disturbed 

Use of ice is discouraged 

Patients should be given a warm drink 
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Use of ice is discouraged 

The use of ice on a snake bite is discouraged. The 
affected area should be immobilised below the level 
of the heart, to minimise venous return. Any 
constricting clothing should be removed. The victim 
should be kept warm, but caffeine-containing drinks 
and alcohol should be avoided. Ice should not be used 
(as this has been associated with increased necrotic 
complications), and incisions/tourniquets should only 
be used by an experienced physician. Zoos with exotic 
snakes normally store anti-venom, which is most 
effective when given as early as possible. Coral snake 
venom results in neurological symptoms such as 
ptosis, dysphagia, dysarthria, intense salivation and 
later loss of deep tendon reflexes and respiratory 
depression. In the US there are around 9-15 snake 
bite fatalities per year, mostly in children and the 
elderly and where treatment has been delayed. 
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A 52-year-old woman is brought in unconscious by 
ambulance. On admission to casualty she has a Glasgow 
Coma Score (GCS) of 6. Her airway appears to be 
compromised. Her sister follows by car, and suggests the 
woman has taken a large overdose of temazepam tablets. 
She is known to use these on a regular basis and also 
takes amitriptyline. Urea and electrolytes are 
unremarkable, but arterial blood gasses are suggestive of 
respiratory depression with both raised C0 2 and 
decreased 2 levels. 
What is the most appropriate management step? 

■ 

Observation on a high- dependency unit 

Consideration for intubation and ventilation on the 
intensive care unit 



♦ 



Repeated dose intravenous flumazenil 
Repeated dose intravenous naloxone 
Continuous flumazenil infusion 
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Consideration for intubation and ventilation on the 
intensive care unit 

Although flumazenil is a benzodiazepine antagonist 
and would reverse the effects of temazepam overdose, 
use in this situation would not be recommended. In 
patients who are habituated to benzodiazepines and 
who also suffer overdose of tricyclic antidepressants, 
there is a markedly increased risk of seizure activity. 
For this reason, in a patient like this with a decreased 
consciousness level who is unable to protect her 
airway, consideration of intubation and ventilation is 
recommended. Other drugs that may accentuate 
seizure risk when taken concomitantly with 
benzodiazepines include dextropropoxyphene and 
theophyllines. 
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A 68-year-old woman presents to the emergency 
department with vomiting, diarrhoea and confusion. 
Medical history reveals mild renal impairment with a 
creatinine of 189 lp.mol/1 and a potassium of 6.2 mmol/1. 
Other history of note is chronic atrial fibrillation which 
is rate controlled with digoxin. Her general practitioner 
(GP) had recently increased the dose of digoxin and 
commenced diuretics for heart failure. Her digoxin level 
is 18 ng/ml. Soon after admission she becomes unwell 
with blood pressure of 95/50 mmHg and obvious 
ventricular tachycardia on her ECG. 
What is the most appropriate immediate intervention 
in this case? 

Wait for digibind intravenous (iv) to become 
available 






Give phenytoin 250 mg iv over 5 min 
Give lidocaine 100 mg iv loading 
Give insulin and dextrose iv 
Arrange for DC cardioversion 
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Give phenytoin 250 mg iv over 5 min 

Phenytoin IV is the initial treatment of choice for 
ventricular tachycardia complicating digoxin 
overdose. If this is not effective, lidocaine may be 
used as next drug therapy. In cases of significant 
haemodynamic compromise, DC cardioversion would 
be advised. Digibind is indicated for cases of digoxin 
toxicity /overdose where there is significant 
arrhythmia or haemodynamic compromise, but it is 
often unavailable and has to be ordered from a 
neighbouring pharmacy on many occasions. In the 
very acute situation phenytoin is the first line 
therapy. Digibind consists of digoxin-binding 
antibody fragments and the dose used depends on the 
digoxin level and patient weight. Prognostic 
indicators of severe digoxin toxicity include digoxin 
levels of more than 15 ng/ml and serum potassium 
level of >5 mmol/1. Susceptibility to toxicity is further 
increased by renal failure, hypothyroidism or 
hypomagnesaemia. Were digibind available then you 
would give it concurrently with the phenytoin 
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You review a 63 -year-old man who has an acute 

exacerbation of chronic obstructive pulmonary disease 

(COPD). He is not a suitable candidate for admission to 

the intensive care unit. You consider treating him with 

doxapram. 

Which of the following fit best with the 

pharmacological characteristics of doxapram? 






The half-life of doxapram is 30 min to 1 h 
Hypotension is a recognised side-effect 



It is contraindicated in patients with a history of 
epilepsy 

The half-life of doxapram is 8-10 h 



. 



The standard dose is 4-8 mg/min 
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It is contraindicated in patients with a history of epilepsy 

Doxapram is a stimulant of respiratory 
chemoreceptors, indicated for the treatment of acute 
exacerbation of chronic obstructive pulmonary 
disease (COPD) in patients who are considered 
unsuitable for admission to the intensive therapy unit 
for ventilation. In practice, many units now opt for 
non-invasive positive pressure ventilation (NIPPV) in 
this group. Doxapram is given by infusion at a rate of 
1-4 mg/min and has a half-life of 3-4 h. Side-effects 
include hypertension, agitation, exacerbation of 
dyspnoea, headaches, nausea and vomiting. It is 
contraindicated in patients with a history of epilepsy, 
ischaemic heart disease, stroke, hyperthyroidism and 
phaeochromocytoma. 
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You are seen by a pharmaceutical representative who 
asks you to try out a recently launched antihypertensive 
agent in one of your patients. The second patient who 
tries the medication returns a few days later with rash. 
In clinical trials up to phase 3, rash occurring with 
which of the following frequencies is likely to be 
identified? 
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1:300 






1:10 000 
1:300 
1:20 000 
1:2000 
1:50 000 



Most modern clinical study programmes only contain 
around 2000-3000 patients in total. Hence even side- 
eifects occurring with a frequency of 1 :2000 would be 
rarely identified from a phase 3 study programme. 
Whereas in this case, if rash occurred once in every 
300 patients, with 3000 exposures 10 cases of rash 
should be seen. The question relies on you knowing 
that most modern phase 3 programs now have 
between 3 and 5000 patients enrolled. This illustrates 
the value of the two UK systems used for monitoring 
adverse events in marketed medicinal products. The 
yellow card system invites healthcare professionals to 
report suspected adverse drug reactions, 
complementary to this system is prescription event 
monitoring, where doctors identified from a sample 
of scripts for a particular medicine are surveyed for 
any changes in clinical markers in patients given that 
medicine. 
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You review a man who is currently receiving 6- 
mercaptopurine (6-MP) as part of chemotherapy for 
acute leukaemia. 

Which of the following drugs may cause a fatal drug 
interaction when used in conjunction with 6-MP? 

Allopurinol 

Erythromycin 

Theophylline 

Propranolol 

Ciprofloxacin 



No.: 28 
Allopurinol 

6-mercaptopurine (6-MP) is a purine antagonist that 
interferes with the process of DNA synthesis and the 
drug is usually used as part of chemotherapy in the 
treatment of acute leukaemias. Allopurinol is a 
xanthine oxidase inhibitor, and xanthine oxidase is 
responsible for the metabolism of 6-MP. Therefore, 
co-administration of allopurinol and 6-MP may 
result in a build up to toxic levels of 6-MP. 
Azathioprine is metabolised to 6-MP and therefore 
should also be avoided in patients receiving 6-MP 
therapy. 



No.: 29 

You review a woman in the general practitioner (GP) 
surgery who is 24 weeks pregnant. She has a history of 
epilepsy, but presents today with an acute infection. 
Which of the following agents is most safe for use in 
pregnancy? 

Oxytetracycline 



•A 



• 



Gentamicin 
Chloramphenicol 
Amoxicillin 
Phenytoin 



No.: 29 
Amoxicillin 

Oxytetracycline is associated with damage to bones 
and teeth, gentamicin with damage to the vestibular 
nerve, chloramphenicol with the so-called 'grey baby' 
syndrome, and phenytoin with hare lip, cleft palate 
and cardiac abnormalities. Amoxycillin is by far the 
safest of the agents listed above when used in 
pregnancy. Of particular note is the fact that retinoic 
acid derivatives may be associated with multiple 
gross fetal abnormalities for a considerable period of 
time after cessation of retinoid therapy. Patients 
prescribed retinoids for the treatment of acne are 
recommended to take robust contraceptive measures 
and are usually asked to sign an undertaking not to 
get pregnant for up to 6 months after cessation of 
treatment. 
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You are crash-called to the emergency department to 
review a 32-year-old fireman who has been involved in a 
fire at a polyur ethane foam factory. The paramedics 
report that he was confused and complaining of chest 
tightness at the scene. On transport he appeared to 
rapidly develop pulmonary oedema, and soon after 
arrival in the emergency department he suffered 
respiratory arrest. 

He is intubated and ventilated; which of the following 
agents represents the next most appropriate 
intervention? 

a 



♦ 



Atropine 

2,3-dimercapto succinic acid (DMSA) 

Die ob alt edetate 

Fomepizole 

Dimercaprol 



No.: 30 
Dicobalt edetate 

It is most likely that this patient has been exposed to 
cyanide fumes, which may be released from burning 
polyurethane foams. Cyanide acts by irreversibly 
blocking mitochondrial electron transport. Early 
signs of exposure include dizziness, chest tightness 
and confusion; later signs include pulmonary 
oedema, cardiovascular collapse, apnoea and 
paralysis, death occurs within minutes. Patients 
should be intubated and ventilated, the antidote of 
choice is dicobalt edetate; sodium nitrite or sodium 
thiosulphate may be given as alternatives. Mouth to 
mouth resuscitation should not be attempted where 
there is a suspicion of cyanide exposure, due to risks 
to the resuscitator. 



No.: 31 

You attend a lecture where you view data on a new p- 
receptor agonist for the treatment of asthma. 
According to your understanding of agonism and 
antagonism, which of the following agents is best 
described as a non-competitive antagonist drug? 

a 



• 



Acebutalol 

Noradrenaline 

Prazosin 

Salbutamol 

Phenoxybenzamine 



No.: 31 
Phenoxybenzamine 

Phenoxybenzamine is a non-competitive a- 
adrenoreceptor antagonist, which cannot be 
displaced by endogenous a-receptor ligands. It is the 
most potent a-blocker available and is used in 
presurgical treatment of hypertension associated with 
phaeochromocytoma. Prazosin in contrast is a 
competitive a-receptor antagonist and is commonly 
used as add-on therapy in the treatment of 
hypertension. Acebutalol is an example of a partial 
agonist agent. Noradrenaline is an example of an 
endogenous adrenoreceptor agonist, salbutamol an 
example of an exogenous p 2 -adrenoreceptor agonist. 
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You review a 72-year-old woman with urinary tract 
infection and elect to commence her on ciprofloxacin 
therapy. 

Which of the following correctly describes the mode 
of action of ciprofloxacin? 

It is an inhibitor of folate synthesis 

It is an inhibitor of bacterial cell wall synthesis 

It interferes with the functioning of bacterial 
ribosomes 



♦ 



It is an inhibitor of DNA gyrase 

It is an inhibitor of DNA polymerase 
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It is an inhibitor of DNA gyrase 

The quinolones, of which ciprofloxacin is a member, 
are inhibitors of bacterial DNA gyrase. Inhibitors of 
bacterial ribosome function include aminoglycosides, 
erythromycin and tetracyclines. Inhibitors of 
bacterial cell wall synthesis include penicillins, 
cephalosporins and vancomycin. Finally, inhibitors of 
bacterial folate synthesis include sulphonamides and 
trimethoprim. Matching our development of 
innovative antibiotics, bacteria have developed 
similar innovative mechanisms of resistance, these 
include p-lactamase antibiotic-degrading enzymes, 
antibiotic efflux pumps and transfer of plasmids 
(genetic material) from resistant strains. 



No.: 33 

The ward nursing staff request review of a 74-year-old 
man who appears to be suffering an anaphylactic 
reaction to cefotaxime injection. 
What percentage of hospital inpatients are said to 
suffer adverse drug reactions? 



No.: 33 



15% 






2% 
1% 
30% 
15% 

5% 



V 



It is said that 10-20% of hospital inpatients are said 
to suffer from adverse drug reactions. Up to 5% of 
hospital admissions are said to be directly due to 
adverse drug reactions, and in one survey around 
0.5% of hospital deaths were said to be due to drug 
treatment rather than underlying disease. Adverse 
drug reactions are more common in the elderly, 
rising from 3% in 10-20-year-olds to 20% in patients 
over the age of 80 years. This is due to concurrent 
disease, altered drug metabolism related to 
increasing age, and to polypharmacy and drug-drug 
interaction. 
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A patient with severe asthma visits you with a press 

cutting about a phase 2 study of a new pharmacological 

agent. 

What is the main objective of a phase 2 study? 

Evaluation of efficacy in a wider patient population 

Initial safety in man 

Dose ranging and first assessment in patients 

Initial pharmacokinetic assessment 

Identification of unusual adverse effects 



No.: 34 

Dose ranging and first assessment in patients 

Phase 2 studies commonly take place in around 500 
patients and are designed to evaluate safety and 
toxicity and effective dose range and monitor 
pharmacokinetic and pharmacodynamic effects. It is 
phase 3 studies that are designed predominantly to 
establish efficacy in a wider patient population, and 
use much larger groups of patients (usually between 
1000 and 2000 in total). Unfortunately, due to the 
frequency of occurrence, unusual adverse events are 
often only identified during phase 4 (post -marketing 
surveillance studies) involving very large numbers of 
subjects. Phase 1 studies take place in very small 
numbers of healthy human subjects and are designed 
to establish initial safety and toxicity data. 
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A 17-year-old female student is being investigated in 
clinic for weight loss and diarrhoea. The symptoms 
started about 1 year ago and she has been progressively 
losing weight. She is in the clinic with her parents, who 
are extremely concerned for their daughter. 
On review of the results so far 



Haemoglobin 


11.2 g/dl 


Erythrocyte 
sedimentation rate 
(ESR) 


6 mm/h 


Mean cell volume 
(MCV) 


83 fl 


C-reactive protein 
(CRP) 


4 


White cell count 


4.2 x 1071 


Platelets 


160 10 9 /1 


Sodium 


132mmol/l 


Potassium 


3.1 mmol/1 


Urea 


2.5 mmol/1 


Creatinine 


55 umol/1 


Upper gastrointestinal 
(GI) endoscopy report 


normal appearances 
with normal duodenal 
biopsies 


Colonoscopy 


melanosis coli 



What is the most likely cause of the symptoms? 

Senna abuse 
Lactulose abuse 






Sodium docusate abuse 
Methylcellulose abuse 
Colchicine use 



No.: 35 
Senna abuse 

Laxative abuse can be used to prevent weight gain 
Methylcellulose is a bulk forming laxative and must 
be taken with adequate fluids. Sodium docusate acts 
as a stool softener and bowel stimulant. Lactulose is 
an osmotic laxative. The above can cause diarrhoea, 
but anthraquinone stimulant laxatives such as senna 
and dantron are associated with melanosis coli. This 
is seen on colonoscopy as dark pigmentation of the 
colon 
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A 25 -year-old gentleman is admitted from the Accident 
and Emergency Department with increasing confusion 
over the past few weeks. He had recently attended his 
general practitioner's with increasing headaches, 
hyper somnolence and abdominal pains. Examination 
reveals pale conjunctivae and blue lines on his gums. No 
focal neurology, and abdominal examination is 
unremarkable. 



Investigations: 




Haemoglobin 


10.2 g/dl 


White cell count 


9.8 x 1071 


Platelets 


156x1071 


Mean cell volume (MCV) 


79 fl 


Lead level 


61 jigfal (<10 ug/dl) 



What is the best treatment? 



♦ 



♦ 



Dimercaptosuccinic acid 
Desferrioxamine 
Haemodialysis 
N-acetylcysteine 
Plasma exchange 



•A 
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Dimercaptosuccinic acid 

Lead poisoning occurs mainly in children and 
presents mainly in those adults with an occupational 
exposure risk. The heavy metal affects many enzymes 
including those involved in the production of heme. 
The symptoms are varied and patients can have 
abdominal pains, headaches, confusion, peripheral 
motor neuropathy and lethargy. Examination may 
reveal lead lines on the gums or signs consistent with 
anaemia. A plasma lead level confirms the diagnosis 
and chelation therapy can be achieved by 
dimercaptosuccinic acid (DMSA) or calcium 
disodium edetate. After treatment a cause must be 
found to prevent re-exposure when discharged. 
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A 25 -year-old patient is transferred from the psychiatric 
unit with rigors and pyrexia. She had been originally 
admitted with acute psychosis. The patient is confused 
and sweating profusely. 



Temperature 


38.5°C 


Pulse 


120 


Blood pressure (BP) 


175/85 mmHg 


Respiratory rate 


30 


Oxygen saturations 


99% 



She is drooling saliva and is tremulous with generalised 
muscle rigidity. 
Initial Investigations: 



Haemoglobin 


13.6 g/dl 


White cell 
count 


12.7x1071 


Platelets 


390 x 1071 


pH 


7.13 


pa(0 2 ) 


15.5 kPa 


pa(C0 2 ) 


3.5 kPa 


HC0 3 


14 mmol/1 



What test would best confirm the most likely 
diagnosis? 



♦ 
• 



♦ 



Blood cultures 
Creatine kinase 
Clotting studies 
Calcium level 
Liver function tests 



•A 
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Creatine kinase 

Neuroleptic malignant syndrome is thought to arise 
from blockage of dopamine receptors or decrease in 
availability of dopamine. It typically occurs in 
patients who have recently been commenced on 
antipsychotic medications or had a recent dose 
change and it has been reported in patients who have 
had their antiparkinson treatment withdrawn. The 
mortality is between 10-20%. Patients are 
hyperthermic, diaphoretic with tremors and 
generalised muscle rigidity. Investigations will reveal 
a metabolic acidosis with a raised creatine kinase (or 
urinary myoglobin). Treatment includes close 
monitoring with intravenous hydration, cessation of 
neuroleptics and temperature control. 
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A 70 -year-old gentleman is admitted to the ward with 
haematemesis. He has a background of diabetes, 
hypertension, angina and peripheral vascular disease. 
Over the past few days he had been complaining of 
increasing lethargy and worsening angina. 
Investigations: 



Haemoglobin 


7.8 g/dl 


White cell count 


53 x 10 9 /1 


Platelets 


25 x 1071 


Prothrombin time 
(PT) 


38 seconds 


Activated partial 
prothrombin time 
(APTT) 


70 seconds 


Fibrinogen 
degradation products 


700mg/l(<100mg/l) 


Blood film 


circulating blasts cells 
with a hypergranular 
cytoplasm 


Cytogenetics-t 


(15 : 17) 



A derivative of which vitamin would be most 
beneficial in this patient? 





Vitamin A 


♦ 


Vitamin C 


♦ 


Vitamin D 


♦ 


Vitamin E 


♦ 


Vitamin K 



•A 
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Vitamin A 

Acute promyelocytic leukaemia (APL) is a special 
subtype of AML, sometimes called "IVD". APL 
differs from other subtypes of AML in that patients 
are, on average, younger (median age 40y) and most 
often present with pancytopenia rather than with 
elevated WBC counts. In fact, WBC counts higher 
than 5000 cells/ul, at presentation are associated with 
a poor prognosis. The DIC itself should be treated 
with platelet transfusion, FFP +/- cyroprecipitate. 
Acute promyelocytic leukaemia can present with 
disseminated intravascular coagulation as in the 
above case and is indeed the form of AML most 
commonly associated with this phenomenon. The 
typical translocation t(15 : 17) involves the retinoic 
acid receptor gene and as a result this form of acute 
leukaemia responds to all-trans-retinoic acid 
(ATRA). A small percentage of patients with 
different cytogenetic forms of acute promyelocytic 
leukaemia can be resistant to ATRA treatment. 
ATRA is a derivative of vitamin A. 
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A 62-year-old gentleman is admitted with right lower 
lobe pneumonia. Swallowing assessment shows that he 
is aspirating. After a couple of days on the ward he 
complains of a tender swollen right calf and a Doppler 
ultrasound confirms a deep vein thrombosis. He is 
commenced on low molecular weight heparin (LMWH). 
Two days later his blood results arc as follows: 



Haemoglobin 


14.2 g/dl (admission 
haemoglobin 15.3 g/dl) 


White cell count 


10.5 xlO y /l (admission 
white cell count 17.3 x 
10 9 /1) 


Platelets 


105x1071 (admission 
platelet count 490 x 
1071) 


Activated partial 
prothrombin time 
(APTT) 


35 seconds 


Prothrombin time 
(PT) 


12.5 seconds 



What is the best management plan? 

Stop low molecular weight heparin (LMWH) and 
start intravenous heparin 






Stop LMWH and start danaparoid 
Stop LMWH and start lepirudin 
Add in warfarin 
Continue LMWH and observe 



A 
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Continue LMWH and observe 

There are two forms of heparin-induced 
thrombocytopenia (HIT). Type 1 HIT usually occurs 
in the first 48 to 72 hours and the platelet count 
rarely falls below 100 x 10 9 /L The platelet count 
should return to normal over the next 4 days and 
there is no increased risk of thromboembolism. This 
case described here therefore corresponds to Type 1 
HIT. Type 2 HIT is much rarer and usually occurs 5 
to 10 days after treatment commencement and the 
platelet count usually drops below 100 x 10 9 /1 to 
about 50 x 10 9 /1. The patient is at increased risk of 
thromboembolic events. In Type 2 HIT all heparin 
products should be stopped and the patient 
commenced on alternative medication such as 
lepirudin or a heparinoid such as danaparoid. 
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An 82-year-old patient has been diagnosed with 
metastatic lung cancer. He is on the ward and currently 
taking 30 mg of oral morphine sustained release twice a 
day with prn for breakthrough pain. During the ward 
round he complains of vomiting and difficulty keeping 
his medication down. It is decided to convert his 
analgesia to a diamorphine subcutaneous infusion pump. 
Over the past 24 hours he has required an additional 60 
mg of morphine for breakthrough pain via the PC A 
pump. 

What dose of diamorphine should be placed in the 
infusion pump over 24 hours? 



• 
• 



20 mg 
50 mg 
70 mg 
90 mg 
120 mg 



No.: 40 
50 mg 

The patient is currently requiring a total of 120 mg of 
morphine in 24 hours for pain control. As 
diamorphine is more potent than morphine the 
equivalent 24-hour dose required is approximately 
one-third to one-half of the equivalent 24-hour oral 
morphine dose. The patient should still have access to 
breakthrough parenteral analgesia and the 
diamorphine dose should be under constant review. 
The transdermal route can also be used with fentanyl 
patches. Again the total 24-hour morphine dose 
should be equated to the appropriate patch strength 



No.: 41 

A 49-year-old lady is admitted with nausea and 
vomiting. She had also noticed the development of a skin 
rash on her left arm and mouth sores. While on the ward 
she had an episode of haematemesis. She has a 
background of rheumatoid arthritis and has recently been 
commenced on methotrexate. On further questioning she 
tells you that she has been taking the methotrexate daily. 
What is the next best treatment option? 



• 



♦ 



Vitamin K 
Folic acid 
Calcium folinate 
Vitamin Bi 2 
Oral charcoal 
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Calcium folinate 

Methotrexate is generally taken as a once weekly 
preparation Overdoses produce symptoms of nausea, 
vomiting, stomatitis, skin rashes and gastrointestinal 
bleeding. Methotrexate is a dihydrofolate reductase 
inhibitor, which converts dihydrofolate to 
tetrahydrofolate. Calcium folinate (leucovorin), a 
derivative of tetrahydrofolate, bypasses the folate 
step blocked by methotrexate and can be used in the 
management of an overdose. 
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A 24-year-old patient with sarcoidosis is admitted with 
diarrhoea. She has been previously fit and well and her 
sarcoid has been stable. Currently she is under the 
dermatologists for the management of a painful rash on 
her left leg. While an in-patient the diarrhoea clears up 
and the stool cultures come back as negative. She recalls 
the dermatologists commencing her on medication for 
the painful rash but cannot remember its name and didn't 
bring the tablets with her to hospital. 
What is the most likely medication commenced by 
the dermatology department? 






Colchicine 
Prednisolone 
Aspirin 
Dapsone 
Potassium iodide 



No.: 42 
Colchicine 

The patient had erythaema nodosum secondary to 
her underlying diagnosis of sarcoidosis. The following 
are causes of erythaema nodosum: Streptococcus, 
tuberculosis, Salmonella, Campylobacter, 

histoplasmosis, ulcerative colitis and Crohn's disease, 
sulphonamides, Behcet's disease, sarcoidosis and 
pregnancy. Usually erythaema nodosum is self- 
limiting and resolves with non-steroidals. Sometimes 
in severe cases colchicines, dapsone or potassium 
iodide can be used. Colchicine has a common side- 
effect of diarrhoea. 



•A 






J 



& 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Therapeutic & Toxicology 



No.: 43 

A 22-year-old gentleman is admitted to the ward with an 

infective exacerbation of his asthma. 

While on the ward he develops pain in his left flank 

that radiates down to his groin with associated 

dysuria. 



Sodium 



Potassium 



Urea 



Creatinine 



Urinalysis 



Kidney-ureter- 
bladder 
(KUB) 
radiograph 



138 mmol/1 



4.3 mmol/1 



6.2 mmol/1 



65 umol/1 



hexagonal crystals 



Area suspicious of a renal 
stone calculus seen in the 
region of the left vesico- 
ureteric junction 



The patient passes the stone and is diagnosed with 
cystinuria. He is advised on diet, alkalinization of the 
urine and adequate hydration therapy. He is discharged 
but returns a few weeks later with similar symptoms. 
What is the next best medical therapy? 






Allopurinol 

Furosemide 

Penicillamine 

Bendrofluazide 

Desferoxamine 



•A 
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Penicillamine 

Cystinuria is caused by a defect in the reabsorption 
of cystine from the tubular fluid of the kidney. This 
results in recurrent cystine stones with renal colic 
and urinary tract infections. Cystine in the urine is 
elevated with hexagonal and benzene crystals 
present. The initial treatment is with adequate 
hydration, alkalinization of the urine and dietary 
modification If this fails then patients are usually 
commenced on chelation therapy such as 
penicillamine. 
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A patient is admitted for treatment of multi-drug 
resistant tuberculosis. The patient is currently taking 
rifampicin, isoniazid and pyrazinamide. He is 
commenced on streptomycin. 

What is the most likely neurological side- effect from 
this medication? 






Vestibular damage 
Cochlear damage 
Optic nerve 
Autonomic 
Peripheral motor 
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Vestibular damage 

Streptomycin is an aminoglycoside bactericidal 
antibiotic. It is used in the treatment of tularaemia 
and resistant mycobacterial infections. The most 
common neurological side-effect is vestibular damage 
causing vertigo and vomiting. Cochlear damage is 
less frequent and results in deafness. Other side- 
effects include rashes, angioneurotic oedema and 
nephrotoxicity. 
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A 63-year-old lady is admitted with breathlessness. She 

has a background of diabetes. A chest X-ray reveals a 

left- sided airspace infiltrates. She is commenced on 

antibiotics for a community-acquired pneumonia. After a 

couple of days the patient has not responded to the 

antibiotics and her sputum has grown Nocardia 

asteroides. 

What is the most appropriate antibiotic to use? 

<? 






. 



Trimethoprim 

Ciprofloxacin 

Sulphadiazine 

Chloramphenicol 

Gentamicin 



No.: 45 
Sulphadiazine 

Nocardia asteroides is an actinomycete infection that 
causes pneumonia and brain abscesses in the 
immunocompromised. It can make patients very 
unwell and the treatment of choice is a sulphonamide. 
These antibiotics act as inhibitors of bacterial 
dihydropteroate synthetase. 



No.: 46 

A 25 -year-old patient is referred to clinic with sleep 
disturbances. He describes attacks during the day when 
he would suddenly fall asleep and he has had one attack, 
which has happened while he was walking. The patient 
has been getting hallucinations just before falling asleep 
and occasionally wakes up in the middle of the night 
unable to move. He has had no attacks in the day when 
he has consciously lost muscle tone and recalls his 
grandfather having similar problems. He is previously fit 
and well. Despite trying various methods to improve his 
sleeping timetable, he is still getting symptoms. 
Neurological examination is unremarkable. 
What pharmacological therapy would best benefit 
this patient? 



♦ 
• 



Temazepam 

Methylphenidate 

Clomipramine 

Fluoxetine 

Alcohol 



No.: 46 
Methylphenidate 

The patient has narcolepsy with symptoms of 
excessive daytime somnolence, hypnological 
hallucinations and sleep paralysis. He currently 
doesn't show signs of cataplexy. There is a genetic 
predisposition to narcolepsy and it is strongly 
associated with HLA-DR2. The diagnosis is 
supported by overnight sleep studies and a multi- 
sleep latency test. The patient should first try non- 
pharmacological therapies such as creating a sleep 
timetable and decreasing alcohol intake. 
Oomipramuie and fluoxetine are used to treat 
symptoms of cataplexy. Central nervous system 
stimulants such as methylphenidate are used to treat 
narcolepsy. 
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A 42-year-old patient is referred to clinic with left- sided 
back pain and weight loss. He is previously fit and well 
and is an ex- smoker of 20 pack-years. Examination 
reveals a mass palpable in the left flank. A computed 
tomography (CT) scan confirms the presence of a 
tabulated left adrenal mass with irregular margins and 
areas of necrosis and mediastinal lymphadenopathy. 
Histology confirms appearances suggestive of an adrenal 
cortical carcinoma. 

Investigations: 



Overnight 
dexamethasone 
suppression test 


Cortisol 30 nmol/1 (<50 
nmol/1) 


Serum aldosterone 
recumbent 


220 pmol/1 (135^100 
pmol/1) 


Upright 


530 pmol/1 (330 830 
pmol/1) 


Serum renin 
recumbent 


1.5 pmol/ml per hour 
(1.1-2.7 pmol/ml per 
hour) 


Upright 


(3.6 pmol/ml per hour 
3.0-4.3 pmol/ml per hour) 


Serum 
androstenedione 


6.2 nmol/l(l. 6-8.4 nmol/1) 


24-hour urine collection: 




Vanillyl 
mandelic acid 


6.3 umol/24h (5-35 umol/24 
h) 




Noradrenaline 


220 nmol/24 h (<570 
nmol/24 h) 




Adrenaline 


105 nmol/24 h(<144 
nmol/24 h) 




Dopamine 


2100 nmol/24 h(<3 100 
nmol/24 h) 





What medication should he be started on? 






Phentolamine 

Metyrapone 

Mitotane 

Aminoglutethimide 

Ketoconazole 



No.: 47 
Mitotane 

Adrenal masses can be benign 'incidentalomas' or 
functioning adenomas. They can also represent 
primary adrenal cortical adenocarcinomas 
(functioning or non-functioning), adrenal medullary 
carcinomas and metastases. The patient has a 
primary non-functioning adrenal cortical carcinoma. 
Phentolamine is an a-adrenoceptor blocker used to 
treat phaeochromocytomas. Metyrapone, 

aminoglutethimide and ketoconazole are used to 
inhibit the synthesis of adrenal steroids. Mitotane is 
an adrenal cortical cytotoxic agent and has a major 
role in the treatment of adrenal cortical 
adenocarcinomas. 
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No.: 48 

A 32-year-old patient is admitted with a sudden onset 
severe headache in the occipital region followed by neck 
pain and neck stiffness. A computed tomography (CT) 
brain scan is normal and a lumbar puncture results in a 
bloody tap with xanthochromia. 
What medical therapy should be commenced? 

Labetalol 






Nimodipine 
Ticlopidine 
Nitroprusside 
Doxazosin 



No.: 48 
Nimodipine 

Nimodipine is a calcium-channel blocker that is used 
in the treatment of subarachnoid haemorrhage. It 
prevents vasospasm of the cerebral vessels due to 
irritation from the bleed. Labetol, a p -blocker and 
nitroprusside have been used for the treatment of 
hypertensive emergencies. Ticlopidine is a platelet 
inhibitor and can cause neutropenia. Doxazosin is an 
a 1 -adrenoceptor blocker used in hypertension and 
benign prostatic hypertrophy. 



No.: 49 

During a clinical trial of a new proton pump inhibitor 
drug, concerns were raised as to a possible link between 
the drug and the incidence of oesophageal carcinoma. In 
a trial population of 12,300 patients with gastr- 
oesophageal reflux, 41 patients developed oesophageal 
carcinoma compared with 9 patients in the normal 
(matched for age and sex) population of the same size as 
the treatment group without GORD. 
Which of the following statements best describes the 
relevance of this concerning the safety of the drug? 

a 



the trial should be stopped immediately 



• 



a further 10,000 patients should be entered into the 
trial and the results re-assessed afterwards 



• 



the drug should be withdrawn from the market 



the discrepancy is likely to be related to the 
indication for treatment in the trial population 

the small number of oesophageal carcinomas makes 
a chance association likely 



No.: 49 

the discrepancy is likely to be related to the indication 
for treatment in the trial population 

This study lacks a true control group. The normal 
group does not have any evidence of gastr- 
oesophageal reflux and is merely a randomly selected 
group from the population, matched for age and sex 
criteria. GORD can lead to the development of 
Barrett's oesophagus, which is associated with a 
markedly increased risk of oesophageal carcinoma. 
Barrett's is characterised by the development of 
areas of columnar metaplasia within the lower 
oesophagus and this is associated with 
transformation to adenocarcinoma. Patients with 
symptoms of reflux are said to be 8 times more likely 
to develop oesophageal carcinoma than the general 
population Ideally, the patient group should have 
been randomised to receive either the new PPI or an 
existing PPI in this study. The difference seen versus 
the normal population is most likely due to bias 
because patients who complain of indigestion are at 
greatly increased risk of oesophageal carcinoma. 
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A 17-year-old girl who is studying for A-Levels now 
presents with clumsiness and falls. Her mother reports 
that she frequently drops china and cutlery at home. Her 
schoolteacher has noticed odd behaviour over the past 
two months and her work has deteriorated. Her brothers 
and sisters have no health problems. Her father is 
epileptic. On examination she has horizontal nystagmus, 
dysdiadochokinesis, and a broad based gait. 
Which of the following represents the most likely 
diagnosis? 



• 



* 



♦ 



phenytoin toxicity 

intermittent cerebellar syndrome 

Wilson's disease 

meningioma 

multiple sclerosis 



No.: 50 
phenytoin toxicity 

It seems likely that this girl has suffered stress at 
school and has begun using her father's pheyntoin 
tablets. Horizontal nystagmus disdidoco kinesis and a 
broad-based gait are all features associated with 
phenytoin toxicity. Balance of probabilities would 
suggest that Wilson's disease and an intermittent 
cerebellar syndrome are less likely causes of her 
symptoms in this case. 



No.: 51 

A 47-year-old woman presents following a self- 
terminating tonic clonic seizure. She admits to regularly 
abusing benzodiazepines and opiates. She recently 
changed her GP, as he refused to prescribe her the 60 mg 
diazepam and 180 mg of dihydrocodeine she takes a day. 
Which of the following represents the ideal 
immediate treatment? 






♦ 



Lorazepam iv 
Oral carbamazepine 
Naloxone iv 
Oral diazepam 
Oral methadone 



No.: 51 
Oral diazepam 

This patient has suffered a seizure, most likely as a 
result of benzodiazepine withdrawal Management of 
choice would be with a withdrawal of diazepam via a 
reducing dose regime. In patients who have been 
using diazepam for a number of years, this may need 
to occur over as long a period as 8-12 weeks. 
Naloxone iv is used for opiate reversal and oral 
methadone is used for opiate withdrawal Lorazepam 
iv may be considered for refractory seizures 
associated with acute benzodiazepine withdrawal 
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A 27-year-old man is admitted following an overdose, 
having taken 70 of his amityptiline 25 -mg tablets. An 
electrocardiogram (ECG) rhythm strip reveals R on T 
phenomenon resulting in a short period of ventricular 
tachycardia (VT). Arterial blood gasses reveal a pH of 
7.15. 

Which of the following represents the best treatment 
option? 






Lidocaine iv 
Sotalol iv 

Magnesium sulphate iv 
Sodium bicarbonate iv 
Flecainide iv 



No.: 52 

Sodium bicarbonate iv 

Sodium bicarbonate iv would be the treatment of 
choice in this case. Most class I anti-arrhythmics are 
ineffective and may worsen conduction disorders. 
Phenytoin or lignocaine represent the best choices of 
the anti-arrhythmics, but ideally hypoxia or acidosis 
should be corrected first. Ventricular arrythmias 
generally only develop when the QRS is greater than 
160 ms. Death may follow is little as 1000 mg of 
tricyclic ingestion. 



No.: 53 

You see a lady who has taken a paracetamol overdose; 
she takes a number of concomitant drugs. You decide 
that her concomitant medication means that you need to 
follow the high risk 'nomogram'. 
Which of the following agents fits best with increased 
risk from paracetamol overdose? 

Phenytoin 

i'V 

Penicillin 
Glimepiride 



• 



Atenolol 
Ramipril 



No.: 53 
Phenytoin 

Possible enzyme inducers including phenytoin, 
alcohol, carbamazepine and phenobarbital may all 
increase the risk of paracetamol overdose. Blood is 
taken at least four hours after overdose and the 
paracetamol level is plotted on a graph indicating 
need for intervention. Two curves indicating the 
paracetamol dose at which N-acetylcysteine is 
required are used in decision making, one is used 
where there is no history of alcohol or other enzyme 
inducers, a curve indicating intervention at a lower 
dose is used where there is a history of alcohol or any 
other hepatic enzyme inducers. 
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A 54-year-old patient post renal transplant is taking 

azathioprine as part of his immunosuppressive regime 

and he develops gout. He is reviewed by his GP and is 

given allopurinol by his GP. He is admitted with aplastic 

anaemia. 

Which of the following stems fits best as the cause of 

his bone marrow failure? 

Azathioprine toxicity 



• 



♦ 



Allopurinol toxicity 
Acute viral infection 
Mercaptopurine toxicity 
Xanthine oxidase upregulation 



No.: 54 
Mercaptopurine toxicity 

Azathioprine is metabolised to 6-mercaptopurine (6- 
MP), which itself is metabolised by xanthine oxidase. 
Xanthine oxidase inhibition leads to accumulation of 
6-MP which then precipitates bone marrow failure. 
This may be potentially fatal if unrecognised. 



No.: 55 

A 42-year-old man presents to the Emergency 
Department with a second episode of angio-oedema. He 
takes treatments for hypertension. 
Which of the following drugs is most likely to be the 
cause of his angioedema? 



Enalapril 

Amlodipine 

Furosemide 

Bendrofluazide 

Atenolol 



No.: 55 
Enalapril 

Angiotensin-converting enzyme (ACE) inhibitors are 
associated with the development of angio-oedema. In 
this case the enalapril should be withdrawn and 
another blood pressure lowering agent substituted in 
its place. Angio-oedema may also be inherited; 
hereditary angio-oedema is a rare autosomal 
dominant condition due to an inherited deficiency of 
CI esterase inhibitor. Serum C2 and C4 levels are 
low, but CI and C3 are normal. 
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A 28-year-old patient on a methadone program has 
newly moved into the area. He visits the GP for a repeat 
prescription but is refused. Two days later he is admitted 
to the Emergency Department after being found fitting in 
the street, on admission he is hypertensive, soiled with 
diarrhoea and appears to have been vomiting. 
Which of the following represents the best treatment 
for him? 

Fluoxetine 
^» 

Recommencement of methadone with specialist 

advice 



♦ 



Diazepam as required for seizures 
Diamorphine prn iv 
Dihydrocodeine as required 



No.: 56 

Recommencement of methadone with specialist advice 

He clearly has an opiate withdrawal syndrome which 
reaches its peak on the second or third day after 
opiate abstinence. The syndrome may be 
characterised by fitting or muscular twitching, aches 
and pains, abdominal cramps, vomiting, diarrhoea, 
hypertension, insomnia, anorexia and profuse 
sweating. Fluoxetine should not be used in this case, 
as it would reduce the threshold for further seizures. 



No.: 57 

A 24-year-old woman presents to her GP with a 4 -day 

history of diarrhoea and vomiting. She has been unable 

to keep fluids down for 4 days and is given 

metoclopramide by her GP; she then suffers a dystonic 

reaction. 

Which of the following drugs represents the most 

appropriate treatment for her? 

Procyclidine 



• 
• 



Stemetil 
Domperidone 
Flupenthixol 
Sumatriptan 



No.: 57 
Procyclidine 

Acute dystonic reactions may follow administration 
of metoclopramide or stemetil and neither is 
recommended for the treatment of nausea in young 
women. Spasmodic torticollis, trismus and oculogyric 
crises occur. These respond promptly to 
administration of procyclidine. Both the offending 
agent and those from the same group should be 
avoided subsequently. 
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A 42-year-old homeless man is admitted to the 
Emergency Department having been found collapsed 
outside a nightclub. He is hypoxic, confused and 
extremely unwell. Pulse oximeter reveals oxygen 
saturations of 84%. In his pocket is an empty flask of 
amyl nitrite. 

Which of the following represents the best treatment 
for this patient with respect to reversing his tissue 
hypoxia? 



♦ 



Methylene blue 

Hyperbaric oxygen 

Intubation 

Glyceryl trinitrate (GTN) 

Nifedipine 



No.: 58 
Methylene blue 

This patient has methaemoglobinaemia as a result of 
ingestion of amyl nitrite. Amyl nitrite promotes 
formation of methaemaglobin, which avidly 
conserves oxygen and leads to decreased tissue 
oxygen saturations. Treatments of choice include 
methylene blue and vitamin C. Whilst intubation will 
improve delivery of oxygen, it's unlikely to improve 
tissue hypoxia significantly due to continued presence 
of methaemoglobin. 



No.: 59 

A 25 -year-old man presented to an inner-city GP in a 
very agitated state. The GP suspected that he may have 
schizophrenia and has prescribed chlorpromazine and 
arranged out-patients' clinic review. He presents to the 
Emergency Department with a temperature of 38.8 °C, 
muscle rigidity, tachycardia and hypertension. Blood 
testing reveals a raised creatine kinase (CK) of 345 and a 
raised alanine aminotransferase (ALT) of 1 1 5 . 
Which of the following is the most appropriate 
treatment for this man? 
(? 



• 



♦ 



Diazepam 

Methadone 

Bromocriptine 

Paroxetine 

Fluoxetine 



No.: 59 

Bromocriptine 

Neuroleptic malignant syndrome occurs in 0.2% of 
patients taking dopamine D2-receptor antagonist 
drugs, particularly the more potent ones such as 
haloperidol or chlorpromazine. Symptoms include 
hyperthermia, muscle rigidity, autonomic instability 
and fluctuating level of consciousness. Abnormal 
investigations include raised CK, raised white blood 
cell count and abnormal liver biochemistry. In 
patients presenting with the syndrome the 
neuroleptic should be discontinued and 
bromocriptine is the treatment of choice. 
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A 32-year-old man is arrested after a flight from Jamaica 
and brought to the hospital for assessment as he becomes 
increasingly agitated. Abdominal X-ray reveals evidence 
of ingestion of a number of packets of drugs, presumed 
to be cocaine. 
What is the management of choice in this case? 



Gastric lavage and activated charcoal 



* 



Urgent surgery 
Observation 
Colonic wash-out 
Laxative administration 



No.: 60 

Laxative administration 

This practice is known as "body packing" and is 
particularly associated with the smuggling of cocaine. 
The risk of toxicity from rupture or leakage of the 
package is not insignificant. Body packers and body 
stuffers may be asymptomatic when brought in by 
police. The body packers, also called mules, pack 
their gastrointestinal tract with bags of cocaine (or 
other illicit drugs) in order to smuggle the drug from 
one country to another. In contrast, body stuffers 
hastily insert packages into the mouth, rectum, or 
vagina in order to conceal the evidence from police at 
the time of their arrest. 

A recent French paper reported on a large series of 
such cases. Use of laxatives and ambulation to 
accelerate gastrointestinal transit was used as part of 
a protocol and was associated with a high rate of safe 
elimination of packets of cocaine. Of a series of >500 
cases, 6 required ITU admission because of packet 
rupture causing cocaine toxicity and 2 had intestinal 
occlusion. 
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A 69-year-old patient from India is admitted to hospital. 
The patient's relatives are concerned as over past few 
weeks he has become forgetful with increasing lethargy 
and weakness. They have noticed a scaly skin rash 
appearing on his face and scalp. His mouth and gums 
have become inflamed and as a result his oral intake has 
declined. He is currently on treatment for pulmonary 
tuberculosis and Parkinson's disease. Neurological 
examination reveals cogwheel rigidity and decreased 
distal limb sensation in a stocking distribution. 
His medication list, as written on a piece of paper by his 
wife, reads: madopar, paracetamol, lansoprazole, 
gaviscon, fybogel, rifampicin, isoniazid, pyrazinamide, 
salbutamol inhaler. 



Initial investigations reveal: 




Haemoglobin 


9.5 g/dl 


White cell count 


10.3 1071 


Platelets 


212 1071 


Mean corpuscular volume 
(MCV) 


76 fl (80-96 fl) 


Sodium 


142 mmol/1 


Potassium 


3.9mmol/l 


Urea 


5.3 mmol/1 


Creatinine 


68 umol/1 


Serum iron 


23 umol/1 (12-30 
umol/1) 


Serum iron binding 
capacity 


35 umol/1 (45-75 
umol/1) 



The patient is commenced on appropriate treatment 
based on the above history, examination and blood 
results 

What side-effect could he experience as a result of the 
treatment for his anaemia? 



Worsening of tuberculosis 

Worsening of Parkinson's 

Hypocalcaemia 

Black discolouration of stools 

Reversible red-green colour blindness 






No.: 61 

Wor sening of Parkinson' s 

The patient has pyridoxine deficiency, most likely 
secondary to isoniazid therapy. The symptoms are 
confusion, seborrhoeic dermatitis, stomatitis, and 
peripheral neuropathy. It can also cause a non-iron- 
deficient microcytic anaemia, as pyridoxine is 
required as a cofactor in the manufacture of 
porphyrins for the synthesis of haemoglobin. 
Pyridoxine causes an increase in the peripheral 
metabolism of levodopa. Black stool discolouration is 
a side-effect of oral iron. Ethambutol (another anti- 
tuberulous medication) can cause red-green colour 
blindness. Hypocalcaemia is not a side-effect of 
pyridoxine. 
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A 72-year-old lady is admitted to hospital with 
symptoms of weakness. She describes difficulty chewing 
and swallowing food. The patient has a background of 
angina, rheumatoid arthritis, atrial fibrillation, and 
hypertension. On examination she has a general paucity 
of facial expression and she appears to be frowning her 
forehead intermittently. There is symmetrical upper limb 
weakness, while lower limb power is normal. She has 
normal sensation and reflexes are normal. 

What is the most likely medication in this patient that 
could cause these symptoms? 



• 



Nitrates 

Penicillamine 

Methotrexate 

Amiodarone 

Hydralazine 



No.: 62 
Penicillamine 

This patient has symptoms suggestive of myasthenia 
gravis. Symptoms include weakness of facial muscles, 
ptosis (which can cause compensatory use of the 
frontalis muscle), extraocular muscle weakness, poor 
swallow and speech. Respiratory muscle involvement 
is a serious complication. The weakness worsens with 
exercise and reflexes are normal. 

Penicillamine can cause this syndrome and patients 
can have raised acetylcholine receptor antibodies. It 
is used for the treatment of rheumatoid arthritis and 
as a chelator for copper in Wilson's disease. Side- 
elfects also include proteinuria and a lupus-like 
syndrome. Stopping penicillamine should reverse the 
myasthenic symptoms in the majority of cases. 



No.: 63 

A 57-year-old gentleman attends the outpatient clinic. 
He has a background of hypertension, hyperlipidaemia, 
diabetes, and gastroesophageal reflux disease. The 
patient has recently returned from a holiday in Europe. 
While on vacation he suffered a heart attack and was 
admitted to hospital. He states his heart went into a 
'funny rhythm' which required medication to control it. 
The patient remembers a particularly bad stay in the 
coronary care unit when he had symptoms of vomiting, 
vertigo, tinnitus, headache and blurred vision. 

What medication is most likely to have caused these 
symptoms? 






Amiodarone 

Digoxin 

Quinidine 

Lidocaine 

Flecainide 



No.: 63 

Quinidine 

Quinidine is a class 1A antiarrhythmic drug that 
slows the rapid depolarisation that occurs during 
phase of the cardiac action potential. It is used for 
the treatment of atrial and ventricular arrhythmias, 
and is related to the antimalarial quinine. The 
constellation of symptoms described, are those of 
cinchonism. This can be brought on by both acute 
and chronic treatment with quinidine and quinine. It 
can also cause a prolonged QT interval on the 
electrocardiogram (Cinchona is the name of the tree 
from which quinine can be obtained). 

Antiarrhythmic classes: 

• Oass 1 - sodium channel blockers 

• Oass 2 - beta-blockers 

• Oass 3 - potassium channel blockers and prolong 
the action potential 

• Oass 4 - calcium channel blockers 
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A 5 6 -year-old woman returns from a trip to America in 
May. During her stay she became unwell with a high 
fever, headache and muscle pains. She consulted a local 
doctor who noticed a rash on the palms of her hands and 
soles of her feet. She was admitted to hospital where a 
diagnosis was made and she was commenced on 
antibiotics. The patient improved and was discharged 
and allowed to fly home with a course of oral antibiotics. 
She recalls the doctors in America telling her that the 
infection was transmitted by a tick bite. 
She currently takes medication for diabetes, ischaemic 
heart disease, gastro-oesophageal reflux disease and 
atrial fibrillation. 

What medication would you stop till the antibiotic 
course is finished? 

Metformin 

Aluminium hydroxide 

Gliclazide 

Aspirin 

Atorvastatin 






No.: 64 

Aluminium hydroxide 

The patient is most likely to be taking a tetracycline 
antibiotic for a rickettsial infection. The diagnosis in 
this patient is Rocky Mountain spotted fever. It is 
caused by a tick bite that results in the above 
symptoms. The classic rash is described as occurring 
in the palms and soles. Treatment of choice is 
doxy cy line, which is a tetracycline and acts on 30 S 
ribosomes to prevent protein synthesis in the 
infecting organism Aluminium hydroxide can 
complex with this antibiotic in the gastrointestinal 
tract, preventing absorption. Dairy products ingested 
at the same time can also cause this. Side-effects of 
tetracyclines include discoloration of teeth in 
children, hepatoxicity and photosensitivity. 
Concurrent use of gliclazide and doxycycline may 
increase the risk of hypoglycaemia and the patient 
should have been warned about this at the time of 
commencing antibiotic therapy. 
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A 70 -year-old gentleman has been admitted to the 
coronary care unit late in the evening. Past medical 
history includes diabetes, hypertension, angina, transient 
ischaemic attacks, and peripheral vascular disease. He 
had collapsed at home and on arrival to hospital was in 
complete heart block. After a few attempts, a 
transvenous pacing wire was inserted in the right internal 
jugular vein. 

During the night shift the ward staff become concerned 
as his condition has deteriorated. He is complaining of a 
severe left frontal headache with associated nausea and 
vomiting. He also has blurring of vision in his left eye 
and has noted some flecks of bright red blood in his 
vomit. 

His temperature is 36.9°C, pulse 90/min regular, blood 
pressure 1 80/94 mmHg, respiratory rate 22/min. 
Examination reveals a fixed dilated pupil on the left side. 
There is no other focal neurology. His abdomen is soft. 

What medication is likely to benefit this patient? 

Nitroprusside 



(? 



♦ 



Labetalol 
Acetazolamide 
Omeprazole 
Aspirin 



•A 



No.: 65 
Acetazolamide 

Acetazolamide is a carbonic anhydrase inhibitor and 
has found use in the treatment of glaucoma and 
mountain sickness. This patient has been admitted 
with symptomatic complete heart block and would 
have most likely received atropine till the temporary 
pacing wire could be placed. Atropine is an 
antimuscarinic drug and on the eye it causes dilation 
of the pupil (mydriasis) and cycloplegia of the ciliary 
body. As a result it increases the risk of glaucoma 
with symptoms of localised frontal headache, 
blurring of vision, nausea and vomiting. The eye 
affected will classically have a fixed dilated pupil with 
corneal oedema and pericorneal ciliary injection The 
treatment includes topical beta-blockers (timolol), 
which can be systenrically absorbed, acetazolamide, 
and topical pilocarpine. Acetazolamide can cause a 
normal anion gap acidosis. The patient will require 
measurement and monitoring of the intraocular 
pressure by an ophthalmologist. 
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A 75 -year-old lady is admitted with confusion and 
general deterioration. She was found in her flat in a state 
of self-neglect. In hospital she is diagnosed with a left 
lower lobe pneumonia and commenced on antibiotics. 
Her medical background includes angina, atrial 
fibrillation, osteoarthritis, asthma, and diabetes. 
Her medication is: Glyceryl trinitrate spray, digoxin, 
warfarin, codeine phosphate, salbutamol inhaler, 
becotide inhaler, metformin. She is commenced on 
amoxicillin in hospital. 

While an inpatient she improves and the house physician 
on the ward notices a lesion on her scalp. It is a small 
irregular erythematous papule surrounded by pale brittle 
hair. A dermatologist reviews the lesion and takes some 
hair samples for further examination. After a 
microscopic examination the dermatologist returns to the 
ward and prescribes a shampoo for the patient and an 
oral antifungal agent that works by inhibiting the mitotic 
spindle of the fungus. 

What will this be most likely to do to the patient's 
blood results? 






♦ 



Increase the international normalised ratio 
Decrease the international normalised ratio 
Cause a pancytopenia 
Decrease the serum glucose 
Precipitate a lactic acidosis 



No.: 66 

Decrease the international normalised ratio 

The drug commenced in this patient is griseofulvin. 
This oral antifungal is thought to work by inhibiting 
the mitotic spindle of the fungus and is used for the 
treatment of dermatophytes. It is a liver enzyme 
inducer, will result in increased metabolism of 
anticoagulants, and hence a decrease in the 
international normalised ratio (INR). The azoles 
work by inhibiting the conversion of lanosterol to 
ergosterol, which is a step required in the synthesis of 
fungal cell membrane. They tend to be liver enzyme 
inhibitors. Note that the cell membranes of 
mammalian cells have cholesterol rather than 
ergosterol. Amphotericin B is mainly used for severe 
fungal infections and works by punching holes in the 
fungal cell membrane by binding to ergosterol. 
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A 26 -year-old patient is admitted drowsy and confused. 
History from her friends reveals a past history of 
depression and previous suicide attempts. She was found 
with an empty bottle of phenobarbital. Examination 
reveals slurred speech, ataxia and nystagmus. 

What therapy will best aid elimination of the ingested 
toxin? 

Sodium bicarbonate 

Ammonium chloride 

Gelofusin 

Die ob alt edetate 

Mannitol 



No.: 67 

Sodium bicarbonate 

The barbiturates have largely been replaced by the 
benzodiazepines. They are sill used for induction 
anaesthesia and as anti-epileptics. Barbiturate 
overdose causes drowsiness, respiratory depression, 
impaired co-ordination and coma. They are inducers 
of hepatic enzymes. As a drug they are acidic and 
elimination through the kidneys is aided by forced 
alkaline diuresis with sodium bicarbonate. Other 
treatments include charcoal and haemodialysis. 
Forced alkaline diuresis may be used in salicylate 
poisoning although it is not routinely recommended. 
Forced acid diuresis with ammonium chloride can be 
helpful in amphetamine poisoning. 
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A 29-year-old Scandinavian woman is admitted to 
hospital with severe abdominal pain and vomiting. She 
has been investigated in the past for multiple admissions 
with abdominal pain, but no formal diagnosis has been 
reached. She suffers from constipation and occasional 
colicky abdominal pain. A few days ago the abdominal 
pain increased in severity and her flatmates convinced 
her to come to hospital when she started displaying 
aggressive behaviour. The patient also states she has 
been feeling generalised weakness in her lower limbs 
and she has noticed on occasion that her urine is a 'funny 
colour' . 

Her temperature is 37.1°C, pulse 102/min, blood 
pressure 142/81 mmHg. 

Abdominal examination reveals generalised tenderness. 
She has generalised weakness of the lower limbs with 
reduced reflexes. There is no visible rash on the body. 



Initial investigations reveal: 


Sodium 


131 mmol/1 


Potassium 


3.8 mmol/1 


Urea 


6.3 mmol/1 


Creatinine 


72 umol/1 


Haemoglobin 


13.0 g/dl 


White cell count 


12 x 1071 | 


Platelets 


310 x 1071 


Glucose 


6.9 mmol/1 



: 



What treatment will be most helpful? 

Trimethoprim 
Intravenous fluids 
Insulin 
Haematin 
Chloroquine 



No.: 68 

Haematin 

The scenario is pointing towards a diagnosis of acute 
intermittent porphyria. The biosynthetic pathway for 
the manufacture of haemoglobin requires globin 
chain synthesis and haem synthesis. Haem is 
produced from protoporphyrin IX and a ferrous 
(Fe 2+ ) ion. The porphyrias result from defects in the 
porphyrin biosynthetic pathway. Acute intermittent 
porphyria results from a defect in the enzyme 
porphobilinogen deaminase. Symptoms include 
abdominal pain, peripheral neuropathy, and 
psychiatric symptoms. There is sometimes an 
association with hyponatraemia and the syndrome of 
inappropriate anti-diuretic hormone secretion 
(SIADH). The urine darkens on standing and the 
diagnosis can be confirmed by analysing the urinary 
and fecal porphyrins. Haematin can help patients as 
it acts as a negative feedback operator on the 
porphyrin synthetic pathway. As a general rule 
enzyme inducers exacerbate porphyria as they induce 
the pathway. 

Porphyrias produce skin rashes except for acute 
intermittent prophyria. The porphyrias are inherited 
as autosomal dominant conditions except for 
congenital erythropoetic porphyria that is autosomal 
recessive. 
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A 20 -year-old man previously fit and well, from Italy is 
admitted to hospital with jaundice. He had recently been 
commenced on antibiotics by a general practitioner for a 
presumed urinary tract infection. 
Examination reveals jaundice and a spleen tip is just 
palpable under the left costal margin. 

Investigations reveal 



Sodium 


147mmol/l 


Potassium 


4.3 mmol/1 


Urea 


7.2 mmol/1 


Creatinine 


85 umol/1 


Haemoglobin 


9.3 g/dl 


White cell count 


14 x 10 9 /1 


Platelets 


290 x 1071 


Bilirubin 


72 umol/1 


Alkaline 
phosphatase 


80U/1 


Alanine 
aminotransferase 


28U/1 


Albumin 


39g/dL 


Blood film 


Heinz bodies 


Urine dipstick 


Positive for urobilinogen, 
positive leukocyte 
esterase 



What antibiotic should be used in this patient? 

Chloramphenicol 



. 






Nitrofurantoin 
Ciprofloxacin 
Ampicillin 
Co-trimoxazole 
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Ampicillin 

The patient has glucose-6-phoshate dehydrogenase 
(G6PD) deficiency, Heinz bodies are the give-away 
here. The enzyme is required in the body for the 
conversion of glucose-6-phosphate to 6- 
phosphogluconolactone. This step is part of the 
hexose monophosphate pathway, needed for the 
generation of NADPH (reduced nicotinamide 
dinucleotide phophate). NADPH keeps glutathione in 
a reduced form, which is required for the removal of 
oxidative metabolites. 

Deficiency of this enzyme shows X-linked inheritance 
and results in haemolysis when the patient is exposed 
to oxidants. 
Drugs to avoid: 

• antibiotics: chloramphenicol, nitrofurantoin, 
ciprofloxacin, co-trimoxazole 

• antimalarials: chloroquine, primaquine 



,j 






O 
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A patient on the ward with HIV starts complaining of 
severe left-sided lumbar pain that radiates down to the 
left groin. An abdominal X-ray reveals an opacification 
at the left pelvic-ureteric junction. 

Recent liver function tests reveal: 



Bilirubin 


58 umol/1 


Alkaline phosphatase 


80U/1 


Alanine aminotransferase 


22U/1 


Albumin 


38g/l 



What medication is likely to cause his symptoms? 






♦ 



Ritonavir 

Zidovudine 

Stavudine 

Efavirenz 

Indinavir 
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Indinavir 

Indinavir is a protease inhibitor that causes 
hyperbilirubinaemia, nephrolithiasis, and 

urolithiasis. Other protease inhibitors include 
ritonavir and saquinavir. They can also inhibit the 
liver cytochrome P450 enzymes. 

The nucleoside analogues like zidovudine and 
stavudine are reverse transcriptase inhibitors and 
can cause lactic acidosis. 

The non-nucleoside analogues like efavirenz are also 
reverse transcriptase inhibitors. Main side-effects are 
rashes and mental disturbances. 



No.: 71 

A 32-year-old patient is admitted to hospital with 

increasing shortness of breath, cough, wheeze and chest 

tightness. He has a background of testicular cancer, and 

mild asthma. 

A Chest X-ray reveals bilateral mid-zone reticular 

shadowing. 

What is the most likely cause? 

Bleomycin 

Busulphan 

Methotrexate 

Cyclophosphamide 

Daunorubicin 
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Bleomycin 

All the above medications can cause pulmonary 
damage. This patient has a history of testicular 
cancer, and chemotherapy could include medications 
bleomycin, etopiside and a platinum drug. Bleomycin 
is an antimitotic agent used for the treatment of 
testicular tumours and a serious side-effect is 
pulmonary fibrosis. Busulphan is an alkylating agent 
that is used in chronic myeloid leukaemia and can 
cause pulmonary fibrosis. Methotrexate is a folate 
antagonist and is used often in combination to treat a 
variety of tumours. Side -effects are mainly 
myelosuppression, hepatic fibrosis, and lung fibrosis. 
It can be used for severe psoriasis. 
Cyclophosphamide is an alkylating agent used for 
Wegener's granulomatosis, and a wide spectrum of 
tumours. Side-effects include alopecia, nausea, 
vomiting, bone marrow suppression and 
haemorrhagic cystitis. Daunorubicin, like 

doxorubicin, is an antimitotic used for acute 
leukaemias and lymphomas. They cause alopecia and 
cardiomyopathy. 
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A 62-year-old gentleman is found confused by his 
friends holding an empty medication bottle with no 
label. His friends say he has a background of angina, 
chronic bronchitis on home oxygen, and osteoarthritis. 
The patient starts vomiting and has a seizure, which is 
controlled with diazepam. 

His temperature is 36.8°C, pulse 120/min regular, blood 
pressure 1 15/86 mmHg. 

Investigations reveal: 



Electrocardiogram 


Sinus tachycardia 


Sodium 


144 mmol/1 


Potassium 


2.9 mmol/1 


Urea 


5.8 mmol/1 


Creatinine 


75 umol/1 


Calcium 


2.63 mmol/1 


Glucose 


9.3 mmol/1 


Theophylline 


290 umol/1 (55-110 umol/1) 



While in the assessment unit he continues to have further 
seizures and vomiting episodes with decreased 
consciousness, you electively intubate and ventilate him. 



♦ 



What is the best treatment? 

Intravenous phenytoin 
Sodium bicarbonate 
Gastric lavage 
Haemodialysis 



•A 



• 



Peritoneal dialysis 
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Haemodialysis 

The patient has overdosed on theophylline 
medication. This can cause cardiac arrhythmias, 
vomiting, confusion, seizures, hypokalemia, 
hyperglycaemia, and hypercalcaemia. In this patient 
with high theophylline serum levels and persisting 
seizures, charcoal haemoperfusion or haemodialysis 
are reasonable options, and evidence suggests that 
haemodialysis has a better risk benefit profile. Blood 
from the patient is passed through a charcoal resin, 
and this will remove protein-bound toxins. Seizure 
activity is difficult to control in this situation and the 
patient may need transfer to an intensive care unit. 
Peritoneal dialysis is ineffective. Sodium bicarbonate 
has a role in the treatment of tricyclic overdose. 



"'J, 
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A 48-year-old gentleman attends an outpatient clinic. He 
has a background of angina, hyper lipidaemia, and 
hypertension. He gives a history of right upper quadrant 
abdominal pain, which is made worse on eating fatty 
foods. The pain has been severe enough for him to 
vomit. 

What medication is most likely to increase symptoms 
of gall bladder disease? 






Gemfibrozil 
Cholestyramine 
Simvastatin 
Nicotinic acid 
Omega-3-acid 
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Gemfibrozil 

Gemfibrozil is a lipid-lowering agent that stimulates 
lipoprotein lipase and lowers triglyceride levels. It 
tends to increase biliary excretion of cholesterol and 
hence predisposes to the formation of cholesterol 
gallstones. Cholestyramine is a bile salt binder and 
prevents bile salt return to the circulation via the 
enterohepatic circulation. This causes the liver to 
break down cholesterol. The main side-effects are 
constipation and flatulence. Simvastatin is a HMG- 
CoA (3-hydroxy-3-methylglutaryl coenzyme A) 
reductase inhibitor. This enzyme catalyses the rate- 
limiting step in cholesterol synthesis of HMG-CoA to 
mevalonic acid. The side-effects include myositis and 
deranged liver function tests. Niacin inhibits lipolysis 
in adipose tissue and can cause cutaneous flushing 
and pruritus. Omega-3 -fatty acids either have no 
effect on risk of gallstones or may slightly reduce the 
risk of them occurring. 



No.: 74 

A 60-year-old lady comes to the clinic. She has a 
background of chronic atrial fibrillation and diabetes. 
She is taking digoxin, warfarin and metformin. The 
patient tells you that she has been feeling low in mood 
since her husband died and has started taking St John's 
Wort. 

What is the patient at increased risk from? 

Increased risk of embolic stroke 
Increased risk of bleeding 
Increased risk of pancreatitis 



No.: 7 




Increased risk of embolic stroke 

St John's Wort is a herbal remedy that is used by 
many for depression, anxiety, or sleep disturbance. It 
is an enzyme inducer and will result in decreased 
prothrombin time in patients taking warfarin. Hence 
the patient is at increased risk of embolic stroke. It 
can also cause photosensitivity and gastrointestinal 
upset. Young female patients who are also taking the 
combined oral contraceptive pill should be warned 
that St John's Wort will interfere with their 
contraception. 



♦ 



Increased risk of hyperosmolar coma 
Increased risk of hypomania 
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A 25 -year-old hairdresser is brought in via ambulance to 
the emergency department, and you have been asked to 
attend. She has ingested an unknown quantity of her 
father's dosulep in tablets in the previous few hours. She 
has a Glasgow Coma score of 9 with dilated pupils, has a 
heart rate of 95 beats/min, and a blood pressure of 
110/65 mmHg. Her finger-prick blood glucose is 
5.6mmol/litre. You are given a copy of her 
electrocardiogram (ECG), which shows broadening of 
the QRS complexes. 

The next best pharmacological intervention is: 

'♦ 

Glucagon 5 mg intravenously (iv) 



• 



Naloxone 800 ug iv 

Sodium bicarbonate 50 mmol iv 

Flumazenil 200 ug iv 

Calcium chloride 10 ml of 10 % iv 



No.: 75 

Sodium bicarbonate 50 mmol iv 

The question gives a history of an overdose of 
tricyclic antidepressants (TCAs), which can be 
incredibly toxic when taken in overdose. These act as 
antimuscarinics (hence the papillary dilatation), 
antihistamines, cause blockade of noradrenaline at 
the adrenergic receptors, and have a 'quinidine-like' 
effect on the myocardium Even in the absence of an 
acidosis, sodium bicarbonate can be administered if 
there is evidence of abnormalities on the 
electrocardiogram, and acts by altering the binding 
of the TCA to the myocardium 



No.: 76 

A 30-year-old gentleman is admitted one evening by the 
local out-of-hours general practitioner. Although not his 
patient, he is able to tell you that the man has a history of 
schizophrenia, and has recently had his medications 
altered. Clinically he has evidence of a lower respiratory 
tract infection, and bloods taken earlier that day indicate 
a neutropaenic picture. 

What is the most likely causative agent? 

Olanzapine 
Clozapine 
Risperidone 
Sulpiride 



No.: 76 
Clozapine 

Clozapine is an atypical antipsychotic used in the 
treatment of schizophrenia, and in patients who are 
intolerant to, or unresponsive to other antipsychotics. 
Many antipsychotic drugs can cause bone marrow 
depression, but agranulocytosis is particularly 
associated with clozapine. The patient's leucocyte 
count and differential should be taken prior to its 
commencement, and at regular intervals thereafter. 



♦ 



♦ 



Prochlorperazine 
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Having taken several handful s of aspirin tablets 4 h 
previously, a 45 -year-old woman attends her local 
emergency department. She has symptoms of salicylism, 
with hyperventilation, sweating and tinnitus. 

Which of the following could be best used to enhance 
elimination of salicylate? 

Single- dose activated charcoal orally 






Sodium bicarbonate intravenously 
Forced alkaline diuresis 
Acidification of urine 
Ipecacuanha orally 
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Sodium bicarbonate intravenously 

Alkalinisation of the urine can be achieved by the 
administration of 1.5 1 of 1.26% sodium bicarbonate 
intravenously over 3 h. If the urinary pH is increased 
from 5 to 8, the elimination of salicylate is increased 
up to a factor of 12. In this alkaline environment, the 
weakly acidic salicylate tends to become ionised, and 
not resorbed from the tubular fluid. Activated 
charcoal is usually given within 1 h of overdose to 
reduce drug absorption, and multiple doses may 
increase elimination, although given the elapsed time 
here, it's likely urinary alkalinisation will be the more 
effective of the two. Forced alkaline diuresis is no 
longer used due to its potential to cause pulmonary 
oedema, and administration of the emetic 
ipecacuanha should be avoided. 



No.: 78 

A 27-year-old teacher is brought in to the emergency 
department having suffered a tonic-clonic seizure, which 
was abated with 10 mg of intravenous diazepam en route 
in the ambulance. She had been discovered by her 
boyfriend, who had found an empty tablet container next 
to her convulsing body. He has not thought to bring it 
with him, but thinks that it had been full earlier that 
morning. 

What is the most likely toxicant? 

Paracetamol 
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Mefenamic acid 

Generally, non-steroidal anti-inflammatories 

(NSAIDs) are safe in overdose. Potential 
complications include renal failure, acute 
gastrointestinal haemorrhage and seizures. The latter 
appears to be a particular problem with overdoses of 
mefenamic acid (ponstan). Many pharmaceuticals 
have the ability to induce seizures, and these include 
tricyclic antidepressants, salicylate, antihistamines 
and theophylline. 



• 



♦ 



Dihydrocodeine 
Co-amoxiclav 
Mefenamic acid 
Clonazepam 
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A 32-year-old nursing student has been admitted to the 
emergency medical unit having taken an impulsive 
overdose of paracetamol 5 h previously. You have taken 
paracetamol levels, which indeed are above the treatment 
line, and have commenced N-acetyl cysteine (NAC) at 
the appropriate dose. A few minutes after the infusion 
begins, the patient complains of facial flushing and 
generalised pruritus. She has no orofacial swelling, and 
there is no evidence of airways compromise. 

What would the best treatment be? 



♦ 



Administer 1 mg adrenaline intravenously (iv) 

Administer 0.5 mg adrenalie intramuscularly 

Stop the infusion temporarily 

Administer 200 mg hydrocortisone iv 

Stop the infusion and change to oral methionine 
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Stop the infusion temporarily 

It is not uncommon for individuals prescribed N- 
acetyl cysteine (NAC) to suffer a mild anaphylactoid 
reaction This may occur in 5% of cases, and can 
usually be treated by temporarily halting the 
infusion, and giving an antihistamine if required. In 
most cases, the NAC can be recommenced at a slower 
infusion rate. If severe reactions occur, then 
administration of adrenaline may be warranted, but 
in the case above, there is no evidence of airways 
compromise or cardiovascular collapse. Steroids may 
be of use, but will take some hours to take effect. 



No.: 80 

A 53-year-old civil servant has been referred to the 
medical team having suffered sudden onset of lip 
swelling. She is known to have hypertension, and her 
general practitioner has recently made a medication 
change for this. On examination, she has swelling of her 
lips and tongue, but fortunately no evidence of airways 
compromise. 

What is the most likely pharmacological culprit? 

Metoprolol 

Bendroflumethazide 

Doxazosin 

Amiloride 

Ramipril 
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Ramipril 



Angiotensin-converting enzyme (ACE) inhibitors, 
like most drugs have many side-effects/adverse drug 
reactions. One well-recognised adverse effect is 
angioedema, with swelling of the lips and tongue, and 
this reaction may occur some time after commencing 
the drug. In mild reactions, the ACE inhibitor may 
be withdrawn, but if severe may need treatment as 
for anaphylaxis, including the use of adrenaline. 
Angioedema has been described in association with 
other commonly used pharmaceutical agents. These 
include aspirin, non-steroidal anti-inflammatories, 
penicillins and proton-pump inhibitors, to name a 
few. 
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A 34-year-old taxi driver is admitted to your ward 
having taken a mixed overdose. His partner is en route to 
the hospital with the empty packets and bottles. Your 
house officer questions whether the use of multiple-dose 
activated charcoal could be used. 

Which one of the following toxicants might warrant 
its use? 






. 



Paraquat 
Ferrous sulphate 
Ethylene glycol 
Carbamazepine 
Lithium carbonate 
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Carbamazepine 

For most poisons, single-dose activated charcoal may 
be of benefit if given within 1 h of ingestion, in order 
to reduce absorption Some toxicants are poorly 
absorbed, including ethanol, methanol, ethylene 
glycol, iron salts and lithium. There are a few 
indications for the use of activated charcoal to be 
given in a multiple dose regime, in which it may act 
as a form of gastrointestinal dialysis. These are 
carbamazepine, daps one, phenobarbitone, digoxin, 
theophylline and quinine. Some authors also 
recommend its multiple administration in salicylate 
poisoning. 



No.: 82 

An 1 8-year-old student attends the emergency 
department having ingested a couple of handfuls of 
tablets after an argument with her boyfriend, 4 h 
previously. She fully regrets her actions and does not 
want to die. She is unsure as to which tablets she has 
taken, but believes that they may have been painkillers. 
On examination she has a Glasgow Coma Score of 1 5, is 
cardiovascularly stable, and apart from being rather 
tearful, is asymptomatic. 
The investigation most likely to elucidate the 
underlying diagnosis is: 






Liver function tests 
Paracetamol concentration 
Salicylate concentration 
International normalised ratio 
Arterial blood gas 
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Paracetamol concentration 

Paracetamol intoxication generally has no signs or 
symptoms in the early stages. Treatment depends on 
taking blood for paracetamol concentration, and 
relating this result to the nomogram in order to 
decide whether N-acetyl cysteine should be initiated. 
This probably offers full protection if administered 
within 15 h. In significant salicylate overdoses, there 
should be symptoms and signs of salicylism. These 
include sweating, tinnitus, and hyperventilation It is 
advised that routine measurement of salicylate 
concentrations is not necessary unless there is a 
positive history of ingestion of salicylates, or there is 
a reduced level of consciousness, and/or symptoms of 
salicylate intoxication 
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An unknown middle-aged male has been brought into 
the emergency department, having been found collapsed 
in the street. He has a suicide note in his pocket, along 
with a quantity of various loose tablets. One of the 
nursing staff recognises that some of the tablets are 
temazepam. 

What would the next best treatment be? 



♦ 



. 



Haemodialysis 
Intravenous flumazenil 
Intramuscular flumazenil 
Airway protection 
Intravenous glucose 
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Airway protection 

In the emergency situation, the patient should be 
treated in an ABCDE fashion. The Airway should be 
protected initially, be it by placing the patient in the 
recovery position, using head-tilt, chin-lift, jaw- 
thrust, simple adjuncts such as nasopharyngeal and 
oropharyngeal, or more definitive airways protection, 
for example a cuffed endotracheal tube. Only then 
should one go on to treat Breathing problems, 
Circulatory problems, Disability, and fully Expose 
and examine the patient. Flumazenil is a 
benzodiazepine antagonist, and should only be used 
in expert hands. It is not licensed for the treatment of 
deliberate self-poisoning, and may precipitate 
seizures and dysrhythmias (particularly in mixed 
overdose). Benzodiazepines alone, if taken orally, do 
not generally cause significant respiratory 
depression, and other toxic causes should be 
considered, including alcohol. 



No.: 84 

A 70 -year-old retired pharmacist is brought in by 
ambulance having ingested a massive quantity of 
atenolol tablets. His wife has recently died, and he had 
made it clear to his close friends that he would rather die 
than be left alone. He has a Glasgow Coma Score of 
14/15, with confused conversation, has a bradycardia of 
30 beat/min, and has a systolic blood pressure of 85 
mmHg. 

What antidote would be of use in this scenario? 

Naloxone 

Sodium thiosulphate 

Glucagon 

Dicobalt edetate 

Pralidoxime 



No.: 8 




Glucagon 



Beta-blockers taken in overdose predictably can 
cause bradycardia and hypotension, as well as a 
decreased level of consciousness, seizures, and 
hypoglycaemia. Glucagon can be used as an antidote, 
and works by increasing myocardial cAMP levels 
independently of the beta-receptor. This has 
beneficial inotropic and chronotropic effects. Other 
pharmacological treatments include the use of 
atropine and isoprenaline. Naloxone is a competitive 
antagonist to opioids; sodium thiosulphate and 
dicobalt edetate are used in cyanide poisoning, and 
pralidoxime acts by reactivating acetylcholinesterase 
in poisoning from organophoshate insectides and 
nerve agents. 
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A 45 -year-old civil engineer is brought into the 
emergency department with a decreased level of 
consciousness and slurred speech. His past medical 
history includes a diagnosis of bipolar affective disorder, 
which has remained quiescent of late due to his regular 
medications. Two weeks previously he had developed a 
painful left knee, and had taken ibuprofen regularly 
since. 

You consider a diagnosis of lithium toxicity, for 
which a potential therapy would be: 



. 






multiple-dose activated charcoal 

forced alkaline diuresis 

haemodialysis 

flumazenil 

sodium thiosulphate 
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haemodialysis 

Lithium (usually given in the carbonate form) is 
prescribed for the prophylaxis and treatment of 
mania, bipolar affective disorder, and occasionally 
unipolar depression It has a narrow therapeutic 
ratio, and therefore careful therapeutic drug 
monitoring is mandatory. Toxicity may be 
precipitated by sodium depletion, therefore diuretics 
should be avoided, and non-steroidal anti- 
inflammatory drugs (NSAIDs) impair the renal 
excretion of lithium, also leading to potential toxicity 
(for a comprehensive list of interactions see the 
British National Formulary, Appendix I: 
interactions). In the case of acute ingestion, gastric 
lavage may be considered within 1 h, but activated 
charcoal is not effective at adsorbing lithium Fluid 
balance should be strictly monitored, and sodium 
replaced as necessary, while some patients may be 
hypernatraemic secondary to nephrogenic diabetes 
insipidus. Severe toxicity can be treated using 
haemodialysis, which may have to be repeated as 
levels may rebound due to redistribution of lithium 
from the tissues. 
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You are called to the emergency department to assist in 
the management of a 30-year-old man who has been 
brought in by a friend. On examination he is agitated and 
confused, with dilated pupils, is rather tremulous, 
sweating, and grinding his teeth. He has a regular heart 
rate of 120 beats/min, and a temperature of 38.5 °C. 
There is little previous history, although the friend 
believes that he has suffered from depression for a 
number of years, and recently had his medications 
changed by his general practitioner. 

What is the most likely diagnosis? 

Neuroleptic malignant syndrome 



• 



Serotonin syndrome 
Malignant hyperthermia 
Thyrotoxic crisis 
Carcinoid syndrome 



•A 
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Serotonin syndrome 

The serotonin syndrome is a cluster of symptoms and 
signs that occur usually when more than one drug is 
taken that increases the concentration of serotonin at 
the synaptic level, although has been reported 
following overdose of selective serotonin reuptake 
inhibitors (SSRIs) alone. It may occur when SSRIs 
are taken in combination with monoamine oxidase 
inhibitors or tricyclic antidepressants. If changing 
from one drug to another, a washout period is often 
required, to prevent the syndrome from occurring. 
Treatment initially is to stop the causative drug(s), 
and prevent complications occurring such as renal 
failure caused by rhabdomyolysis. Severe cases may 
require a general anaesthetic and muscle paralysis, 
and dantrolene sodium has been used, which reduces 
calcium efflux from the sarcoplasmic reticulum. 
Neuroleptic malignant syndrome is characterised by 
fever, muscle rigidity (leadpipe), altered mental 
status, and autonomic dysfunction. The patient 
described here does not appear to have any 
generalised muscular stiffness and so serotonin 
syndrome is much more likely than neuroleptic 
malignant syndrome. 
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A 3 5 -year-old farm- worker has been brought into the 
emergency department having attempted to kill himself 
by ingesting several mouthful s of paraquat 2 h 
previously. He is alert, and his main complaint is pain in 
his mouth and a retrosternal burning. His heart rate is 95 
beats/min, and his blood pressure is 135/70 mmHg. He 
has a respiratory rate of 18/min, with oxygen saturations 
reading 97% via a digital probe. 

What is the best next step in his management? 

Application of high-flow oxygen via a tight-fitting 
face mask 






♦ 



Confirm level of paraquat absorption via a urine test 
Measure plasma paraquat concentration 
Administer pralidoxime 
Give atropine intravenously 



•A 
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Confirm level of paraquat absorption via a urine test 

Paraquat is a bipyridium herbicide used as a 
weedkiller, and if ingested can be incredibly toxic, 
affecting almost every organ system. Local 
gastrointestinal irritation occurs initially, followed by 
hepatocellular dysfunction, renal failure, and 
chemical pneumonitis/acute respiratory distress 
syndrome. Perhaps the most well-known consequence 
of its ingestion is pulmonary fibrosis. This is thought 
to occur due to oxygen free radical damage, with 
initial destruction of type I and II alveolar cells and 
Oara cells, for which paraquat has a predilection, 
with an energy-dependent uptake via the polyamine 
pathway. Superoxide radicals are formed in the lungs 
in the presence of oxygen, which exacerbates lung 
damage, and therefore its application should be 
restricted unless absolutely necessary. The qualitative 
urine test for paraquat is performed by adding 1 ml 
of urine to a solution of sodium dithionate and 
sodium hydroxide. If the solution turns blue, 
paraquat is present, a lighter green indicates diquat 
or low paraquat concentrations. If the test is positive, 
one can then take a plasma paraquat concentration, 
which will give an idea of prognosis and whether 
haemodialysis/haemoperfusion is warranted, 

although in practice a very small number of patients 
are likely to benefit. 
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A 54-year-old man has suffered an episode of collapse 
while playing squash, and when paramedics arrived at 
the scene, he was found to be in cardiorespiratory arrest, 
with underlying ventricular fibrillation. An output was 
restored with one biphasic DC shock of 150 J, and he 
quickly regained consciousness, albeit with mild 
confusion. He has a history of diabetes mellitus and was 
recently commenced on some new medication by his GP 
because of leg pains, not sleeping and feeling generally 
down. He is not sure what this is, nor what it is for. An 
electrocardiogram shows prolongation of the QT 
interval. 

What is the drug most likely to have contributed to 
this phenomenon? 



• 



♦ 



Diclofenac 

Amitryptyline 

Phenoxymethylpenicillin 

Paroxetine 

Sodium valproate 



No.: 88 
Amitryptyline 

A prolonged QT interval (measured from the 
beginning of the QRS complex to the end of the T 
wave) increases the risk of ventricular dysrhythmias 
occurring, particularly torsades de pointes, which 
may then deteriorate to ventricular fibrillation. The 
normal QT interval is approximately 0.38-0.46 s 
when corrected for ventricular rate (using Bazette's 
formula QTc = QT/square root of RR interval), but 
may be prolonged due to an underlying genetic 
abnormality: Romano- Ward syndrome and Jervell- 
Lange-Nielsen syndrome are examples. Acquired 
causes include electrolyte abnormalities such as 
hypocalcaemia and hypomagnesaenria, and drugs. 
These include class la, Ic and class III anti- 
arrhythmic agents, tricyclic antidepressants, 
erythromycin, haloperidol and terfenadine, 
(terfenadine has now been withdrawn from the UK 
because of this side-effect). 
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A 17-year-old girl presents to Accident and Emergency (A&E) complaining 
of nausea and admits to having taken an overdose of paracetamol about 4 
hours earlier. She denies having taken any other tablets, and denies alcohol 
use. Her only past medical history of note is epilepsy, for which she takes 
carbarn azepine. The overdose was a spur of the moment act which the patient 
now regrets. She attributes the overdose to an argument with her boyfriend. 
She denies any suicidal ideation or intent. She is accompanied by her mother, 
who is happy to take her home. 

On examination, she is alert and orientated. Pulse is 70 bpm, regular. Heart 
sounds are normal and her chest is clear. Her abdomen is soft and non-tender, 
with no organomegaly and normal bowel sounds. Neurological examination is 
unremarkable. 
Observations: 



Temperature 



HR 



BP 



BM 



2 sats 



ECG 



36.4°C 



70 bpm 



124/78 mmHg 



5.4mmol/l 



98% air 



normal sinus rhythm 60 bpm 



Her blood results are as follows: 



WBC 



Na 



Bilirubin 



HB 



K + 



ALT 



MCV 



Urea 



ALK-P 



Platelets 



Creatinine 



Albumin 



INR 



Glucose 



APTT 



4 -hour paracetamol level 



Salicylates 



5.2x1071 



138 mmol/1 



14 umol/1 



13.2 g/dl 



4.1 mmol/L 



32IU/1 



88 fi 



5.6 mmol/1 



63IU/1 



216x1071 



108 umol/1 



39g/l 



1.1 



5.2 mmol/1 



38 s 



140 mg/1 



<10 
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What is the most appropriate next step in your management? 

Discharge patient home and arrange outpatient psychiatric follow up 

Admit patient for observation and repeat urea and electrolytes, liver 
function tests, International Normalised Ratio (INR) and paracetamol levels in 
4 hours 






Carry out gastric lavage 
Start N -acetylcysteine 



Arrange psychiatric review 



No.: 89 

Start N-acetylcysteine 

The 4-hour paracetamol level is under the treatment 
line, but above the high-risk treatment line. Patients 
on antiepileptic medication such as carbamazepine 
may have induction of the cytochrome P450 system 
which may increase the metabolism of paracetamol to 
its toxic metabolite. Thus it is prudent to start N- 
acetylcysteine treatment. 
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No.: 90 

A 22-year-old patient is admitted to hospital with bone 
pain after a recent chest infection. He has sickle cell 
disease and over the past few years has had increased 
admissions to hospital with severe bone pain episodes. 
The patient is interested in treatment that would decrease 
the frequency of admissions to hospital with these pain 
episodes. 
What is the most appropriate treatment? 

a 






. 



Morphine 

Meperidine 

Hydroxyurea 

Penicillin 

Exchange transfusions 



No.: 90 
Hydroxyurea 

Hydroxyurea is thought to act by increasing the 
production of fetal haemoglobin, which is less likely 
to sickle and it has been shown to decrease the 
frequency of admissions with pain episodes. It is also 
used in chronic myeloid leukaemia. Side-effects 
include bone marrow toxicity, gastrointestinal 
disturbance and skin rashes. Morphine and 
meperidine can be used as analgesia, but do little to 
prevent the episodes and can become addictive. 
Penicillin is recommended as a prophylaxis for 
infection, as these patients get 'auto-splenectomy' due 
to sickling in the spleen. 



No.: 91 

A 32-year-old lady has been referred to the general 
medical clinic with persisting dysuria. Since returning 
from a long trip around Africa she has continued pain on 
passing urine and has recently noticed haematuria 
towards the end of micturition. She otherwise feels well. 
The general practitioner has tried a couple of antibiotics 
with no improvement of her symptoms. 



Investigations reveal: 


Haemoglobin 


13.4 g/dl 


White cell count 


11.5 x I0 y /1 


Neutrophils 


7x 1071 (1.5-7 x 1071) 


Lymphocytes 


3.1 x 1071 (1.5-4 x 1071) 


Eosinophils 


1.3 x 1071 (0.04-0.4 x 1071) 


Basophils 


0.1 x 1071(0-0.1 x 1071) 


Platelets 


252 x 10*71 



No.: 91 
Praziquantal 

The patient has urinary schistosomiasis, most likely 
caused by Schistosomiasis haematobium. Diagnosis is 
made with the raised eosinophils and the Schistosome 
eggs in the urine. Other forms of schistosomiasis 
(S.mansoni, S.japonicum) affect the portal venous 
system, the lung, and the central nervous system. It is 
a disease of the tropics and treated with praziquantal. 
With urinary schistosomiasis there is an increased 
risk of bladder cancer. 

Metronidazole will treat amoebic dysentery and 
amoebic liver abscesses (Entamoeba histolytica) 
Mebendazole will treat the roundworm Ascariasis 
Lumbricoides 

Nitrofurimox will treat Trypanosomiasis Cruzi 
Niclosamide will treat tapeworm infections 



Urine sample microscopy Schistosome eggs 
What is the appropriate treatment? 



♦ 



• 



Metronidazole 

Mebendazole 

Praziquantal 

Nitrofurimox 

Niclosamide 
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A 76-year old woman with known vascular dementia is 
sent in to the Accident and Emergency Department by 
nursing home staff with a 2-day history of fever, reduced 
mobility and drowsiness. Four days earlier she had been 
seen by the on -call GP, as she had been agitated and 
hallucinating. He had started her on haloperidol for this. 
In A and E her temperature is 39.4- >C. She is drowsy 
with a Glasgow Coma Score (GCS) 12/15 (E3 V4 M5). 
She has a sinus tachycardia 116 bpm. Blood pressure 
(BP) is 1 12/56 mmHg and heart sounds are normal. Her 
chest is clear and her abdomen is soft and non-tender, 
with normal bowel sounds. Neurological examination 
reveals generalised hypertonia, but normal power and 
reflexes. 



Investigations are as fo 


lows: 


white blood cells 
(WBC) 


8.1xl0 9 /l 


haemoglobin (Hb) 


12.4 g/dl 


mean cell volume 
(MCV) 


82.4 fl 


platelets 


224 x 1071 


Na + 


136 mmol/1 


K + 


5.4mmol/l 


urea 


9.6 mmol/1 


creatinine 


167 umol/1 


bilirubin 


14 umol/1 


alanine 

aminotransferase 

(ALT) 


35U/1 


alkaline phosphate 


124 U/l 


albumin 


38g/l 


electrocardiogram 
(ECG): 


sinus tachycardia 


chest X-ray (CXR): 


normal cardiac 
silhouette, no focal 
consoli ation 



What test would you request to confirm the 
diagnosis? 






• 



Blood cultures 

Creatine phosphokinase 

Magnetic resonance imaging (MRI) brain 

Mid-stream urine 

Renal ultrasound 



No.: 92 

Creatine phosphokinase 

This patient has neuroleptic malignant syndrome 
precipitated by the administration of haloperidol. 
Clinical features of neuroleptic malignant syndrome 
include: 

► muscular rigidity (sometimes with dysphagia and 
dysarthria) 

► extrapyramidal signs, tremor 

► catatonia-muteness 

► increased serum creatine phosphokinase 
(CPK)/aspartate aminotransferase (AST) 
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No.: 93 

You are asked to review a 24-year-old woman with a 
history of epilepsy and learning difficulties. On 
examination she has a rash on her lower limbs that 
consists of a number of erythematous indurated papules 
and nodules. Biopsy of the lesions reveals extensive T- 
lymphocyte infiltration. 

Which of the following is the most likely diagnosis in 
this patient? 
<? 



♦ 
♦ 



. 



Drug-induced pseudolymphoma syndrome 
Cutaneous T-cell lymphoma 
Cutaneous pseudolymphoma 
Lymphomatoid papulosis 
Sezary syndrome 



No.: 93 

Drug-induced pseudolymphoma syndrome 

Causes include antiepileptics (phenytoin, 

carbamazepine, lamotrigine and a number of other 
agents). A number of antibiotics, antiarrhythmics , 
antidepressants and antihistamines have also been 
implicated. Treatment involves discontinuation of all 
possible causative drugs. It is necessary to monitor 
resolution of symptoms as malignant transformation 
of skin lesions has been reported. 



No.: 94 

A 13 -year-old male patient was brought by his mother 
for evaluation of his episodic restlessness, excessive 
speech and tremor of his hands. This would last the 
whole day and he would be sleepless at night. These 
episodes were more common at weekends and for the 
entire subsequent week he would complain of fatigue, 
laziness and sleep more. 

His mother suspected that he was taking some drugs but 
she was unaware what those could be. However his 
teacher at school told his mother to take medical advice, 
as his school performance was deteriorating. 
On examination he was unkempt. His blood pressure 
was 150/100 mmHg and pulse was 110/min. He was 
alert, hallucinating and restless. He felt that his mother 
was jealous of him and was planning to kill him. His 
physical examination was otherwise unremarkable. 

What is the most likely diagnosis? 

Depression 
Autism 






Amphetamine abuse 
Post-traumatic stress disorder 
Wilson's disease 



No.: 94 
Amphetamine abuse 

These clinical features suggest the possibility that the 
patient is consuming some central nervous system 
(CNS) stimulants which have significant hypertensive 
effects and are analeptics (eg amphetamine or 
methylphenidate). However amphetamine is more 
likely in this patient as the latter drug does not lead 
to features of psychosis with prolonged use. When 
amphetamine is consumed in high doses, it could lead 
to a state that is indistinguishable from paranoid 
schizophrenia. These drugs are capable of causing 
vasculitis and intracerebral or subarachnoid 
haemorrhages. 

Similar vascular complications could also be caused 
by over-the-counter cold medications like ephedrine 
and phenypropanolamine. 

Withdrawal of the drug after sustained use could 
lead to a period of prolonged sleep, muscle pain, 
profound fatigue and depression. 

Treatment includes discontinuation of amphetamine 
and administering antipsychotics. 
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A 25 -year-old nursery teacher attends the emergency 
department having deliberately ingested a number of 
tablets 14 h earlier. She believes that she has probably 
taken around 35 co-dydramol tablets that were 
prescribed for her father. She takes a herbal remedy for 
low mood which she self-prescribes. On examination, 
she is alert, with a Glasgow coma score of 15, pupils are 
mid-sized and reactive, she has a heart rate of 80/min 
and blood pressure of 1 1 5/75 mmHg. 

The next best intervention would be: 



♦ 

♦ 



50 g of activated charcoal orally 
gastric lavage 

A^-acetyl cysteine (NAC) intravenously 
methionine orally 



take blood for paracetamol concentration, and treat 
accordingly 



No.: 95 

Af-acetyl cysteine (NAC) intravenously 

Paracetamol ingestion makes up 40% of admissions 
for poisoning in the UK, and leads to between 200 
and 300 deaths annually. Toxicity is possible in those 
who have ingested 150 mg/kg body weight or 12 g in 
total, and 75 mg/kg in those in the 'high-risk' 
category. St John's Wort (Hypericum perforatum) is 
commonly taken for mild to moderate depression, 
and is an inducer of hepatic enzymes, which would 
place the user in the 'high-risk' group. Activated 
charcoal is generally recommended within 1 h of a 
potentially toxic dose, as is gastric lavage, which is 
infrequently indicated. If given within 15 hours, N- 
acetyl cysteine (NAC) (which acts as a glutathione 
donor) is protective against the hepatic and renal 
toxicity of the toxic metabolite of paracetamol, N- 
acetyl-p-benzoquinoneimine (NAPQI). She has taken 
a potentially toxic dose of paracetamol, and 
possible/likely delays in obtaining a paracetamol level 
at this stage means that she should receive treatment 
promptly. Methionine is an oral alternative to NAC, 
but is considered a second-line agent. 






No.: 96 

A 17-year-old girl is brought to the Emergency 
Department by ambulance. She has been found by her 
mother, lying on the floor having taken an unidentified 
overdose and a quantity of alcohol. Her mother is known 
to be hypertensive for which she takes medication. On 
examination she is obtunded and hypotensive with a 
blood pressure of 75/50 mmHg; her pulse is 38 beats per 
min. Finger prick glucose is 3.2 mmol/1. 

Which ONE of the following represent the most 
appropriate initial management in this case after 

having assessed her airway? 

#-» 

Glucagon iv 



• 



Adrenalin iv 
Noradrenalin iv 
Salbutamol nebuliser 
Insertion of pacing wire 



No.: 96 

Glucagon iv 

Glucagon iv 

Given the history and findings on examination, the 
most likely diagnosis is overdose of her mother's 0- 
blockers. She presents with decreased conscious level, 
profound hypotension and bradycardia, features 
typical of P-blocker overdose. Bronchospasm rarely 
occurs in overdose of p-blockers, except where there 
is a history of asthma. Immediate management is to 
give iv glucagon (50-150ug/kg) followed by a 
glucagon infusion to treat hypotension and atropine if 
needed to treat bradycardia. Where patients fail to 
respond to these measures, temporary pacing may be 
required. Patients should be monitored for 
occurrence of hypoglycaemia. If the patient is seen 
within the first 4 h of overdose, gastric lavage may be 
of value. 
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A 42-year-old homeless man presents to casualty. Four 
hours previously he had been seen in his normal state. 
On admission he has Glasgow Coma Scale (GCS) of 4, 
is afebrile, Pulse 80 bpm, blood pressure (BP) 60/30 
mmHg and RR 24/min. his pupils are dilated and 
unreactive. His fundi have blurred disc edges, his breath 
smells sweet. 
Investigations: 



urinalysis 


ketones + 


glucose 


3 .0 mmol/1 


lactate 


4.0 mmol/1 


plasma osmolar gap 


34 


Na 


141 mmol/1 


K 


3.2 mmol/1 


urea 


9.0 mmol/1 


creatinine 


250 umol/1 


chloride 


107 mmol/1 


bicarbonate 


14 mmol/1 


calcium 


2.28mmol/l 


prothrombin time 


13.1s 


salicylate 


not detected 


art rial blood gas 
(ABG) 


Pa (O 2 )13.0kPa,p a (CO 2 ) 
2.0 kPa 



The most likely diagnosis is: 



♦ 
♦ 



Lactic acidosis 
Methanol poisoning 
Paracetamol poisoning 
Ethylene glycol poisoning 
Diabetic ketosis 



> 



No.: 97 

Methanol poisoning 

This man has presented with sudden onset of collapse 
and a profound metabolic acidosis with a prolonged 
anion gap. The normal blood glucose precludes 
diabetic ketoacidosis and lactic acidosis requires by 
definition a lactate of 5.0 mmol/1. Paracetamol 
poisoning can lead to coma and a metabolic acidosis, 
but here the rapidity of onset (with no evidence of 
encephalopathy 4 h previously) and normal 
coagulation are not supportive of the diagnosis. A 
high anion gap and high plasma osmolar gap point 
towards and ingested exogenous osmolar agent. The 
disc changes and normal calcium point towards 
methanol over ethylene glycol as a causative agent 
and this could be confirmed with methanol levels. 
The urgent treatment required is intravenous ethanol 
plus/minus haemodialysis but even with rapid 
treatment sight loss is common. 
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No.: 98 

You are called to the resuscitation room by an anxious 
emergency department senior house officer. A middle- 
aged man has been brought in by ambulance, and there is 
little history to be gained from the paramedics, but he 
appears extremely unwell. He appears agitated, with 
pinpoint pupils, is sweating profusely, hypersalivating, 
and producing frothy white sputum. His wet trousers 
smell strongly of urine. 

What is he most likely to have been poisoned with? 

Morphine 

Paraquat 

Organophosphate insecticide 



a 



Venlafaxine 
Dosulepin 



No.: 98 

Organophosphate insecticide 

The symptoms and signs demonstrated are classical 
of the toxidrome seen in poisoning with a 
cholinomimetic agent. Organophosphate insecticides 
act as cholinesterase inhibitors, thereby increasing 
the amount of acetylcholine at various receptors by 
inhibiting its breakdown. The effects seen are due to 
the acetylcholine acting at postganglionic 
parasympathetic nerve endings, on nicotinic 
receptors and on the central nervous system. 
Therapeutic strategies include the use of atropine, 
oximes (pralidoxime and obidoxime) and 
benzodiazepines. 

A useful mnemonic for signs and symptoms of 
cholinergic intoxication is SLUDGE: 

Salivation 

Lacrimation 

Urination 

Defecation 

Gastrointestinal-symptoms 

Emesis. 



No.: 99 

A 17-year-old girl is reviewed in the dermatology clinic. 
She is feeling quite tearful as her acne has been 
particularly severe over the past few months. You are 
considering treating her with oral retinoid therapy. Past 
medical history of note includes epilepsy for which she 
takes carbamazepine, she has also been treated with 
tetracyclines intermittently. She is currently using the 
combined oral contraceptive pill. You elect to begin 
therapy with isotretinoin. 

Which of the following is the most important step 

before commencing the isotretinoin? 

■ v 

Warn her she will need to reduce her dose of 

carbamazepine 






♦ 



Arrange a pregnancy test 

Do baseline liver function tests 

Do baseline renal function tests 

Warn her about the possibility of mood changes 



No.: 99 

Arrange a pregnancy test 

Isotretinoin is highly effective for treating acne 
vulgaris. It is a synthetic 13-cis isomer of naturally 
occurring trans-retinoic acid. It decreases sebum 
production and sebaceous gland size. It is highly 
teratogenic and female patients using the drug must 
have a negative pregnancy test and commit to 
effective contraception for at least one month pre- 
treatment and for at least one month after the 
cessation of therapy. Mood changes, particularly 
aggravation of depression may occur and patients 
should be warned about this. Isotretinoin has been 
known to reduce the plasma concentration of 
carbamazepine; concomitant use with tetracyclines 
may lead to papilledema. 
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A 57-year-old man presents to the Emergency 
department complaining of headache, his blood pressure 
is noted to be 210/100 mmHg. Past history of note 
includes asthma for which he takes a 
salmeterol/fluticasone combination inhaler, and apart 
from this he has attended the GP only infrequently. 
Detailed examination reveals grade 3 hypertensive 
retinopathy, no focal neurological deficit, no blood 
pressure difference between arms. There are no heart 
murmurs. You elect to admit him for commencement of 
anti-hypertensive therapy. 

Which of the following would be the most 
appropriate initial agent to trial him on? 



♦ 



IV labetalol 

Oral metoprolol 

Oral isosorbide dinitrate 

Oral doxasosin 

Oral amlodipine 



No.: 100 

Oral amlodipine 

Unfortunately, severe hypertension presenting 
acutely with headache +/- other symptoms is an area 
which is poorly served by clinical trials. Most studies 
are inadequately powered to deliver a definitive 
result as to which class of therapy is most 
appropriate, and there are no trials which adequately 
compare the superiority of IV versus oral therapy. In 
this case the aim should be to reduce blood pressure 
by around 25% over the first 24-48hrs. Labetalol or 
metoprolol would be appropriate choices, but given 
this man's history of asthma they should be avoided. 
Whilst IV sodium nitroprusside would be an option, 
oral isosorbide dinitrate would not ordinarily be 
recommended. Whilst lower doses of doxasosin as 
monotherapy would be an option in managing blood 
pressure, larger doses may lead do sodium and water 
retention. This leaves us with oral amlodipine as the 
remaining option. Short acting calcium antagonists 
are not recommended as they may be associated with 
increased risk of stroke, so that long acting 
preparations or slow release versions of agents are 
recommended instead. 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Therapeutic & Toxicology 



No.: 101 

A 48-year-old man who was previously seen in the clinic 
for abdominal obesity, hypertension and dyslipidaemia 
presents 6 months later for review after having lost 3 
stone. On examination in the clinic his BP is 155/92 
mmHg, his BMI is 28. 

Bloods; 



Hb 


13.9 g/dl | 


WCC 


5.9x1071 


PLT 


230x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


100 umol/1 


LDL 


4.4 mmol/1 


TG 


3.5 mmol/1 


HDL 


0.7 mmol/1 


Fasting glue 


6.8 mmol/1 



Which of the following is true of this case? 

His cardiovascular risk is not increased 

♦ 



He does not require anti -hypertensive therapy 
It would be reasonable to treat him with a statin 



• 



He should be considered for gastric reduction 
surgery 

He is not at increased risk of development of 
diabetes 



No.: 101 

It would be reasonable to treat him with a statin 

This man has impaired fasting glucose despite 
managing to lose a large amount of weight. This puts 
him at increased risk for both cardiovascular disease 
and the development of frank Type 2 diabetes. Of 
particular concern is the typical lipid pattern seen in 
insulin resistant states, with low HDL cholesterol and 
high triglycerides. Given his increased lifetime risk of 
cardiovascular disease it would therefore be sensible 
to treat him with a statin. 



-j 
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No.: 102 

A 24-year-old woman who is 8 weeks pregnant suffers a 

third epileptic fit. You are considering treatment with an 

anti-epileptic. 

Which of the following would prove the most 

appropriate option for her? 

Topiramate 

Sodium valproate 

Lamotrigine 

Levetiracetam 

> 

Sodium valproate / lamotrigine combination therapy 



No.: 102 
Lamotrigine 

Insufficient data on the use of levetiracetam in 
pregnancy currently exists in pregnancy registers to 
recommend its use. Topiramate has been shown to be 
associated with a major congenital malformation 
(MCM) rate of above 7% in register studies. 
Valproate monotherapy was associated with a MCM 
rate of 6.2%. Lowest rates of MCM were seen for 
lamotrigine and carbamazepine in register studies. 
Hence, from the options given lamotrigine is the most 
appropriate choice of anti-epileptic. This should be 
titrated gradually aiming at the lowest dose possible 
to control seizures, as a clear dose effect for AEDs in 
general has been shown in teratogenicity studies. 
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No.: 103 

A 26 -year-old man is prescribed thalidomide for 
erythema nodosum. He has recently acquired a new 
female partner and asks about contraceptive advice. 

Which of the following represents the correct advice 
with respect to contraception? 

No precautions are needed as thalidomide only 
represents a risk if it is taken by the female partner 



♦ 



He should use barrier contraception 
Only the female need use contraception 



The male should refrain from starting a family for 3 
years after using thalidomide 

Thalidomide is only teratogenic in the last trimester 
of pregnancy 



No.: 103 

He should use barrier contraception 

Thalidomide can be transferred in semen and as such 
males should be advised to use barrier contraception. 
Women must provide a pregnancy test 24hrs prior to 
beginning thalidomide therapy because of the very 
great risk of teratogenicity. The manufacturer of 
thalidomide has also established a system to track 
patients who take thalidomide and physicians are 
urged to register their patients. 



•A 






J 



& 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Therapeutic & Toxicology 



No.: 104 

A 28-year-old woman is admitted to the Emergency 
department in an unconscious state. She was found by 
her boyfriend who informs you that they had a row that 
evening. He found an empty bottle of amitriptyline 75mg 
tablets next to her. Apparently the prescription had been 
filled 3 days earlier at the pharmacy. On examination she 
has a GCS of 6. Her BP is 90/50 mmHg. Her pulse is 
weak and rapid and you glance at the ECG monitor 
which shows that she is in ventricular tachycardia. 

Investigations; 



Hb 


13.0 g/dl 


WCC 


5.0xl0 9 /l 


PLT 


205 xl07l 


Na + 


138 mmol/1 


K + 


4.0 mmol/1 


Creatinine 


110 umol/1 


PH 


7.28 


p0 2 


8.0 kPa 


P co 2 


5.4 kPa 



Which of the following represents the most 
appropriate agent to manage her ventricular 
tachycardia (VT)? 

Bretylium 

Amiodarone 



♦ 






Quinidine 

Procainamide 

Lignocaine 



No.: 104 
Lignocaine 

All of the other choices may potentially worsen 
cardiotoxicity associated with tricyclic anti- 
depressants and perpetuate the period of ventricular 
tachycardia. Lignocaine increases the electrical 
stimulation threshold of the ventricle, suppressing 
automaticity of conduction and terminating 
ventricular tachycardia. It is usually given as a bolus 
followed by a continuous infusion at lower dose. 
Sodium bicarbonate may also be of value. 
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No.: 105 

A 23 -year-old woman presents 2 days after a 
paracetamol overdose. She complains of persistent 
vomiting. On examination she looks unwell, she has a 
pulse of 100/min regular and a BP of 100/60 mmHg. 

Bloods; 



Hb 


10.9 g/dl 


WCC 


5.7xl0 9 /l 


PLT 


100 xl07l 


INR 


2.7 


Na + 


139mmol/l 


K + 


5.9mmol/l 


Creatinine 


235 umol/1 


PH 


7.2 I 


p0 2 


8.5 kPa 


pC0 2 


3.9 kPa 


Bicarb 


14 mmol/1 


Glucose 


3.9mmol/l 


Urine 
output 


35ml in the past 
4hrs 



She is admitted to the high dependency unit. Which 
of the following is the most likely to have a positive 
effect on her prognosis? 

Haemofiltration 

Haemodialysis 

IV bicarbonate 

IV N-acetylcysteine 

Activated charcoal 






No.: 105 
Haemodialysis 

Of most concern is the tailing-off of this woman's 
urine output, metabolic acidosis and elevated 
potassium. This is suggestive of acute tubular 
necrosis. Renal failure associated with paracetamol 
overdose is recoverable and even this woman has a 
reasonable chance of attaining normal renal function 
after the acute event. N-acetylcysteine even when 
used late may reduce liver damage, and hence it 
should be used even now. Involvement of a specialist 
hepatologist and transplant unit is essential, as 
according to many transplant unit criteria she is 
failing into the criteria where transplant should be 
considered. 
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No.: 106 

A 72-year-old man with a history of Parkinson's like 
symptoms, postural hypotension and urinary retention 
presents for review. Unfortunately his condition has 
deteriorated to the extent that he can only walk a few 
yards at a time and he has become profoundly depressed. 
He is now hearing voices telling him that he is worthless 
and that he should kill himself. There has been one 
previous suicide attempt in the past week, involving a 
large overdose of his 1-dopa tablets. 

Which of the following would be the most 
appropriate treatment for his depression? 






Fluoxetine 

Amitryptilline 

Paroxetine 

Risperidone 

Chlorpromazine 



No.: 106 
Risperidone 

Given the prominent features in this case, involving 
auditory hallucinations and one serious suicide 
attempt in the past week, risperidone would appear 
the most appropriate choice. Whilst SSRIs are less 
likely to interfere with his parkinsonian symptoms, it 
is unlikely they will be adequate to treat the 
condition. Amitriptyline may worsen autonomic 
symptoms such as urinary retention quite 
significantly, and chlorpromazine has significant 
peripheral anti-dopaminergic side-effects which will 
impact on his movement. Whilst risperidone may 
bring about some deterioration in his parkinsonian 
symptoms, this will be less than with chlorpromazine. 



No.: 107 

A 75 -year-old lady who lives in a nursing home, was 
found by her carers to have a sacral sore with plenty of 
slough on the base and the surrounding skin was rather 
macerated. A past history of dense left sided hemiplegia 
following a stroke, has left her largely bed bound. 

MRS A swabs are positive 

Which of the following is the most appropriate 
dressing for the pressure sore? 



♦ 



Normal saline 
Hydrocolloid gel 
Calcium alginate 
Absorbant cotton 
Silver based dressing 



No.: 107 
Calcium alginate 

A few trials exist which looked at hydrocolloid gel 
dressings alone, versus calcium alginate followed by 
hydrocolloid. One such study is published in the 
Journal of the American Geriatrics Society, Volume 
50, Issue 2 (p 269-274), and suggests that healing 
rates are significantly better when the alginate gel is 
used first. Given that there is significant slough, 
normal saline and absorbent cotton would be 
unsuitable choices. Silver based dressings are usually 
amongst the first choices for the treatment of burns. 
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No.: 108 

A 29-year-old woman presents to her GP complaining of 
tiredness, lethargy, headaches and tremor. She received a 
renal transplant 1 year earlier and takes a ciclosporin 
based immunosupression regime. One week prior to her 
visit to the GP she had been started on a prolonged 
course of fluconazole by a locum doctor in an attempt to 
clear up a long-standing fungal infection. 

Investigations 



Hb 


9.2 g/dl 


WCC 


2.3 xl07l 


PLT 


79x1071 


Na + 


139mmol/l 


r 


4.5 mmol/1 


Creatinine 


230 umol/1 



You suspect a probable drug interaction. Which of 
the following is the most likely cause of her 
problems? 

Decreased fluconazole excretion leading to 

fluconazole toxicity 

i 

Decreased cyclosporin excretion leading to 

cyclosporin toxicity 

CYP-P450 induction leading to a reduction in 
cyclosporin levels 



^ 



CYP-P450 inhibition leading to an elevation in 

cyclosporin levels 
#^» 

Formation of a toxic cyclosporin metabolite due to 

an interaction with fluconazole 



No.: 108 

CYP-P450 inhibition leading to an elevation 
cyclosporin levels 



in 



Fluconazole is a CYP-P450 enzyme inhibitor, leading 
to an elevation of 50% or more in cyclosporin levels, 
which is specifically metabolised by CYP-3A4. If 
fluconazole treatment is required, then a temporary 
reduction in cyclosporin dose is usually advised, the 
peak in levels occurring from around day 4 of 
fluconazole treatment onwards. 

Symptoms of ciclosporin toxicity include tremor and 
headache, nausea, vomiting and abdominal pain. 
Raised creatinine, anaemia and thrombocytopaenia 
are also seen 



^ 
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No.: 109 

A 32-year-old man is re-admitted to the hospital some 14 
days after his renal transplant. He has begun feeling very 
unwell, with flu like symptoms, a headache, and sore 
throat. He has been checking his temperature at home 
and is now spiking fevers of 38.5 °C. On examination he 
looks poorly, with pyrexia of 38.2°C in the Emergency 
room, and evidence of pharyngitis. On reviewing his 
notes you see that he was CMV, Hep B and Hep C 
negative before his transplant. 

Investigations 



Hb 


11.9 g/dl 


WCC 


6.1xl0 9 /l 


PLT 


235 xl07l 


ESR 


49 mm/hr 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


105 " mo 1/1 



Which of the following would be the most 
appropriate treatment for him? 

(• 



IV Ganciclovir 
IV Foscarnet 



IV Vancomcin and teicoplanin 

♦ 

IV benzylpenicillin and gentamycin 

IV acyclovir 



: 



No.: 109 

IV Ganciclovir 

The most likely diagnosis here is one of CMV 
infection post renal transplant. It is very likely that 
the kidney has come from a CMV positive donor. 
Symptoms of CMV infection post transplant can 
appear any time from 6-60 days after surgery and are 
characterised by pyrexia, flu like symptoms, or an 
infectious mononucleosis type picture as seen here. 
Indeed, transplant surgeons now consider the option 
of prophylactic ganciclovir in patients who are CMV- 
but their transplanted kidney comes from a CMV+ 
donor. The concern is that active CMV infection is 
associated with accelerated failure of the 
transplanted kidney. 
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No.: 110 

A 32-year-old garage manager who has recently split 
from his wife is admitted via ambulance. He was found 
virtually unrousable with a rapid respiratory rate. There 
is no particular past medical history of note and a recent 
routine blood screening test by an insurance company 
was normal. 



Investigations 


Hb 


14.1 g/dl 


WCC 


10.2x1071 


PLt 


230 xl07l 


Na + 


140 mmol/1 


r 


5.0mmol/l 


Cr 


230 umol/1 


Bic 


13 mmol/1 



Which of the following is the most likely diagnosis? 



G 



♦ 
• 



Diabetic ketoacidosis 
Methanol poisoning 
Ethylene glycol poisoning 
Ethanol poisoning 
Lactic acidosis 



•A 



No.: 110 

Ethylene glycol poisoning 

The most likely diagnosis is ethylene glycol poisoning, 
given that this man is a garage manager it would be 
expected that he has easy access to the material 
Ethylene glycol poisoning results in a high anion gap 
metabolic acidosis, accompanied by hyperventilation 
then Kussmaul respiration, decreased conscious level 
and eventually coma, renal failure and death. 
Management involves either sedation and infusion of 
ethanol which is a competitive inhibitor of alcohol 
dehydrogenase, or use of fomepizole. A case like this 
however is likely to require haemodialysis. 
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No.: Ill 

A 72-year-old man who has suffered from COPD for 
some years is admitted to the Emergency room having 
suffered a grand mal seizure. According to his wife he 
has also been being sick for a couple of days. Apparently 
the GP had started him on an antibiotic for a respiratory 
tract infection. Additional medication includes high dose 
salmeterol fluticasone inhaler for his COPD, and oral 
theophylline. 

Investigations 



Hb 


12.1 g/dl 


WCC 


8.2xlO y /l 


PLT 


211x1071 


Na + 


139mmol/l 


K + 


3.1 mmol/1 


Creatinine 


140 lumol/1 



You suspect theophylline toxicity related to a drug 
interaction. Which of the following is the most likely 
cause? 



Amoxicillin 

Co-amoxyclav 

Rifampicin 

Ciprofloxacin 

Trimethoprim 



♦ 



♦ 



•A 



No.: Ill 

Ciprofloxacin 

Drugs known to reduce clearance include allopurinol, 
cimetidine, ciprofloxacin, corticosteroids, diltiazem, 
erythromycin, frusemide, isoprenaline, oral 
contraceptives, thiabendazole and verapamil. There 
is some evidence of an interaction between 
theophylline and influenza vaccine. In contrast, 
rifampicin as a cytochrome P450 enzyme inducer 
leads to decreased concentration of theophylline. 
Treatment of theophylline toxicity includes use of 
activated charcoal, fluid management to correct 
hypokalemia, and if necessary provision of dialysis. 
Quite profound hypokalemia may occur in severe 
overdose, and specialist management is 
recommended. 



"'J, 
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No.: 112 

A 52-year-old male, is diagnosed with Parkinson's 
disease. He has recently started a second family and is 
worried about dyskinesias associated with levodopa and 
complications of lung fibrosis that he has heard about 
with other drugs. 

Which of the following agents would you 
recommend? 



<? 






Ropinirole 

Levodopa 

Co-carbedopa 

Cabergoline 

Pergolide 



No.: 112 

Ropinirole 

Ropinirole is a non-ergot derived dopamine agonist 
licensed for the treatment of Parkinson's disease and 
most recently for restless legs syndrome. Dopamine 
agonists are thought to be associated with less on/off 
phenomena than 1-dopa based therapies and are seen 
as a reasonable choice for first line therapy in 
younger patients. Cabergoline and pergolide are 
ergot derived agents and may be associated with 
pulmonary fibrosis. 
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No.: 113 

A 3 6 -year-old lady presents to her 34 week midwife visit 
complaining of a severe headache and worsening 
indigestion. She has been relatively well during her 
pregnancy, her BP at booking was 1 15/72 mmHg. On 
review on this occasion her BP was elevated at 145/92 
mmHg. 

Investigations 



Hb 


11.0 g/dl 


WCC 


5.4xlO y /l 


PLT 


234x1071 


Na + 


140 mmol/1 


r 


5.0mmol/l 


Cr 


115 umol/1 


Urine analysis 


protein ++ 



Which of the following is the most appropriate course 
of action? 

Start her on oral methyl dopa and review in 1 week 



• 



• 



Start her on oral nifedipine and review in 1 week 
Admit her for IV labetalol 
Start her on oral ramipril and review in 1 week 
Start her on oral candesartan and review in 1 week 



No.: 113 

Admit her for IV labetalol 

Neither ramipril or candesartan are acceptable BP 
lowering treatments in the context of pregnancy. 
Whilst methyldopa and nifedipine are acceptable oral 
options, this woman has clinical symptoms and signs 
consistent with pre-eclampsia, as such IV labetalol is 
the only appropriate option from those given here. 
Usual dose is via a bolus and then lmg/kg/hr. Of 
course, the only way to resolve the pre-eclampsia is to 
consider delivering the baby, and that would be the 
next course of action. 
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No.: 114 

A 21 -year-old lady who is 8 weeks pregnant presents for 
review with very difficult to control nausea and 
vomiting. She is very worried as she feels unable to eat 
and feels that she is losing weight. You are considering 
starting medication. 

Investigations 



Hb 


12.1 g/dl 


WCC 


5.4x1071 


PLT 


201 xl07l 


Na + 


140 mmol/1 


K + 


5.0mmol/l 


Creatinine 


85 lumol/1 



Which of the following would be the most 
appropriate medication for her? 



♦ 



♦ 



Domperidone 

Promethazine 

Ondansetron 

Chlorpromazine 

Prochlorperazine 



No.: 114 
Promethazine 

Metoclopramide and prochlorperazine are associated 
with increased risk of acute dystonia in young 
women, therefore they are recommended in 
guidelines in the second line position for the 
treatment of symptoms of hyperemesis. Alternatives 
include domperidone and ondansetron. Promethazine 
is recommended in the BNF as first line treatment. 
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No.: 115 

A 19-year-old woman presents with an infected human 
bite on her left arm. She says that she was involved in a 
fight 3 days ago while drunk. On examination there is a 
bite affecting the left upper arm which is discharging 
pus, there is a 3cm radius of erythema around the wound. 
She is pyrexial 37.8°C. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


13.1xlO y /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


110 umol/1 



Which of the following is the most appropriate 
antibiotic choice for antibiotic therapy? 

♦ 






Amoxicillin 
Pencillin V 
Co-amoxiclav 
Oxytetracycline 
Metronidazole 



•A 



No.: 115 
Co-amoxiclav 

Co-amoxiclav is the antibiotic therapy of choice for 
human bite wounds. It is crucial that beta lactamase 
producing staphylococci are covered, and clavulanic 
acid makes sure of this. A standard course is the 
625mg TDS dose for a period of 5-7 days. It is also 
crucially important to make sure that the patient is 
covered for tetanus infection. Commonly isolated 
organisms include Streptococci, Staphlococci, 
Haemophillus, Bacteroides, and Eikenella corrodens. 
Metronidazole and doxycycline, or metronidazole 
and clarithromycin may be reasonable alternatives in 
penicillin allergic patients. 
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No.: 116 

A 37-year-old woman is scheduled to receive a 3 unit 
blood transfusion. The nurses check that the 1 st unit is 
appropriately matched and begin the transfusion, lhr 
later the transfusion is stopped as her temperature spikes 
at 37.9°C and she suffers from back pain. Bloods taken 
after the transfusion is stopped reveal no evidence of 
haemolysis. 

Which of the following is the most appropriate next 
option? 

♦ 



• 



Give chlorpheniramine 

Give paracetamol 

Recheck the label and then restart the transfusion 

Give hydrocortisone 

Give s/c adrenaline 



No.: 116 

Give paracetamol 

Non-haemolytic transfusion reactions characterised 
by pyrexia are usually due to the presence of 
cytokines within the transfused unit of blood. Despite 
these type of reactions following a benign course, it is 
still important to differentiate them from haemolytic 
transfusion reactions. As such the transfusion should 
be stopped and the patient treated with paracetamol 
Minor allergic reactions should be managed with 
anti-histamines such as chlorpheniramine, the 
necessity for stopping the transfusion is unclear, 
although in a large number of cases the unit is 
discontinued. 
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No.: 117 

A 28-year-old patient presents with cyanosis, headache 
and confusion. You understand he has been recently 
started on primaquine as malaria prophylaxis prior to a 
trip Africa on holiday. On examination he has a 
respiratory rate of 16/min and is relatively comfortable 
breathing air. There is clear cyanosis; in particular his 
tongue is blue. 

Investigations; 



Hb 


13.0 g/dl 


MCV 


86 fl 


WCC 


4.9 xl0 9 /l 


PLT 


195 xl07l 


Na + 


141 mmol/1 


r 


4.9 mmol/1 


Creatinine 


130 umol/1 


Sat 


94% 


MetHb 


10% 



Which of the following is the most appropriate 
therapy? 






♦ 



Ascorbic acid 
Exchange transfusion 
N-acetylcysteine 
Methylene blue 
Chlorpheniramine 



•A 



No.: 117 
Methylene blue 

Methylene blue IV is the first line therapy for 
methaemoglobinaemia. It must be administered with 
care however, as at doses >7mg/kg it becomes an 
oxidant itself. Ascorbic acid is used as a second line 
therapy, usually when methaemoglobin levels 
approach 30% or greater. N-acetylecysteine and 
exchange transfusion have also been used in difficult 
to manage cases. As well as anti-malarials, nitrites, 
aniline dyes, nitroprussides, local anaesthetics and 
dapsone have also been implicated as causes of 
methaemoglobinaemia. A congenital form also exists, 
for which long-term treatment with oral ascorbic 
acid has been shown to be partially effective. 
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No.: 118 

A 26 -year-old man with a history of psoriasis returns 
from a 3 week holiday to India with rapidly worsening 
psoriasis. He took anti-malarials and antibiotics with 
him. His condition is normally mild and managed with 
topical therapies only. On examination he has 
widespread psoriasis which is contiguous in many areas. 



J\/l 1UU1U M111V11 1U VVllHtjUVWU 1J 

Which of the following is the most likely 
agent? 

Ciprofloxacin 

Metronidazole 

Chloroquine 

Amoxicillin 

Oxytetracycline 



causative 



No.: 118 
Chloroquine 

Whilst it is difficult to establish the link between anti- 
malarials and psoriasis from clinic trials, case-reports 
of psoriasis associated with anti-malarial therapy 
stimulated original discussion about drug induced 
psoriasis. One paper from 1997 postulated that the 
effect of anti-malarials on trans-glutaminase activity 
leads to stimulation of epidermal proliferation and 
thus chloroquine is the appropriate answer here. 
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No.: 119 

A 46 -year-old man who you have seen begging outside 
the station is brought to the Emergency room by 
ambulance. He is unconscious and hyperventilating. The 
nurses tell you that he is frequently admitted intoxicated, 
has a history of cataracts potentially related to previous 
methanol ingestion and has suffered fits, which have 
precipitated a few hospital admissions. On examination 
is BP is 100/70 mmHg, his pulse is 100/min regular. He 
has crackles on auscultation of both lung fields 
consistent with cardiac failure. When you try and wake 
him he just groans and tries to turn over. You notice that 
he has nystagmus. 

Investigations; 



Hb 


11.0 g/dl 


WCC 


11.0x1071 


PLT 


190 xl07l 


Na + 


139mmol/l 


K + 


5.9mmol/l 


Creatinine 


195 lumol/1 


cr 


92 mmol/1 


Bicarb 


12 mmol/1 


PH 


7.1 


Glucose 


12.2 mmol/1 



Which of the following is the most likely diagnosis? 

Diabetic ketoacidosis 

Phenytoin overdose 

Metformin overdose »^___ 

Ethanol intoxication 

Ethylene glycol intoxication 



No.: 119 

Ethylene glycol intoxication 

Ethylene glycol intoxication presents with decreased 
conscious level, severe high anion gap metabolic 
acidosis renal, respiratory and cardiac failure. Multi- 
organ failure is thought to occur at least in part due 
to widespread deposition of calcium oxalate crystals 
around 12hrs after the initial insult. Inhibition of 
alcohol dehydrogenase with either ethanol or 
fomepizole if available is the mainstay of therapy. 
High dose thiamine and pyridoxine should also be 
used as this reduces the formation of oxalate from 
glyxoylic acid. Because of the possible formation of 
calcium oxalate, calcium levels should also be 
assessed. Unfortunately with delayed presentation, 
ingestion of relatively small amounts of ethylene 
glycol is fatal. 



^ 
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No.: 120 

You are asked to review gentamicin dosing in a 71 -year- 
old man who is being treated post abdominal surgery. He 
has a past medical history of hypertension and mild renal 
impairment. Current dose is 50 mg TDS. 

Investigations; 



Hb 


12.1 g/dl 


WCC 


12.2xl0 9 /l 


PLT 


238 xl07l 


Na + 


141 mmol/1 


r 


4.8 mmol/1 


Creatinine 


142lumol/l 


Pre-dose gentamicin 


2.1mg/l(0-2) 


Post dose gentamicin 


7mg/l(5-10) 



Which of the following is the most appropriate course 
of action with respect to his gentamicin dosing? 

Stop the gentamicin 

Make the dose 50 mg BD 

Make the dose 75 mg BD 

Make the dose 150 mg OD 

Make the dose 25 mg TDS 






No.: 120 

Make the dose 150 mg OD 

Keeping the same dose frequency with a lower dose 
or reducing the dosing frequency at the same dose is 
likely to result in a fall in trough levels of gentamicin 
to below that required for effective therapy. As such 
the best option is to attempt a once per day dosing 
regimen Once a day gentamicin is assayed some 6- 
14hrs after the antibiotic infusion, and the once daily 
regime allows for potentially greater therapeutic 
efficacy. It is however not recommended for the 
treatment of endocarditis, women who are pregnant, 
children or for those where the creatinine clearance is 
below 20ml/min. 



,,j 
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No.: 121 

A 71 -year-old woman presents to the ENT clinic with 
sensorineural deafness. You are examining her 
medication history. This includes use of aciclovir, 
amoxicillin, co-amoxiclav, oral furosemide and IV 
erythromycin for a serious lower respiratory tract 
infection a few years ago. 

Which of these agents would fall under suspicion as a 
possible contributory cause? 






Aciclovir 
Amoxicillin 
Co-amoxiclav 
IV Erythromycin 
Oral flirosemide 



No.: 121 

IV Erythromycin 

Whilst furosemide given IV is a recognised cause of 
sensorineural deafness, this may be related to the use 
of bolus doses, and in particular has been reported by 
neonatal intensive care units. As such oral 
furosemide is unlikely to be a cause of significant 
hearing loss here. In contrast however, it has been 
known for many years that both erythromycin and 
vancomycin lead to sensorineural hearing loss. Again, 
hearing loss has been reported with use of the IV 
formulation in particular, and is probably resulting 
from the cmax achieved with IV dosing. 
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No.: 122 

A 39-year-old woman who is pregnant with her first 
child comes to the clinic for review. She had chronic 
hypertension prior to getting pregnant and was treated 
with ramipril, but this was changed to methyldopa. She 
is now 20 weeks pregnant and the dose was recently 
increased to lg BD. Unfortunately she has an 
excessively dry mouth and feels tired all the time and 
wants the medication changed to something else. On 
examination her BP is 145/90 mmHg compared to 
148/88 mmHg at her booking visit. 



Investigations; 




Hb 


10.8 g/dl 


WCC 


5.6 xl0 9 /l 


PLT 


201 xl07l 


Na + 


140 mmol/1 


K + 


4.5 mmol/1 


Creatinine 


90 umol/1 



Which of the following would be the most 
appropriate medication from the list below to switch 
her to? 

Ramipril 






Bendroflumethiazide 
Valsartan 
Atenolol 
Labetalol 



•A 



No.: 122 

Labetalol 

Ramipril and valsartan are absolutely 
contraindicated in pregnancy, hence the reason for 
switching this patient to methyldopa during the pre- 
conception period. Bendroflumethiazide reduces the 
volume expansion associated with normal pregnancy, 
as do other diuretics; as such it is usually avoided 
during pregnancy. Atenolol is associated with mild 
intrauterine growth retardation and as such is not 
the first choice beta blocker for use in pregnancy. In 
contrast, labetalol is not associated with intrauterine 
growth retardation and as such would be the first 
choice here. 
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No.: 123 

A 57-year-old man who is taking long term amiodarone 
therapy comes to the clinic complaining of heat 
intolerance, anxiety, regular resting palpitations and 
diarrhoea. On examination his BP is 145/82 mmHg, his 
resting pulse is elevated at 90/min. He appears to have a 
multinodular goitre. 

Investigations; 



Hb 


12.0 g/dl 


WCC 


5.0x1071 


PLT 


178x1071 


Na + 


138mmol/l 


r 


4.5 mmol/1 


Creatinine 


142 umol/1 


TSH 


<0.05 U/L (0.5-4.5) 


Free T3 


8.5 pmol/1 (5-10) 


Free T4 


32 pmol/1 (10-22) 


Thyroid autoantibodies 


+ 


Ultrasound 


multinodular goitre 



You discontinue his amiodarone. Which of the 
following other treatments is the most appropriate 
treatment to control his thyrotoxicosis? 






Radioiodine 
Corticosteroids 
Carbimazole 
Potassium perchlorate 
Thyroidectomy 



•A 



No.: 123 

Carbimazole 

The picture seen here is very suggestive of 
amiodarone-induced thyrotoxicosis Type 1, related to 
iodine excess and associated with more pronounced 
symptoms of thyroid disease, formation of a goitre 
and positive thyroid autoantibodies. Whilst changing 
the amiodarone to another appropriate anti- 
arrhythmic is a crucial first step in therapy, the long 
half life of amiodarone means that symptoms do not 
immediately improve and carbimazole is only usually 
effective at high dose. More rapid symptom control 
may be achieved with the addition of potassium 
perchlorate which blocks the uptake of iodine by the 
thyroid. Surgery is performed in patients who are 
resistant to medical therapy or in those in whom 
there is no alternative but to use amiodarone. 
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No.: 124 

An 1 8-year-old girl is admitted after a collapse at a 
nightclub. Her friends tell you that she doesn't drink 
alcohol. She was out celebrating her birthday with 
friends. Apparently she was looking for water to drink 
and seemed a little confused just before she collapsed. 
On examination she is pyrexial 40°C and unconscious. 
She has bilateral dilated pupils. Her BP is 165/92 mmHg 
and her pulse is 1 10/min. 

Investigations; 



Hb 


14.9 g/dl 


WCC 


6.9x1071 


PLT 


72x1071 


Na + 


140mmol/l 


K + 


6.0 mmol/1 


Creatinine 


190 Limol/1 


CK 


1210 U/l (24-170) 


Urine 


blood ++, no red cells on microscopy 



Which of the following is the most likely diagnosis? 

Neuroleptic malignant syndrome 
Malignant hyperthermia 






Serotonin syndrome 



3 , 4-methylenedioxymethamphetamine (MDMA) 
toxicity 



♦ 



Cocaine toxicity 



No.: 124 

3,4-methylenedioxymethamphetamine (MDMA) toxicity 

Given the popularity of MDMA (ecstasy), it seems 
most likely that she will have had access to it at her 
birthday party. The picture of extreme hyperthermia, 
rhabdomyolysis, renal impairment, low platelets and 
decreased conscious level with dilated pupils is 
typical of the condition. Initial basic life support with 
assessment of ABC is crucial, with benzodiazepines 
the main agents used for sedation and for control of 
seizures. Hypertension is managed aggressively with 
agents such as phentolamine and sodium 
nitroprusside. Where there is significant 
rhabdomyolysis as in this case, urinary alkalinisation 
may reduce progression to acute renal failure. 
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No.: 125 

A 22-year-old girl is admitted after taking an overdose of 
30x300mg aspirin tablets. She begins to suffer from 
severe tinnitus, feels light headed and starts to vomit 
about lhr after her overdose and attends the Emergency 
department. On examination her BP is 130/70 mmHg, 
her pulse is 85/min regular. She is very anxious and 
complains of a continuous ringing in her ears. Her 
respiratory rate is 36/min. 

Which of the following sets of arterial blood gas 
results would fit best with her clinical picture? 



♦ 
♦ 



pH 7.1; pC0 2 4.8mmol/l ;p0 2 7.1mmol/l 
pH 7.5; pC0 2 2.9mmol/l; p0 2 12.1mmol/l 
pH 7.1; pC0 2 5.1 mmol/1; p0 2 13.1 mmol/1 
pH 7.3; pC0 2 4.5 mmol/1; p0 2 12.1 mmol/1 
pH 7.4; pC0 2 6.7 mmol/1; p0 2 8.1 mmol/1 



No.: 125 

pH 7.5; pC0 2 2.9mmol/l; p0 2 12.1mmol/l 

The early period of aspirin overdose is associated 
with respiratory alkalosis, as characterised by raised 
pH and hypocapnia. Late complications include 
encephalopathy and seizures, pancreatitis and acute 
renal failure. Thankfully however the mortality rate 
associated with aspirin overdose is only around 1%. 
We are not given the results of other metabolic 
parameters but given that the C0 2 values are low, the 
high pH represents respiratory alkalosis. 
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No.: 126 

A 32-year-old woman presented to the clinic with 
symptoms of inflammatory bowel disease. Rectal biopsy 
was consistent with a diagnosis of ulcerative colitis and 
she is commenced on treatment. Other past history of 
note included mild epilepsy which is managed with 
lamotrigine, and hypertension, managed with 
amlodipine. She next presents to the Emergency room 
with severe acute epigastric pain and vomiting. On 
examination she is pyrexial 37.8°C and has severe 
epigastric pain. Her BP is 100/60 mmHg and her pulse is 
105/min. 



Investigations; 




Hb 


11.9 g/dl 


WCC 


13.1xl0 9 /l 


PLT 


209x1071 


Na + 


140 mmol/1 


r 


4.5 mmol/1 


Creatinine 


141 umol/1 


Amylase 


1230 U/l (60-180) 



Which of the following is the most likely cause? 

Amlodipine 

Lamotrigine 

Paracetamol 

Mesalazine 

Loperamide 



No.: 126 
Mesalazine 

5-ASA compounds are associated with the 
development of acute pancreatitis as are 
azathioprine, sodium valproate, furosemide, 
oestrogens, corticosteroids and octreotide. Other 
drugs thought to be associated include metronidazole, 
thiazide diuretics, cimetidine and cisplatin. In this 
case it is likely that she was started on mesalazine in 
conjunction with her diagnosis of ulcerative colitis, 
and this precipitated her presentation with 
pancreatitis. Amongst the most recent agents to be 
associated with acute pancreatitis are the GLP-1 
agonists, although a causal relationship is yet to be 
established. 
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No.: 127 

A 27-year-old man comes to the respiratory clinic with 
active pulmonary tuberculosis. You ask him about 
contacts, and he mentions his girlfriend with whom he 
split up 3 months earlier. She is reviewed in the clinic, 
looks well, is apyrexial and has no symptoms of 
infection. 

Investigations; 



Hb 


i2.i mi 


WCC 


5.7xlO y /l 


PLT 


209 xl07l 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


130 |x ol/l 


ESR 


8 mm/hr 


Heaftest 


Grade 4 


HIV test 


- 


CXR 


normal 



Which of the following is the most appropriate way to 
manage her? 

Full anti-tuberculous therapy 

Rifampicin and isoniazid for 3 months 

Repeat CXR in 4 weeks 



♦ 



Reassure 

Rifampicin for 1 month 



No.: 127 

Rifampicin and isoniazid for 3 months 

Patients with a history of TB exposure with positive 
Heaf test but no symptoms or signs of active infection 
are recommended for dual therapy for 3 months, or 
isoniazid alone for 6 months. The exception to this is 
multi-drug resistant TB where drug toxicity and 
possible options for treatment limit the therapeutic 
options, so chemoprophylaxis is not routinely 
recommended. BCG vaccination is an option for 
contacts under the age of 16 who have not been 
previously vaccinated and who are tuberculin test 
negative. 



,j 



ib 



ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Therapeutic & Toxicology 



No.: 128 

A 62-year-old man returns to the Emergency ward with 
confusion some 2 weeks after discharge post anterior 
myocardial infarction. He made a relatively good 
recovery and was started on a range of medications 
including an anti- depressant as he said he was feeling 
really very depressed after his myocardial infarction. He 
did have depression which required medication a few 
years earlier, and felt that his old symptoms were 
returning. His wife tells you that he has become 
increasingly vague over the past 3-4 days. On 
examination his BP is 125/75 mmHg, his pulse is 78/min 
and regular. He is euvolaemic. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


6.1xl0 9 /l 


PLT 


201x1071 


Na + 


127 mmol/1 


r 


4.9 mmol/1 


Creatinine 


llOlumol/1 



Which of the following agents is most likely to be 
responsible? 






♦ 



Ramipril 

Atenolol 

Spironolactone 

Citalopram 

Furosemide 



•A 



No.: 128 

Citalopram 

He has been started on citalopram for his depression, 
and like other CNS active agents, citalopram may 
cause syndrome of inappropriate ADH. Presentation 
with SIADH is unpredictable and may occur some 
time after starting therapy. Other CNS drug causes 
include carbamazepine, tri-cyclic antidepressants, 
thioridazine and nicotine. Management in this case 
would involve discontinuation of the citalopram and 
offering psychotherapy as an alternative, bearing in 
mind that other SSRIs and tricyclics may also cause 
SIADH. If citalopram is continued then fluid 
restriction is unlikely to be effective. 
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No.: 129 

A 48-year-old patient is being managed on the HDU for 
severe hypertension associated with left ventricular 
failure and is currently being treated with IV sodium 
nitroprusside. His BP is now 145/80 mmHg, his pulse 
75/min and regular and he improving. You are called 
back to see him a few hours later, just after the nursing 
shift change, he has become acutely confused, short of 
breath and is complaining of central chest pain, 
abdominal pain and vomiting. On examination his BP is 
now 100/60 mmHg, his pulse is 90/min and regular. 



Investigations; 




Hb 


12.1 g/dl 


WCC 


5.7xl0 9 /l 


PLT 


201 xl0 y /l 


Na + 


140mmol/l 


K + 


4.5 mmol/1 


Creatinine 


160 umol/1 


PH 


7.1 


ECG widespread ST depression 
consistent with myocardial ischaemia 



Given the suspected diagnosis, which of the following 
is the most appropriate treatment? 






IVGTN 
IV heparin 
Die ob alt edetate 
IV atenolol 
IVTPA 



•A 



No.: 129 

Dicobalt edetate 

The key here is that symptoms began after the 
nursing shift change. Anyone unused to 
administering sodium nitroprusside may not be 
aware that it degrades in sunlight to form cyanide. 
Features of cyanide poisoning include those seen here 
with acidosis, myocardial ischaemia, abdominal pain 
and vomiting. Dicobalt edetate is the drug of choice 
for cyanide poisoning in the UK and is given as a 
300mg IV bolus. This may be repeated up to 3 times. 
Initially, dicobalt edetate may worsen hypotension 
and vomiting, but this recovers over a few minutes. 
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No.: 130 

A 27-year-old woman who is 16 weeks pregnant is 
referred by her GP with hypertension. The midwife 
noted her booking visit BP to be 135/82 mmHg, and it is 
now 155/92 mmHg. She has no previous significant 
medical history, but is overweight with a BMI of 28. 

Investigations; 



Hb 


11.4 g/dl 


WCC 


5.4x1071 


PLT 


201 xl07l 


Na+ 


141 mmol/1 


K+ 


4.9 mmol/1 


Creatinine 


92 umol/1 



You elect to start treatment. Which of the following is 
the most appropriate therapy for her? 






Valsartan 

Bendroflumethiazide 

Atenolol 

Nifedipine 

Nitroprusside 



No.: 130 

Nifedipine 

Whilst treatment of mild hypertension in pregnancy 
has not been shown to impact on the risk of pre- 
eclampsia or other late complications of pregnancy, 
this woman's blood pressure is approaching the level 
where intervention is required. Diuretics interfere 
with natural volume expansion associated with 
pregnancy, and valsartan amongst all ACE inhibitors 
and ARBs is contra-indicated due to risk of renal 
agenesis and subsequent fetal death Atenolol is 
thought to be associated with intra-uterine growth 
retardation, although labetolol is not. In contrast, 
nifedipine is extensively used as an anti-hypertensive 
in pregnancy and is not thought to be associated with 
adverse events. 






*\S 



No.: 131 

A 59-year-old man who has spent a long period of time 
on the ITU after MRS A septicaemia, a myocardial 
infarction and subsequent left ventricular failure attends 
the clinic for follow up. He complains of dizziness and 
tinnitus; he says the dizziness is worse if he goes out at 
night or he turns his head quickly. On examination you 
can reproduce his dizziness on rapid movements of the 
head. The remainder of the clinical examination is 
unremarkable. 

Which of the following is the most likely cause of his 
symptoms? 



• 



Vancomycin toxicity 
Furosemide toxicity 
Vestibular stroke 
Aspirin toxicity 
Vestibular neuronitis 



No.: 131 

Vancomycin toxicity 

Vancomycin may be used as part of the treatment 
regime for MRSA. Given that this man has spent a 
considerable amount of time on the intensive therapy 
unit is likely that he has been treated with 
vancomycin. Several reports of toxicity exist which 
are manifest primarily as tinnitus, but other 
vestibular symptoms may be reported including 
dizziness. Furosemide toxicity is more commonly 
associated with hearing loss as the primary symptom. 
No specific recommendations to avoid vancomycin 
toxicity have been documented, save for adequate 
testing for and recording of vancomycin levels. 
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No.: 132 

You are called to see a 38-year-old man in the 
Emergency department. He was brought there by 
ambulance after his friend administered him a tablet that 
would apparently make him feel better after a heavy 
night out and a recent cold. On examination he looks 
very unwell, his BP is 70/40 mmHg with a pulse of 
104/min. He is cold and sweaty. He is stridorous and has 
marked wheeze on auscultation of the chest. There is an 
urticaria type skin rash in addition. The Emergency staff 
have already started a 500ml bag of normal saline. 
How best would you initially manage him? 

a 



Glucagon IV 

Further normal saline 11 IV stat 

Hydrocortisone IV 

IV antihistamine 

IM Adrenaline 



No.: 132 

IM Adrenaline 

This man has severe anaphylaxis to an unknown 
medication and is still hypotensive and tachycardic 
despite initial fluid loading. Whilst IV antihistamines 
and hydrocortisone are part of the management 
cascade, the most urgent need is circulatory support. 
Treatment of choice in this situation is IM adrenalin 
0.3-0.5ml of 1:1000, which may be repeated every 15 
mins. Where use of beta-blockers is suspected, 
glucagon may be of additional value. 



No.: 133 

A 32-year-old woman who is 34 weeks pregnant is 
admitted as an emergency from the antenatal clinic with 
severe headaches, blurred vision and bilateral leg 
swelling. On examination, she has a BP of 180/130 
mmHg. There is bilateral papilledema, peripheral 
oedema, increased tone, reflexes and bilateral extensor 
plantar s. Ultrasound reveals that the fetus is growing 
adequately and there is no imminent need for delivery 
from the point of view of fetal health. 
Investigations; 



Hb 


11.0 g/dl 


WCC 


5.9xlO y /l 


PLT 


130x1071 


Na + 


139mmol/l 


r 


4.9 mmol/1 


Creatinine 


110umol/l 



No.: 133 

Control the BP with IV labetalol 

The RCOG green top guidelines grade the use of 
labetalol in the management of hypertension 
associated with pre-eclampsia as being grade A 
evidence-based. Hydralazine has been suggested as 
slightly less effective in one review article, although 
its use is not completely precluded. Atenolol or ACE 
inhibitors are not recommended, although nifedipine 
may be a reasonable alternative option. Magnesium 
sulphate is used peri-delivery to reduce the risk of 
seizures. Once stable, given she has reached 34 weeks, 
delivery can be considered. 

http://www.rcog.org.uk/files/rcog-corp/uploaded 



What is the most appropriate next management step? 

Deliver the baby immediately 
Control the BP with oral methyldopa 
Control the BP with oral rampipril 
Start magnesium sulphate 
Control the BP with IV labetalol 



♦ 
• 
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No.: 134 

A 40-year-old visits an infertility clinic on account of 

inability to sustain an erection. He does have an early 

morning erection but when he tries to penetrate his 

partner the erection is either too short lived or too soft to 

achieve adequate penetration. He has suffered from Type 

1 diabetes for 30 years. On examination his BP is 155/90 

mmHg. He has a normal distribution of pubic and 

axillary hair, and a normal penis and testes on 

examination. 

Investigations; 

Hbl3.1g/dl 

WCC5.9xl0 9 /l 

PLT201xl07l 

Na + 139mmol/l 

K + 4.9 mmol/1 

Creatinine 110 umol/1 

Total chol 5 .2 mmol/1 

TG 2.1 mmol/1 

HbAlc 57.38 mmol/mol (7.4%) 

Which of the following is the most appropriate 
treatment for him? 






Sildenafil 

Transdermal testosterone 

Psychosexual counselling 

Additional blood glucose lowering therapy 

Referral for penile implant 



: 



No.: 134 

Sildenafil 

Given this man is 40 and has morning erections and 
normal penis, testes and sexual hair, he is unlikely to 
be significantly testosterone deficient. Equally, whilst 
he is likely to have an element of microvascular 
disease leading to his erectile dysfunction, improved 
blood glucose control at this stage will not improve 
the quality of his erections. As such it is appropriate 
for him to be given a trial of sildenafil. Whilst penile 
implants are an effective option, they are reserved as 
the treatment of last resort for patients who have 
failed multiple other therapies. 
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No.: 135 

A 50 -year-old man with long-standing Type 1 diabetes 
managed with novorapid TDS and insulin glargine. He 
comes to the clinic for assessment, his Hb Ale is not well 
managed at 67.21 mmol/mol (8.3%) and he has suffered 
a number of episodes of hypoglycaemia. Medication 
includes ramipril lOmg daily and bendroflumethiazide 
2.5mg daily. Additionally he has begun to suffer from 
vomiting attacks and suffered 3 fainting attacks in the 
past 3 months. You measure his lying and standing BP: 
lying it is 155/102 mmHg, but this drops to 105/60 
mmHg on standing. 

Which of the following is the most appropriate way to 
manage his BP? 

Hydrocortisone 

Compression stockings 

Fludrocortisone 






Stop bendroflumethiazide 
Stop ramipril 



No.: 135 

Stop bendroflumethiazide 

It seems that he has a significant postural drop in BP, 
which is almost certainly related to diabetic 
autonomic neuropathy. His ramipril should be 
continued as there are significant proven outcome 
benefits associated with its use, but he may stop the 
bendroflumethiazide. First line therapies for postural 
hypotension include mechanical measures such as 
compression stockings, and fludrocortisone, a 
mineralocorticoid which encourages salt and water 
retention. 
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No.: 136 

A 62-year-old woman presents to the surgery for follow 
up after attending the Emergency room with a left Colles 
fracture. She has a history of severe oesophagitis, for 
which she takes 40mg of omeprazole, and a deep vein 
thrombosis on HRT some 12 years earlier. She is 
interested in prophylaxis against osteoporosis. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


6.2x1071 


PLT 


210x1071 


Na + 


139mmol/l 


K + 


4.9 mmol/1 


Creatinine 


130 lumol/1 


T score 


-2.8 



Which of the following is the most appropriate 
therapy? 



G 






Calcium and vitamin D 

Risedronate 

Etidronate 

Strontium 

Teriparatide 



•A 



No.: 136 

Teriparatide 

Bisphosphonates as a class are associated with 
oesophagitis, and despite daily, weekly, or monthly 
dosing, patients still suffer significant symptoms of 
indigestion. Teriparatide is the most appropriate 
treatment, given as a s/c injection; it is a synthetic 
PTH analogue associated with increased bone 
mineral density. Strontium may be associated with 
increased thrombo-embolic risk, hence is less 
appropriate given her past medical history of DVT. 
Denosumab is a RANK ligand inhibitor currently 
undergoing licensing in the EU; it is as effective as 
intermittent bisphosphonate therapy and inhibits 
pre-osteoclasts and osteoclasts. 



,,j 
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No.: 137 

A 29-year-old patient with chronic hepatitis C infection 
is being treated with pegylated interferon and ribavirin. 
He becomes suicidal and is found by his girlfriend 
having slit his wrists; on a previous attempt he also tried 
to electrocute himself. So far the therapy for his 
Hepatitis C has been very successful and you are 
reluctant to stop treatment. 

Which of the following is the most appropriate course 
of action? 

Stop the medication and do not substitute anything 

Change to lamivudine 
Change to unpegylated interferon 
Psychiatric counseling with anti- depressants 
Change to amantadine 



else 



No.: 137 

Change to amantadine 

Suicidal ideation is a recognised adverse event 
associated with combination interferon and ribavirin 
therapy. Pegylation of interferon is associated with 
increased treatment effectiveness, and reduced 
adverse events, but switching to unpegylated 
interferon is not likely to significantly improve his 
symptoms. Giving him anti-depressents is also unwise 
as he is likely to use them in an overdose attempt. 
Lamivudine is an effective agent in the treatment of 
Hepatitis B. Amantadine has been shown to be an 
effective agent to switch to in patients who are unable 
to take interferon and ribavirin due to adverse 
effects, with response rates of 27% in one study. 
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No.: 138 

A 62-year-old patient is admitted with malignant 
hypertension, drowsiness and vomiting. He has grade 4 
hypertensive retinopathy on fundoscopy. He is managed 
with IV sodium nitroprusside and initially has a good 
response to therapy with a reduction in BP from 212/120 
mmHg to 185/100 mmHg. The nurses ask you to review 
him a few hours later as he has become increasingly 
drowsy and confused; the nurses tell you that he has also 
been short of breath and complaining of abdominal pain. 
His BP is 170/100 mmHg and his pulse is 75/min and 
regular. 
Investigations; 



Hb 


13.5 g/dl 


WCC 


6.4xl0 9 /l 


PLT 


190 xl07l 


Na + 


139mmol/l 


K + 


4.5 mmol/1 


Bicarbonate 


1 1 mmol/1 


Creatinine 


135 Vmol/1 


Lactate 


10 mmol/1 (0.6-1 


.8) 



Which diagnosis should be suspected? 

/"* f 

Cyanide toxicity 

Hypertensive encephalopathy 



a 



Subarachnoid haemorrhage 

Encephalitis 

Methaemoglobinaemia 



No.: 138 

Cyanide toxicity 

Improperly stored nitroprusside for infusion, or 
nitroprusside which has been exposed to sunlight on 
the ward is subject to degradation which may result 
in the formation of sodium cyanide. Cyanide 
poisoning is associated with hypertension and 
bradycardia, followed later by hypotension and 
coma. Abdominal pain and shortness of breath are 
other prominent features. The characteristic finding 
on examination is the marked elevation in lactate. 
Sodium thiosulphite or sodium nitrite are possible 
treatments for cyanide poisoning. 
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No.: 139 

A 52-year-old man with a history of COPD presents with 
jaundice. He has a history of hypertension for which he 
receives ramipril and amlodipine and 
hyper chol ester olaemia which is treated with a statin. He 
takes theophylline tablets for his COPD. He consulted 
his GP two weeks earlier and was prescribed an 
antibiotic for two weeks for a lower respiratory tract 
infection. On examination he is jaundiced and has signs 
of scratch marks over his upper body. He tells you he has 
been passing dark urine. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


8.1xl0 9 /l 


PLT 


204 xl07l 


Na + 


139mmol/l 


K + 


4.4 mmol/1 


Creatinine 


110lumol/l 


Bilirubin 


204 lumol/1 


Alk Phos 


320 U/l 


ALT 


95U/1 



Which of the following antibiotics is most likely to 
have been responsible? 






Ciprofloxacin 
Cephalexin 
Co-amoxiclav 
Penicillin V 
Erythromycin 



•A 



No.: 139 

Co-amoxiclav 

Whilst both ciprofloxacin and co-amoxiclav are both 
associated with obstructive jaundice, it is more 
frequently seen with co-amoxiclav, especially when 
used over 2 weeks or longer. It is also of note that 
ciprofloxacin is known to increase theophylline levels 
and as such is not the default choice in this situation. 
Erythromycin is associated with elevated 
transaminases rather than the obstructive picture 
seen here. Amoxycillin itself is not associated with 
obstructive jaundice and as such it is likely to be the 
clavulanic acid portion which is responsible. 
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No.: 140 

A 74-year-old man is admitted with urinary retention and 
symptoms of a urinary tract infection to the elderly care 
ward. He is commenced on IV co-amoxiclav but remains 
confused on his second night in hospital. You are asked 
to review him with respect to intervening in his 
confusion. On examination his BP is 141/70 mmHg, 
pulse is 82/min and he is pyrexial 37.8°C. He is agitated 
and confused, telling you that the nurses are out to get 
him and trying to leave the ward. 
Investigations; 



Hb 


12.5 g/dl 


WCC 


14.4xlO y /l 


PLT 


301 xl07l 


Na + 


136 mmol/1 


K + 


4.4 mmol/1 


Creatinine 


149 lumol/1 



Which of the following is the most appropriate initial 
step in managing him? 

Haloperidol 






Lorazepam 

Olanzapine 

Risperidone 

1 : 1 nursing in a safe environment 



No.: 140 

1:1 nursing in a safe environment 

Whilst haloperidol and lorazepam are both potential 
options with respect to the medical management of 
delirium, changes in the nursing environment should 
form the main intervention. Nursing in a well lit 
room, with a named nurse, (one specifically allotted 
to the patient), who takes time to explain what is 
happening to the patient, controlled noise and room 
temperature are all important initial steps. 
Olanzapine and risperidone may be associated with 
increased risk of cerebrovascular disease. As such 
their use in the elderly is not recommended. 
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No.: 141 

A 27-year-old woman who is 5 months pregnant and 
allergic to penicillin comes to the clinic complaining of a 
severe cough productive of rusty coloured sputum and 
marked shortness of breath. On examination she is 
pyrexial 38.3°C, her BP is 1 10/70 mmHg, her pulse is 
89/min and her respiratory rate is 28/min. She has 
bronchial breathing over the right lower zone on 
auscultation. 
Investigations; 



Hb 


11.6 g/dl 


WCC 


13.1x1071 


PLT 


210 xl07l 


Na + 


138 mmol/1 


K + 


4.3 mmol/1 


Creatinine 


90 umol/1 


Urea 


8.3 mmol/1 


CXR 


Extensive right lower lobe 
consolidation 



Which of the following is the most appropriate 
antibiotic choice for her? 

Doxycycline 

Erythromycin 






Ciprofloxacin 

Gentamicin 

Vancomycin 



•A 



No.: 141 

Erythromycin 

Tetracyclines are not recommended for use in 
pregnancy because of the risk of significant and 
permanent tooth discolouration. Whilst evidence 
suggests that used at the therapeutic dose 
aminoglycosides are not associated with significant 
ototoxicity for the fetus, use is not recommended. 
Quinolones are associated with increased risk of 
tendon rupture in animal models and cartilage 
abnormalities. For these reasons, erythromycin, a 
macrolide antibiotic, would be the first choice here. 
On CURB criteria she falls into a low risk group 
based on 1 point scored due to her raised urea. 
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A 5 6 -year-old man is brought to A&E one evening by 
the police, having been arrested for breach of the peace. 
He had been found wandering along the street shouting 
at passers-by, and had then proceeded to vomit over a 
parked car. Since his arrest, he has become increasingly 
confused and agitated, complaining of headache and 
nausea, and vomiting profusely. He was not known to 
have any past medical history, but was well-known to 
the police as having no fixed abode, and would be 
frequently picked up by the police when drunk. The 
police decided to bring the patient to A&E as his 
agitation and vomiting have been worsening. 
On arrival in A&E he is disorientated and confused. On 
examination, he is unkempt, and his breath smells of 
ketones. He is afebrile. His heart rate is 90 bpm, regular, 
and BP is 1 16/70 mmHg. Heart sounds are normal. His 
respiratory rate is 28, but his chest is clear. Oxygen 
saturations are 96% on air. Abdominal examination 
reveals mild epigastric tenderness but no guarding or 
rebound. He is unco-operative with neurological 
examination, and apart from complaints of blurred 
vision, and dilated, sluggish pupils, no focal signs are 
elicited. 
His investigations are as follows: 



Hb 


12.6 g/dl 


WBC 


6.7x1071 


PLT 


268 xl07l 


Na + 


135 mmol/1 


K + 


5.2mmol/l 


Urea 


7.6 mmol/1 


Creatinine 


116 Vmol/1 


cr j 


106 mmol/1 


HCCV 


1 1 mmol/l 


Glucose 


4.6 mmol/1 


Lactate 


3.6 mmol/1 (0.6- 1.7) 


ECG 


normal sinus rhythm 


ABG (air) 


Pa0 2 13.6 kPa, PaC0 2 4.4 kPa, pH 7.24 


Urinalysis 


crystals seen 



He is started on sodium bicarbonate IV in an attempt to 

correct his acidosis. 

Which of the following is the most appropriate next 

treatment? 






IV thiamine 
IV antibiotics 
IV ethanol 
IV naloxone 
IV dexamethasone 



No.: 142 
IV ethanol 

This patient has methanol toxicity. Methanol is 
sometimes used as a substitute for ethanol by 
alcoholics, as it similarly causes inebriation. The 
metabolites of methanol produce metabolic acidosis, 
blindness, and death after a characteristic latent 
period of 6-30 hours. 

Methanol is slowly metabolised by alcohol 
dehydrogenase to formaldehyde, and subsequently by 
aldehyde dehydrogenase to formic acid. Systemic 
acidosis is caused by both formate and lactate. Both 
ethanol and methanol compete for the enzyme 
alcohol dehydrogenase and block metabolism of 
methanol to its toxic metabolites. 

In the first few hours after ingestion, methanol- 
intoxicated patients present with inebriation and 
gastritis. Acidosis is not usually present because 
metabolism to toxic products has not occurred yet. 
There may be a noticeable elevation in the osmolar 
gap. After a latent period of up to 30 hours, severe 
anion gap metabolic acidosis, visual disturbances, 
blindness, seizures, coma and death may occur. 
Fundoscopic examination may reveal disc 
hyperaemia, venous engorgement or papilledema. 

Diagnosis is based on history, symptoms, large anion 
gap, serum methanol and serum formate levels. 
Treatment includes correction of the acidosis with IV 
bicarbonate, and administration of IV ethanol or 
fomepizole which saturate the enzyme alcohol 
dehydrogenase and prevent metabolism of methanol. 
Haemodialysis may be necessary to rapidly remove 
methanol and formate. 
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No.: 143 

A 30 -year-old woman attends A&E with a 3 -day history 
of fever, abdominal pain and dysuria. Her past medical 
history includes migraine, for which she takes 
sumatriptan prophylactically, and mild childhood asthma 
for which she has a salbutamol inhaler which she has not 
needed to use for years. She is looking forward to going 
on holiday to Tanzania in a week's time, and has just 
started primaquine for malarial prophylaxis. She is a 
nonsmoker and drinks alcohol socially. She works for an 
advertising company. 

Clinical examination is unremarkable, except for some 
suprapubic tenderness but no loin pain. Her urinalysis is 
positive for WBCs and nitrites, and a pregnancy test 
negative. She is discharged on trimethoprim for a urinary 
tract infection, and given codeine for the abdominal pain. 
She returns to A&E 2 days later with headache, nausea, 
dizziness and mild dyspnoea. On examination, she is 
slightly agitated, and appears cyanosed. Her temperature 
is 36.2°C. Her pulse is 100 bpm, regular and BP is 
106/66 mmHg. Heart sounds are normal. Her respiratory 
rate is 30/min, but her chest sounds clear, with no 
crepitations or wheeze. Oxygen saturations are 85%. Her 
abdomen is soft and non-tender, with normal bowel 
sounds. 

ECG shows sinus tachycardia. Chest X-ray appears 
clear. 

Her ABG reveals a P0 2 of 12.6 kPa. 
Her primaquine and trimethoprim are stopped. 
What would be the next most appropriate step? 



Give methylene blue 
Give IV hydrocortisone 
Stop sumatriptan 
CT brain 



Start non- invasive positive pressure ventilation 
(NIPPV) 



No.: 143 

Give methylene blue 

The patient has methaemoglobinaemia, which may be 
due to trimethoprim and/ or primaquine. Other 
causative agents include sulphonamides, lidocaine, 
dapsone, phenacetin, chloroquine, amyl nitrate, 
metoclopramide, and aniline dyes. 

Methaemoglobin inducers act by oxidising ferrous 
(Fe2+) to ferric (Fe3+) haemoglobin This abnormal 
haemoglobin is incapable of carrying oxygen, 
inducing a functional anaemia. In addition, the shape 
of the oxygen-haemoglobin dissociation curve is 
altered, aggravating cellular hypoxia. Severity of 
symptoms usually correlates with measured 
methaemoglobin levels, and are caused by decreased 
oxygen content and cellular hypoxia. They include 
headache, dizziness and nausea, progressing to 
dyspnoea, confusion, seizures and coma. Even at low 
levels, skin discoloration (chocolate cyanosis), 
especially of the nails, lips and ears, is striking. 
Diagnosis is suggested by a normal P02 in the 
presence of cyanosis and low 02 saturations. The 
blood also appears chocolate brown when compared 
with normal blood. Methaemoglobin levels can be 
measured by the co-oximeter type of arterial blood 
gas analyser. Usually mild methaemoglobinaemia (< 
15-20%) resolves spontaneously and requires no 
intervention Methylene blue is indicated in the 
symptomatic patient with methaemoglobin levels > 
20% or when even minimal compromise of oxygen- 
carrying capacity is potentially harmful (pre-existing 
anaemia, cardiac failure, ischaemic heart disease). 
Methylene blue is given at 1-2 mg/kg over several 
minutes. The causative agent should also be 
discontinued. 
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A 76 -year-old woman with known vascular dementia is 
sent in to A&E by nursing home staff with a 2-day 
history of fever, reduced mobility and drowsiness. Four 
days earlier she was seen by the on-call GP as she had 
been agitated and hallucinating. He started her on 
haloperidol for this. 

In A&E her temperature is 39.4-1 C. She is drowsy with a 
Glasgow Coma Scale (GCS) 12/15 (E3 V4 M5). She has 
a sinus tachycardia of 1 16 bpm. BP is 1 12/56 mmHg and 
heart sounds are normal. Her chest is clear and her 
abdomen is soft and non-tender, with normal bowel 
sounds. Neurological examination reveals generalised 
hypertonia, but normal power and reflexes. 
Investigations are as follows: 



WBC 


8.1x1071 


Hb 


12.4 g/dl 


MCV 


82.4 fl 


PLT 


224 xl07l 


Na + 


136 mmol/1 


K + 


5.4mmol/l 


Urea 


9.6 mmol/1 


Creatinine 


167 lumol/1 


Bilirubin 


14lumol/l 


ALT 


35 IU/1 


ALP 


124 IU/1 


Albumin 


38g/l 


ECG 


sinus tachycardia 


CXR 


normal cardiac silhouette, no focal 
consolidation 



What of the following treatments is most important? 



♦ 



♦ 



Give IV antibiotics 
Give bromocriptine 
Give IV phenytoin 
Give IV naloxone 
Give IV flumazenil 



No.: 144 

Give bromocriptine 

This patient has neuroleptic malignant syndrome 
precipitated by the administration of haloperidol. 
Clinical features of neuroleptic malignant syndrome 
include: 

• Muscular rigidity (sometimes with dysphagia 
and dysarthria) 

• Extrapyramidal signs, tremor 

• Catatonia/muteness 

• Increased serum creatinine phosphokinase 
(CPK)/ aspartate aminotransferase (AST) 

• Pyrexia 

Other causative agents include phenothiazines, 
loxapine, thioxanthenes, metoclopramide and 
tetrabenazine. The syndrome can occur within hours 
of initiating drug therapy, but typically takes about 1 
week. Complications include rhabdomyolysis, renal 
and hepatic failure, cardiovascular collapse, 
disseminated intravascular coagulation (DIC), and 
respiratory failure. Mortality is -10% 

Treatment: 



Withdrawal of the causative agent 

IV fluids and cooling measures, with bromocriptine. 
Whilst dantrolene sodium was formerly 
recommended as monotherapy, case series suggest 
that when it is used in the absence of bromocriptine, 
mortality may actually be increased. 
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A 68-year-old man is seen in clinic because of increasing 
orthopnoea and exertional dyspnoea. He has a past 
medical history of atrial fibrillation, diabetes, 
hypertension and congestive cardiac failure. He tells you 
that his heart failure is so severe that he is barely able to 
climb one flight of stairs to bed. On examination, he is 
noted to have gynaecomastia. His BP is 11 5/72 mmHg, 
pulse is 72/min, atrial fibrillation, and there are bibasal 
crackles on auscultation of the chest and mild ankle 
swelling. 
Investigations; 



Hb 


12.3 g/dl 


WCC 


8.1xl0 9 /l 


PLT 


192x1071 


Na + 


135 mmol/1 


K + 


5.3 mmol/1 


Creatinine 


42 umol/1 



Which one of his current medications is most likely to 
be implicated in causing the gynaecomastia? 






Furosemide 

Ramipril 

Carvedilol 

Spironolactone 

Simvastatin 



•A 



No.: 145 
Spironolactone 

Drugs that cause gynaecomastia can be categorised 
into: 

Oestrogens and oestrogen-like drugs: 

diethylstilboestrol, digoxin, cosmetics containing 
oestrogen, foods contaminated with oestrogen (eg 
from diethylstilboestrol-injected cows), and exposure 
to partners using oestrogen-containing vaginal 
creams. 

Drugs which enhance oestrogen formation: 
gonadotrophins, clomiphene. 

Drugs which inhibit testosterone synthesis or action: 
ketoconazole, alkylating agents, spironolactone, 
cimetidine. 

Drugs whose mechanism of action is unknown: 
tricyclic antidepressants, heroin, marijuana, 
methyldopa, busulphan, captopril, calcium channel 
blockers (eg long term use of verapamil), isoniazid. 
Many may act by altering liver function 
Simvastatin has also been associated with rare case 
reports of gynaecomastia, but this is rarer than 
digoxin and spironolactone. 
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A 36-year-old man is seen in chest clinic for follow up 
of his pulmonary tuberculosis (TB). He was diagnosed 
with pulmonary TB 3 months earlier when he presented 
to A&E with anorexia, sweats, weight loss and 
haemoptysis. Sputum microscopy showed acid-fast 
bacilli, and a few weeks later Mycobacterium 
tuberculosis was cultured. He was started on therapy 
with rifampicin, isoniazid pyridoxine and ethambutol, 
with an improvement in his symptoms. His past medical 
history includes hypertension hypercholesterolaemia and 
epilepsy. The epilepsy is now controlled on sodium 
valproate. His other regular medications include 
simvastatin, bendroflumethiazide and atenolol. There is 
also a history of occasional NSAID use for joint pains. 
He is a non smoker and does not drink alcohol. He 
recently started working as a landscape gardener. 
When reviewed in the chest clinic the patient is noted to 
have a malar rash across his face. 
His GP had sent off an autoantibody screen, which was 
as follows: 



RF 


negative 


ANA 


negative 


Anti-dsDNA 


negative 


Anti-sm antibodies 


negative 


Anti-histone antibodies 


positive 



Which one of the following medications is most likely 
to have caused his rash? 






♦ 



Simvastatin 

Ethambutol 

Isoniazid 

Pyridoxine 

Bendroflumethiazide 



No.: 146 
Isoniazid 

A number of drugs have been shown to cause drug 
induced lupus, the most common of which are 
hydralazine, procainamide, primidone, isoniazid, 
phenytoin and chlorpromazine. Drug-induced lupus 
is usually associated with positive anti-histone 
antibodies. However, compared to idiopathic 
systemic lupus erythematosus (SLE), there is no 
female preponderance, renal and CNS involvement is 
uncommon, and anti-dsDNA 7 anti-sm antibodies are 
generally absent. Most cases of drug-induced lupus 
resolve on withdrawal of the causative agent. Patients 
with the HLA-DR3 antigen appear to be particularly 
at risk of developing drug-induced lupus. 
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No.: 147 

A 3 5 -year-old female patient attends the 
gastroenterology clinic. She has a history of alcohol 
abuse and has recently discovered she is pregnant. The 
patient is concerned about a condition called fetal 
alcohol syndrome that she has read about in the 
newspapers and is asking about the detrimental effects 
her alcohol consumption would have on her baby. 
What one of the following features can a baby with 
fetal alcohol syndrome have? 



♦ 



Biscuspid aortic valve 
Pulmonary stenosis 
Cataracts 
Renal dysplasia 
Midfacial dysmorphology 



No.: 147 

Midfacial dysmorphology 

Fetal alcohol syndrome is associated with: 

1. mental retardation; 

2. growth retardation; and 

3.mid-facial abnormalities. 

The fetus relies on maternal hepatic detoxification of 
alcohol Heavy drinking, particularly binge 
consumption of alcohol is thought to be associated 
with particular risk. Alcohol appears to cross freely 
between mother and fetus, yet the fetal liver has only 
10% of the capacity of the adult liver to detoxify 
alcohol Unfortunately it appears that deficits remain 
throughout adulthood, with individuals who 
experience fetal alcohol syndrome much more likely 
to suffer from behavioural difficulties, alcoholism 
and to be involved in criminal activity. 
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No.: 148 

A 38-year-old patient is admitted with an overdose of 
aspirin. She has a background of depression and self- 
harm. The patient admitted the overdose to her friend 
and states she took the overdose about five hours ago. 
You understand from her friend that she took 
approximately 80x5 OOmg aspirin tablets. She is 
complaining of nausea and tinnitus. On examination her 
pulse is 11 5/min regular, respiratory rate 24/min, blood 
pressure (BP) 145/80 mmHg. 
Investigations: 



Blood gases on air 




PH 


7.28 


pa(0 2 ) 


12.3 kPa 


pa(C0 2 ) 


3.3 kPa 




Haemoglobin 


14.1 g/dl 


White cell count 


5.5x1071 


Platelets 


235 x 10 9 /1 


Bicarbonate 


1 5 mmol/1 


Sodium 


142mmol/l 


Potassium 


3.1 mmol/1 


Urea 


6.3 mmol/1 


Creatinine 


82 lumol/1 


Salicylate level 


55 mg/dl 



What is the next best management step? 



♦ 



♦ 



Intravenous bicarbonate 
Intravenous ammonium chloride 
Potassium replacement 
p-Blockers 
Magnesium 



No.: 148 

Potassium replacement 

Salicylate poisoning initially causes hyperventilation 
and a respiratory alkalosis, followed by a metabolic 
acidosis. Symptoms include nausea, vomiting, 
occasionally haematemesis and tinnitus. As there is 
decreased gastric emptying with salicylates, oral 
charcoal can still be effective even four hours after 
ingestion, although most UK guidelines only 
recommend its use within the 1st hour after ingestion 
of aspirin. With metabolic acidosis, intravenous 
bicarbonate can be used with intravenous fluids, and 
is recommended when pH is particularly low (around 
7.1 or lower). Potassium replacement is important as 
if the patient is hypokalemic, potassium rather than 
hydrogen ions can follow bicarbonate into the urine. 
This can lead to urinary alkalinisation with 
bicarbonate being ineffective. Haemodialysis is used 
in salicylate overdoses when levels approach 700 mg/1 
and with deteriorating acidosis or conscious level. 
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A 40 -year-old patient attends clinic for investigation of 
heartburn symptoms. He has recently had an upper 
gastrointestinal (GI) endoscopy that has shown a shallow 
duodenal ulcer. The biopsies have shown the patient to 
be positive for Helicobacter pylori. He is currently only 
taking omeprazole and is allergic to penicillin. 
Which two antibiotics should be used for eradication 
therapy? 



♦ 



. 



Ciprofloxacin and metronidazole 
Clarithromycin and metronidazole 
Tobramycin and ciprofloxacin 
Tetracycline and amoxicillin 
Chloramphenicol and metronidazole 



No.: 149 

Clarithromycin and metronidazole 

Helicobacter pylori infection is very commonly 
associated with peptic ulcer disease. Treatment is 
with triple eradication therapy and involves a proton 
pump inhibitor and two antibiotics, for one week, as 
studies now show that 2 weeks of treatment is no 
more effective than one week. The initial antibiotics 
recommended to choose from are amoxicillin, 
clarithromycin and metronidazole, in either a PAC or 
PCM regimen A post-treatment breath test can be 
used to confirm eradication, although this is not 
routinely recommended unless symptoms return 
Two weeks of therapy is considered when a MALT 
lymphoma has been identified. 
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No.: 150 

A 6 8 -year-old man, drowsy and confused, is brought in 
to hospital during the night by his carer. He accidentally 
overdosed on his medication from his dosette box 
approximately 6 hours ago. He has a background of 
Alzheimer's disease, hypertension, angina and glaucoma. 
From the dosette box card the patient's medication 
include temazepam, atenolol and bendrofluazide. Pulse 
40/min, blood pressure 102/45 mmHg, respiratory rate 
14/min, oxygen saturations 98%. 
Initial investigations: 



Blood gases on air 






PH 


.41 




pa(0 2 ) 


9.8 kPa 




pa(C0 2 ) 


4.9 kPa 










Sodium 


139mmol/l 


Potassium 


4.3 mmol/1 


Urea 


5.8mmol/l 


Creatinine 


61 Vmol/1 


Bica bonate 


23 mmol/1 


Glucose 


2.1 mmol/1 


Electrocardiogram 


sinus b adycardia 40 bpm 



He is given intravenous dextrose, which of the 
following is the next best management step? 






Flumazenil 

Haemodialysis 

Oral-activated charcoal 

Glucagon 

Atropine 



No.: 150 
Glucagon 

This man is most likely to have taken an overdose of 
beta blockers, for which repeated doses of glucagon 
are known to reverse hypotension and bradycardia. 
Flumazenil competitively inhibits the action of 
benzodiazepines. It is useful in reversal of their effect 
on the central nervous system, but can increase the 
risk of seizures. This patient does not have 
respiratory compromise and is at risk of seizures due 
to hypoglycaemia as such flumazenil would not be 
recommended here. Haemodialysis has a role in 
severe atenolol poisoning, as atenolol is not heavily 
protein bound, although at this stage glucagon, being 
readily available, is the next logical measure.. 
Glucagon increases cAMP levels and myocardial 
contractility with an added effect of raising the 
plasma glucose. 
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A 72-year-old man is admitted via ambulance. You 
attend as part of the crash team when initial observations 
reveal that he has a pulse rate of 35/min and blood 
pressure of 82/40 mmHg. He is in cardiac failure. On 
initial survey the casualty staff have discovered a note 
explaining that he has taken an overdose after the recent 
death of his wife. One of the nurses calls the GP and it 
transpires he is on a range of blood pressure medications. 
You give him lmg of atropine IV. 
Which of the following interventions would be the 
next most appropriate step in his management? 
(? 

• 



Intravenous (IV) glucagon administration 

IV dopamine administration 

IV adrenaline administration 

Cardiac pacing 

IV salbutamol administration 



No.: 151 

Intravenous (IV) glucagon administration 

Key initial measures for this patient include 
establishment of intravenous (iv) access, 
electrocardiogram (ECG) and blood pressure 
recording. Apart from that, iv glucagon 
administration exerts an inotropic effect independent 
of beta-receptor activation by raising myocardial 
cAMP levels; 50-150 Vg/kg is usually given as a 
bolus, followed by infusion at 1-5 mg/h. IV adrenaline 
would not be recommended because of the risk of 
precipitating ventricular tachyarrhythmias. 

Salbutamol nebulisers may be useful in patients with 
bronchospasm, and patients should be monitored 
with hourly blood glucose monitoring. If 
hypoglycaemia develops in response to possible beta 
blocker overdose, then 25 ml of 50% dextrose 
followed by dextrose infusion is recommended in 
addition to IV glucagon. 



No.: 152 

You review a 76-year-old man with moderate cognitive 
impairment who appears to have Alzheimer's dementia. 
There is a past medical history of ischaemic heart 
disease and hypertension and medication includes 
ramipril, furosemide, isosorbide mononitrate, aspirin, 
and atorvastatin. On examination his BP is 1 10/72 
mmHg, his pulse is 80/min and regular. His chest is clear 
and there is no peripheral ankle oedema. He is selected 
for a trial of donepezil therapy as he fulfils the NICE 
criteria for receiving it. 

Which of the following is a common side-effect 
associated with donepezil? 





Hyperphagia 


* 


Insomnia 


♦ 


Sino-atrial block 


♦ 


Hepatitis 


♦ 


Increase in creatine kinase 



No.: 152 

Jp£ |W| 
Insomnia 

Donepezil (Aricept) is a cholinesterase inhibitor. 
Common adverse effects include anorexia, 
hallucinations, agitation, aggressive behaviour, 
syncope, dizziness and insomnia. Other common side- 
effects include nausea and diarrhoea, rash, muscle 
cramps and urinary incontinence. Cardiac side- 
effects such as sino-atrial block and atrioventricular 
block are rare, as are liver dysfunction and hepatitis 
and increases in muscle creatine kinase. At the lOmg 
dose, donepezil was seen to double the percentage of 
patients who showed a clinically significant 
improvement in the ADAS-cog score versus placebo, 
although this was only 21% of the ITT population 
versus 10% of placebo treated patients. 
http://www.medicines.org.uk/emc/medicine/577 
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You are reviewing what drug interaction trials are 
required for a new inhaled agent for the treatment of 
COPD. You feel that it has partial beta agonist and 
partial anti-cholinergic activity. 
When reviewing the list of agents which might 
require an interaction study, which of the following 
has a short persistence in plasma, but a more 
prolonged duration of action? 

Dopamine 

♦ 



. 



Adenosine 
Noradrenaline 
Enalapril 
Salbutamol 



No.: 153 
Enalapril 

Drugs which have a short duration of time in plasma 
but a prolonged duration of action include those 
which are highly tissue bound, and those which are a 
pro-drug and are metabolized to the active agent. 
Enalapril is a member of the latter group, 
metabolized to enalaprat, the active agent which 
lowers blood pressure. Examples of highly tissue 
bound agents include omperazole, for which the 
plasma concentration falls rapidly soon after 
absorption, and benzodiazepines, which because of 
lipid solubility distribute rapidly into tissue. 
Noradrenaline and dopamine are given by infusion 
because of their short duration of action, whereas 
adenosine is given as a bolus and has a half life of 
only a few seconds. 
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No.: 154 

You review the pharmacokinetic and pharmacodynamic 
properties of a new agent for the treatment of epilepsy, 
and are aware that other agents used for the treatment of 
epilepsy may require therapeutic drug monitoring. 
Which of the following is likely to drive a 
requirement for pharmacokinetic monitoring? 



* 






Zero order kinetics 
First order kinetics 
High first pass metabolism 



Complimentary mode of action to other anti- 
epileptics 

Inhibition of CYP3A4 



•A 



No.: 154 

Zero order kinetics 

With drugs that obey zero-order kinetics, such as 
phenytoin and ethanol, their enzyme metabolism is 
saturable, which means only a certain amount of the 
drug can be eliminated over a period of time. This 
means that for relatively small increases in 
administered drug, relatively large increases in 
plasma concentration may occur, leading to potential 
drug toxicity. Where drugs display first-order 
kinetics, the rate at which a drug is metabolised and 
eliminated is generally proportional to the dose given, 
with an exponential reduction in plasma 
concentration over time. Each half-life of a drug 
displaying first -order kinetics is associated with a 
50% reduction in plasma concentration, and drugs 
may be considered eliminated after 3-5 half-lives. 
Some people may find this mnemonic useful, 'Peas & 
WHEATS; 



Phenytoin, Phenylbutazone 

Warfarin 

Heparin 

Ethanol 

Aspirin 

Theophylline, Tolbutamide 

Salicylates 



Zero-order kinetics is a key driver for 
pharmacokinetic therapeutic drug monitoring. 
Inhibition of CYP3A4 may require drug interaction 
studies looking at the effect of this drug on the 
metabolism of others, rather than on the 
concentration of this drug itself. 
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A 58-year-old man currently receiving warfarin therapy 
for a deep vein thrombosis presents for review. He has a 
past medical history of COPD and an inferior myocardial 
infarction some 4 years earlier. There is also a history of 
multiple previous urinary tract infection. 
Which of the following does he need to be most 
concerned about whilst taking warfarin with respect 
to increased INR? 

Cranberry juice 



♦ 
♦ 



. 



Grapefruit juice 
Prednisolone 
Amoxicillin 
Amitriptyline 



No.: 155 
Cranberry juice 

It is p450 inhibitors that cause most concern when co- 
prescribed with warfarin. Cranberry juice is 
specifically recognized to inhibit CYP2C9, which is 
the main route for warfarin metabolism. Grapefruit 
juice is an inhibitor of CYP3A4, and as such the 
major interactions for grapefruit juice are with 
agents such as simvastatin and cyclosporin. Other 
inhibitors of 3A4 include macrolide antibiotics. With 
respect to warfarin and antibiotics, ciprofloxacin and 
clarithromycin carry the most significant interaction 
risk because of P450 inhibition, although other 
antibiotics may also have more minor effects on INR 
because of modification of gut flora. Steroids are 
hepatic enzyme inducers, and as such they reduce 
INR Amitriptyline usually only has minor effects on 
INR 



No.: 156 

A 22-year-old lady is admitted with a paracetamol 
overdose. She has a background history of depression 
and is on a selective serotonin reuptake inhibitor (SSRI). 
Her friends and family are concerned she may have 
taken other medications beside paracetamol, as she had 
stockpiled at least 3 months supply of her citalopram. 
Which of the following findings might you find if the 
patient had overdosed on an SSRI? 






♦ 



Hyperreflexia 

Upgoing plantar response 

Miosis 

Bradykinesia 

Apraxia 



No.: 156 
Hyperreflexia 

Overdose of selective serotonin reuptake inhibitors 
(SSRIs) can cause the serotonin syndrome, although 
toxicity is rarely seen unless a massive overdose of 
SSRI is taken. Examples of signs of toxicity include 
restlessness, hallucinations, and sweating. Signs 
include hyperthermia, hyperreflexia, myoclonus, 
ataxia, mydriasis and tachycardia. Seizures can also 
result. Bradykinesia is associated with the neuroleptic 
malignant syndrome. Management of SSRI overdose 
is supportive, with benzodiazepines the drug of 
choice to reduce agitation, intervention may also be 
required for blood pressure control. 
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A 16-year-old patient attends clinic for investigation of 
epilepsy. His school work has been declining. Friends 
and relatives have noticed he will have tendencies to 
stop in mid sentence and then start again. The attacks 
come on suddenly with no warning and last less than 30 
s. There is no limb jerking or post-ictal confusion. He 
has had an electroencephalogram recording that has 
shown 3 Hz spike and wave complexes during the attack. 
Which of the following anti- epileptic medications 
would you consider? 



♦ 



♦ 



Carbamazepine 
Sodium valproate 
Vigabatrin 
Gabapentin 
Phenytoin 



No.: 157 
Sodium valproate 

The patient is having absence seizures, probably in 
the context of idiopathic generalized epilepsy, and the 
preferred first line agent is sodium valproate. 
Carbamazepine and vigabatrin can actually worsen 
the seizures in primary generalized epilepsies. Use of 
sodium valproate has reduced, particularly in the 
female population, largely due to a PCOS like 
syndrome which can result in weight gain, skin 
changes including acne, and hair loss. Valproate is 
also associated with a higher risk of major foetal 
malformation than other anti-epileptic drugs. This 
has prompted increased use of lamotrigine, which is 
not associated with a PCOS like syndrome, and is not 
a P450 enzyme inhibitor. Another alternative to 
sodium valproate is ethosuximide, although it can 
cause abdominal pain, agrunolocytosis, drowsiness 
and the Stevens -Johnson syndrome and is much less 
commonly used. 



•A 
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A 3 3 -year-old patient has been admitted via the 
emergency department with an overdose of dothiepin. 
She is drowsy and confused with dilated pupils and 
hyperreflexia. Her blood pressure is 100/60 mmHg with 
a pulse of 95/min. Whilst you examine her you notice 
that the cardiac monitor shows intermittent runs of 
ventricular tachycardia and torsades. This coincides with 
more severe episodes of hypotension. 
Result of arterial blood gas are: 



pH 


7.30 


pa(0 2 ) 


13.2 kPa 


pa(C0 2 ) 


4.8 kPa 


Base excess 


a€ 4 



The Emergency department consultant has already begun 
a magnesium infusion. 

Which of the following is the next most appropriate 
management step? 






Charcoal haemoper fusion 
Intravenous sodium bicarbonate 
Amiodarone infusion 
Ammonium chloride 
Metoprolol 



: 



No.: 158 

Intravenous sodium bicarbonate 

Tricyclic antidepressants (TCAs) like dothiepin and 
amitriptyline are mainly used for the treatment of 
depression. In overdose they can cause 
anticholinergic effects resulting in mydriasis, 
confusion, dry mouth, constipation and urinary 
retention. They can have a profound effect on cardiac 
conduction with resultant QT prolongation and 
torsades de pointes. Sodium bicarbonate is the 
mainstay of therapy, with many guidelines also 
recommending magnesium sulphate. Unfortunately 
however the majority of evidence for the use of both 
sodium bicarbonate and magnesium sulphate does 
not come from randomized controlled trials, but 
organizations such as the college of Emergency 
medicine still endorse their use. Haemodialysis and 
haemoperfusion are not effective in removing TCAs. 
Amiodarone is useful for treating ventricular 
tachycardia, but can worsen arrhythmias related to 
prolonged QT. 
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A 40 year old previously fit and well farmer is admitted 
to hospital with shortness of breath. Associated with the 
shortness of breath are nausea, vomiting and diarrhea. 
The patient has widespread expiratory polyphonic 
wheeze and there are observable muscle fasciculations. 
According to his wife he has been out for most of the 
past two days crop spraying his fields. On examination 
there is bilateral papillary constriction, his BP is 95/50 
mmHg with a pulse of 38/min. 
Which of the following medications is likely to be 
most beneficial? 

a 



♦ 



Physostigmine 

Phenoxybenzamine 

Atropine 

Rocuronium 

Isoflurophate 



•A 



No.: 159 
Atropine 

This patient presents with organophosphate 
poisoning, probably due to unintentional exposure as 
a result of his crop spraying activity. 
Organophosphates are strong cholinesterase 
inhibitors. Symptoms are mainly those of muscarinic 
and nicotinic over-stimulation. Before arrival into 
hospital the patient should be decontaminated. 
Atropine is used as a muscarinic receptor antagonist; 
as well as treating bradycardia, it also relieves 
bronchospasm and diminishes excess respiratory 
secretions. Pralidoxime is a cholinesterase activator 
and can reverse organophosphate driven inhibition of 
cholinesterase and should be given as soon as possible 
in addition to atropine. Time to admission of these 
agents is closely linked to chances of survival. 
Physostigmine is a cholinesterase inhibitor itself. 
Phenoxybenzamine is an alpha-receptor blocker and 
is for treatment of hypertension caused by 
phaechromocytomas. Rocuronium is a competitive 
neuromuscular blocker and can be used to facilitate 
intubation. Isoflurophate is an organophosphate 
itself. 
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A 19-year-old patient is being investigated for epistaxis. 
She has noticed increased bruising and has suffered from 
menorrhagia almost since her periods began. A recent 
dental procedure resulted in protracted postoperative 
bleeding which required review in the local Emergency 
department. She said that other members of the family 
suffer from a bleeding tendency. 
Investigations reveal: 



Haemoglobin 


12g/dl 


White cell count 


7 10 y /l 


Platelet 


380 10 9 /1 


Activated partial 
thromboplastin time 


45 s (30-40 s) 


Prothrombin time 


12 s (11-15.5 s) 


Bleeding time 


10 min (3 - 8 
min) 


Factor VIII level 


45 IU/dl (50-150 
IU/dl) 



What treatment would be considered initially if 
further dental procedures are required? 






Platelet infusion 
Cryoprecipitate 
Mefanamic acid 
Vitamin K 
Desmopressin 



•A 



No.: 160 
Desmopressin 

The patient has von Willebrand's disease (vWD). Von 
Willebrand's factor (vWi) is involved in stabilising 
factor VIII and in promoting platelet aggregation In 
vWD, patients experience coagulopathy with 
prolonged bleeding time, prolonged activated partial 
thromboplastin time (APPT) and normal 
prothrombin time (PT). Their factor VIII assays can 
be low. Desmopressin, which is similar to antidiuretic 
hormone, can be used for treatment. As expected, a 
side-effect is hyponatraemia. For more serious bleeds 
or surgery factor VIII concentrate can be used. 
Cryoprecipitate has a higher infectious risk. The 
vitamin K-dependent factors are II,VII, IX, X, 
Protein C and Protein S, and Vitamin K is of course 
used to reverse warfarinisation. Mefanamic acid is a 
non-steroidal anti-inflammatory drug which has a 
role in reducing the severity of menstrual bleeding 
when an coagulopathy is not the underlying cause. 
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An 1 8-year-old student has attended the emergency 
department of a district general hospital, having 
consumed a bottle of antifreeze for a bet. On arrival he 
appears rather unwell, with bloods indicating that he has 
a high anion gap metabolic acidosis, and an elevated 
osmolar gap. Chi examination his BP is 100/60 mmHg, 
pulse is 95/min and regular, and he is drowsy. Arterial 
blood gasses reveal a severe metabolic acidosis. He can 
currently be admitted to the high dependency unit, but 
there are no ITU beds. 
Which of the following would be the most 
appropriate treatment for his antifreeze poisoning? 
(• 






Ethanol 
Methanol 
Fomepizole 
Naloxone 
Methylene blue 



No.: 161 
Fomepizole 

Ethylene glycol poisoning is one of the classic causes 
of a high anion gap metabolic acidosis. A few of the 
causes can be remembered using the mnemonic 
MUDPILES: Methanol, Uraemia, Diabetic 
ketoacidosis, Paraldehyde, Iron, Lactate, Ethanol and 
Salicylate. Ethylene glycol is metabolised by the 
enzyme alcohol dehydrogenase, initially to 
glycoaldehyde, then forming glycolic acid, glyoxylic 
acid and finally oxalic acid. Ethanol acts as a 
competitive antagonist for alcohol dehydrogenase, 
thereby preventing the conversion of ethylene glycol 
to rather more toxic metabolites, whereas fomepizole 
(4-methylpyrazole) inhibits the enzyme directly. 
Ethylene glycol poisoning may lead to neurological 
sequelae, cardiotoxic effects, and renal failure. The 
obvious advantage of fomepizole here is that it wont 
further exacerbate the sedative effect of the ethylene 
glycol he has ingested, whilst an ITU bed is made 
available. 



No.: 162 






A 24-year-old school teacher has been admitted to the 
emergency medical unit with diarrhoea and vomiting. 
Apparently she has become ill some 2 days earlier after 
eating a take away burger and was unable to keep any 
food or water down at all. She was given an antiemetic 
intravenously by the paramedic crew, and is now having 
involuntary spasms of her head and neck, with upward 
rolling movements of her eyes. On examination she 
looks distressed. Her BP is 145/82 mmHg and her pulse 
is 84/min. She looks to have a left sided torticollis and 
her jaw is held in spasm. 

Which of the following is the most appropriate 
treatment to resolve her symptoms? 






Metoclopr amide 

Domperidone 

Trihexyphenidyl hydrochloride 

Clozapine 

Olanzapine 



No.: 162 

Trihexyphenidyl hydrochloride 

She is suffering an oculo-gyric crisis, which is an 
acute dystonic reaction secondary to dopaminergic 
blockade at the basal ganglia. In this case, the 
offending pharmaceutical agent is probably 
metoclopramide. These types of dystonic reaction are 
mainly seen in young women, and can be treated by 
withdrawal of the drug and administration of 
procyclidine hydrochroride or trihexyphenidyl 
hydrochloride (formerly known as benzhexol). These 
are antimuscarinic drugs, often used in the treatment 
of parkinsonism Because of the risk of acute 
dystonia, metaclopramide and prochlorperazine are 
not recommended for use in young women, with 
other agents such as cyclizine or domperidone being 
the preferred options. 
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A 54-year-old veterinarian attends the emergency 
department having been bitten by a snake while out 
walking his dog. He is sure that it was an adder, and asks 
whether he requires the antidote. On examination his 
blood pressure is 125/60 mmHg, his pulse is 85/min and 
regular and he feels anxious. You can see the marks 
from the adder bite with some surrounding erythema on 
his left lower leg. 

Which of the following is an indication for 
administration of antivenom? 



. 



a 



Previous anaphylaxis to antivenom 
History of ischaemic heart disease 
Visible puncture mark at the bite site 
History of asthma 
Severe limb swelling 



No.: 163 

Severe limb swelling 

The adder (Vipera berus) is the UK's indigenous 
poisonous snake, although others, more poisonous, 
are kept in captivity. There is an available 
antivenom, but it must be remembered that there is a 
1% chance of having an anaphylactic reaction to this, 
and so adrenaline should be available during its 
administration. Indications for its use include signs of 
systemic envenomation such as persistent 
hypotension, electrocardiogram (ECG) 

abnormalities, vomiting, haemostatic abnormalities, 
white cell count above 20 109/1, and severe localised 
swelling extending proximaUy up a limb within 2-4 h 
of the bite occurring. 



No.: 164 

A 75 -year-old widow has been sent in by her general 
practitioner. She has been becoming increasingly 
confused of late, and it has been noted that she has been 
taking her medication incorrectly. Her atrial fibrillation 
has been rate controlled with digoxin for 5 years, but on 
admission, she has a heart rate of 34 beats/min, and a 
systolic blood pressure of 90 mmHg. You suspect that 
she is digitoxic. 

Which one of the following treatments would be of 
most benefit? 

(? 

Atropine 

Adenosine 
Naloxone 
Flumazenil 
Methionine 



No.: 164 
Atropine 

Digoxin is a cardiac glycoside, used in the treatment 
of atrial fibrillation to control the ventricular rate, 
and in the treatment of heart failure as it is positively 
inotropic. It acts by blocking the sodium/potassium 
ATPase pump, and toxicity may lead to bradycardia, 
atroiventricular blockade and ventricular 
tachycardia. Treatment consists of withdrawing its 
use, and treating any underlying metabolic or 
electrolyte disturbance, particularly hyperkalemia. 
Atropine and cardiac pacing may increase the 
ventricular rate, and toxicity may be treated via the 
administration of digoxin-specific antibody 
fragments (Digibind). Note that hypokalemia may 
predispose to digitalis toxicity at therapeutic doses, 
and so if a patient is digitoxic and hypokalemic, then 
this should also be corrected. 
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A 34-year-old schizophrenic newsagent has been 
transferred from the psychiatric unit to the acute medical 
ward, after staff became concerned with his physical 
state. His consciousness level has deteriorated through 
the day, he is rigid, has an axillary temperature of 
38.5I°C, and is hypotensive with a systolic reading of 95 
mmHg. You consider that the signs may be secondary to 
his medication. 

Given the likely diagnosis, what would be the most 
appropriate initial management? 



• 



* 



♦ 



50 ml of 50% glucose intravenously (IV) 

800 ug of naloxone IV 

200 ug of flumazenil intravenously 

1 1 of crystalloid IV 

Glucagon 1 mg IV 



•A 
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1 1 of crystalloid IV 

Neuroleptic malignant syndrome occurs in 
approximately 1% of those receiving antipsychotics, 
and features include fluctuating consciousness levels, 
autonomic instability, pyrexia and muscle rigidity. 
Rhabdomyolysis can occur, leading to renal failure 
due to myoglobin precipitation in the kidneys and 
direct toxicity causing acute tubular necrosis. 
Treatment is mainly supportive, with strict 
monitoring of fluid balance, monitoring urine output 
and correcting for insensible losses. The offending 
drug should be stopped, and infections 
treated/prevented appropriately. Hyperthermia can 
be treated with external, intravenous and intravesical 
cooling, and benzodiazepines have been used to 
reduce muscular rigidity. Bromocriptine (a dopamine 
agonist) has been used as a treatment modality, as 
has amantadine (used in parkinsonism and as an 
antiviral). Dantrolene sodium was previously 
recommended as therapy, but analyses of mortality 
in those patients who were treated with dantrolene 
without bromocriptine suggested that mortality is 
increased. The ultimate treatment is to anaesthetize 
the patient and intubate and ventilate them. 
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A 34-year-old female patient has been admitted from 
clinic with severe rheumatoid arthritis. She has 
symptoms of persistent synovitis despite taking high 
dose weekly methotrexate, non-steroidal anti- 
inflammatories and low dose prednisolone. The 
consultant has discussed pros and cons of starting 
biological therapy. 

What of the following criteria would exclude 
commencement of infliximab? 

♦ 

Concomitant psoriasis 

Coexistent multiple sclerosis 

Asthma 

Gout 

Glaucoma 



No.: 166 

Coexistent multiple sclerosis 

Infliximab is a TNF-alpha antagonist and a strong 
suppressor of inflammation and the immune 
response. These medications have found use in the 
treatment of inflammatory arthropathies and 
inflammatory bowel disease. TNF-alpha is well 
recognized to play an important role in rheumatoid 
arthritis mediated and psoriatic arthritis mediated 
joint destruction 

The main contraindications include: 

► Active infection 

► Multiple sclerosis 

► Pregnancy 

► Breast-feeding 

► New York Heart Association grade 3-4 heart 
failure 

► Active tuberculosis (patients should also be 
screened for previous infection before starting 
therapy) 
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A 52-year-old woman with a long history of anxiety and 
depression is brought into the emergency department at 9 
am by her husband, following a suspected overdose. He 
had found her slumped in a chair downstairs with two 
empty medication bottles on the floor. He had last seen 
her at 1 1 pm the previous night when they had gone to 
bed. On examination she was drowsy but rousable with a 
Glasgow coma score (GCS) of 12/15. Her pulse was 
130/min and her blood pressure (BP) was 90/60 mmHg. 
Her skin was hot and dry and she had dilated pupils. She 
had occasional jerky movements of her limbs and 
extensor plantar responses. 
Results of investigations are below: 



Electrocardiogram 
(ECG) 


Sinus tachycardia, 
widened QRS complex 


Arterial blood (on 
air): 




pH 


7.185 


P(0 2 ) 


7.2 kPa 


p(C0 2 ) 


3.2 kPa 


Bicarbonate 


15 mmol/1 


Na + 


142 mmol/1 


K + 


3.7 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


100 lumol/1 



An IVI is commenced, which of the following is an 
appropriate next step? 

Intravenous naloxone 

Immediate endotracheal intubation and transfer to 
intensive therapy unit (ITU) 






Intravenous sodium bicarbonate 
Intravenous flumazenil 
Amiodarone infusion 



No.: 167 

Intravenous sodium bicarbonate 

This patient has the signs of tricyclic antidepressant 
poisoning. Other features include dry mouth, urinary 
retention, skin blistering, hypothermia, ataxia, 
nystagmus and hyperreflexia. Seizures occur in 10% 
of cases. Deep coma and respiratory depression may 
ensue. Cardiac arrhythmias can occur due to a 
quinidine-like type la reaction on the heart. After 
clearing the airway and maintaining adequate 
ventilation the most important initial steps are to 
correct acidosis with sodium bicarbonate, and relieve 
hypoxia. These measures can help to prevent 
arrhythmias without the need for anti-arrhythmic 
drugs. Although this patient requires early intensive 
therapy unit (ITU) involvement and monitoring in a 
high-dependency area, immediate intubation is not 
indicated (Glasgow coma score (GCS)>8, not 
hypercapnic). Activated charcoal should only be used 
if the patient presents within the first few hours after 
the overdose. Flumazenil is used in benzodiazepine 
overdose and may precipitate fits in this situation 
Naloxone is used in opiate toxicity. Tricyclic coma 
may last 24-48 h. Delirium and hallucinations may 
persist for 2 to 3 days and often require sedation with 
diazepam. 
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You are called to see a 26 -year-old gentleman on the 

ward. He was admitted for the treatment of cellulitis, and 

has a background of depression. He has become unwell 

with confusion, abdominal pain, vomiting, and diarrhea 

the morning after admission. The nurses have also 

noticed that when he opened his bowels the stool was 

dark black. 

Pulse 100/min 

Blood pressure 1 10/60mmHg 

Respiratory rate 24/min 

Initial investigations: 



Hb 


14g/dl 


WCC 


13.5 10 9 /1 


Platelets 


250 107] 


INR 


1.1 


Na + 


143 mmol/1 


K + 


4.3 mmol/1 


Urea 


1 1 mmol/1 


Glucose 


7 mmol/1 


Creatinine 


100 umol/1 


Erect chest and 
abdominal X-rays 


Multiple rounded radio- 
opacities in the small 
intestine 


Iron level 


90 umol/1 (12-30 umol/1) 



IV fluids are commenced, as is a laxative preparation. 
What is the next appropriate management step? 



• 



♦ 



Oral activated charcoal 
Oral desferrioxamine 
Cautious venesection 
Haemodialysis 
Parenteral desferrioxamine 



No.: 168 

Parenteral desferrioxamine 

This is a case of iron overdose. Initial stages are of 
abdominal pain, vomiting and diarrhoea with 
gastrointestinal blood loss. There can also be a lucid 
period where the person appears well and then 
becomes progressively drowsier. X-rays can reveal 
the tablets in the bowel. Serum iron indicates the 
severity of the overdose, with severe toxicity at >90 
umol/1. Charcoal does not bind iron sulphate tablets 
and therefore has no value. As the pills in this case 
are in the small intestine it is recommended to cleanse 
the bowel with a polyethylene glycol electrolyte 
solution (Klean-Prep). Gastroscopy does not reach 
far enough to retrieve the tablets. Venesection has a 
role in haemochromatosis, but not in acute iron 
poisoning. Haemodialysis is not useful in iron 
poisoning. Parenteral desferrioxamine is the 
treatment of choice. Paracetamol and salicylate 
should also be measured in case he has taken an 
overdose of a range of medications. 



-j 
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A 16-year-old boy was brought to the emergency 
department by his mother for evaluation of his 
progressive unsteadiness over the past 2 months. He had 
had a poor record in his school for the past few years. 
His mother recalled that he had previously had a habit of 
sniffing glue and other volatile fumes, which he had 
given up. 

Two years ago he had jaundice which cleared on its own. 
One year ago he had a sudden severe pain in his low 
back that radiated to his right groin. He had complained 
of blurring of vision, impaired judgment, irritability and 
excitement on and off. On examination he was pale and 
euphoric, hypotensive with a pulse of 90/min and a BP 
of 100/60 mmHg. Fundus examination revealed pale 
optic discs, horizontal nystagmus and bilateral limb and 
gait ataxia was noted. Distal muscles were weak and 
atrophic. Ankle jerks were absent and plantars were 
flexor. 

Given the likely diagnosis, what long term renal 
complication can be encountered in this patient? 



(? 



♦ 



♦ 



♦ 



Rhabdomyolysis usually occurs in 80% of the cases 

Rapidly progressive glomerulonephritis 

Distal renal tubular acidosis 

Focal proliferative glomerulonephritis 

Mesangiocapillary glomerulonephritis 



No.: 169 

Distal renal tubular acidosis 

Volatile substance abuse includes the intentional 
inhalation of organic solvents, vapours, gasoline, 
aerosol propellants, glues etc. They are either bagged 
(sprayed into a plastic bag and inhaled till the subject 
passes out), or huffed (sprayed on to a cloth and held 
to the mouth). Features include euphoria, blurring of 
vision, ataxia, a feeling of omnipotence, delirium, 
convulsions, and status epilepticus. Glue sniffing 
leads to nervous system problems including optic 
atrophy, encephalopathy, cerebellar degeneration 
and sensorimotor polyneuropathy. Aplastic anaemia 
and hepatic and renal damage can occur. Renal 
toxicity includes proteinuria, distal renal tubular 
acidosis and renal calculi Neurological damage can 
occur after sniffing of less than one year's duration 
and symptoms may progress for up to 3 months after 
the habit is discontinued. 
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You are asked to review some blood results by the house 
officer on call with you one Saturday evening. He has 
seen a 30-year-old gentleman in the emergency 
department who was brought in by a friend. He tells you 
that the patient is generally unwell, with a heart rate of 
120/min and a blood pressure of 139/58 mmHg, and is 
short of breath with a respiratory rate of 25/min. 
His arterial blood gases on high-flow oxygen are: 



PH 


7.19 


p(C0 2 ) 


1.1 kPa 


P(0 2 ) 


29.6 kPa 


HCCV 


7.8 mmol/1 


Base excess 


-22.0 mmol/1 


Biochemistry results 


include: 


Sodium 


142 mmol/1 


Potassium 


4.0 mmol/1 


Urea 


5.2 mmol/1 


Creatinine 


169 umol/1 


Glucose 


7.0 mmol/1 


Bicarbonate 


6.0 mmol/1 


Chloride 


89 mmol/1 


Phosphate 


1.19 mmol/1 



It is considered that he may have been poisoned. 
The most likely culprit is? 

Lisinopril 






Methanol 
Metoprolol 
Amiodarone 
Acetazolamide 



No.: 170 
Methanol 

The patient has a high anion gap metabolic acidosis. 
He is attempting to compensate for this by blowing 
off his carbon dioxide. The anion gap relates to the 
difference in positive and negative charges present in 
the serum. The negative and positive charges should 
be equal to give electroneutrality. In practice, not all 
charges are measured. Sodium and potassium make 
up the majority of the extracellular cations (95%), 
whereas chloride and bicarbonate constitute 85% of 
the extracellular anions. As more cations are 
measured, this will give a normal anion gap of 
around 12-16 mmol/1 ((Na + + K + ) - (d + HC0 3 )). In 
some cases of metabolic acidosis, this gap will be 
elevated. One can see that in the question the anion 
gap is (142 + 4) - (6 + 89) = 51. Methanol, metformin 
and isoniazid can all cause a high anion gap 
metabolic acidosis if ingested. Acetazolamide can 
cause a metabolic acidosis with a normal anion gap. 
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A 50 -year-old builder has been referred as an 
emergency, having been rescued from his burning flat. 
He has evidence of smoke inhalation, with soot around 
his nostrils and on the roof of his mouth. He has a 
carboxyhaemoglobin level of 4%, and since arrival in the 
department has had a decreased level of consciousness. 
He has no evidence of a head injury, and 800 jxg of 
naloxone have not caused any increase in his conscious 
level. You consider the diagnosis of hydrogen cyanide 
poisoning. His blood pressure is 85/40 mmHg, with a 
pulse of 95/min and regular. 
Which of the following is the most appropriate 
intervention? 

N-acetylcysteine 150 mg/kg intravenous (IV) over 
15 min 

Die ob alt edetate 300 mg IV over 1 min 

Methylene blue 1-2 mg/kg IV over 5 min 

Flumazenil 200 ug IV over 15 s « YOUR ANSWER 

Pralidoxime 30 mg/kg IV over 5-10 min 






No.: 171 

Dicobalt edetate 300 mg IV over 1 min 

Cyanide can be produced in house fires, when 
materials such as polyurethane and rubber combust. 
Cyanide binds with high affinity to cytochrome a3 of 
the mitochondrial electron transport chain and 
thereby prevents the utilisation of oxygen at a 
cellular level. With low levels, the body is able to 
naturally detoxify cyanide compounds via the enzyme 
rhodanese (a sulphur transferase), which relies on the 
presence of sulphur-containing substrate. Dicobalt 
edetate, sodium thiosulphate and sodium nitrite are 
all recognised treatments for cyanide poisoning (for 
further information see Toxbase at 

www.spib.axLco.uk). N- Acetylcysteine (trade-name 
Parvolex) and methionine are glutathione donors 
used in the treatment of paracetamol poisoning. 
Methylene blue has been used as a treatment for 
methaemoglobinaemia, flumazenil is a 

benzodiazepine antagonist (licensed for iatrogenic 
poisoning), pralidoxime is used as an antidote in 
organophosphate poisoning, and dimercaprol (British 
Anti Lewisite) used in heavy metal intoxication. 
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A 24-year-old woman takes 48 x 300 mg aspirin tablets. 
She presents voluntarily to the Casualty Department 
around 1 h after her overdose complaining of nausea. 
She is 62kg in weight. On examination in the emergency 
department her blood pressure is 1 10/72 mmHg, her 
respiratory rate is 33/min. 

Which one of the following best describes an early 
feature of adult aspirin overdose? 

Respiratory acidosis 

Respiratory alkalosis 

Faster gastric transit 

Hypoprothrombinaemia 

Substantial gastrointestinal bleeds 






♦ 
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Respiratory alkalosis 

Typical features of salicylate toxicity include 
sweating, epigastric pain, vomiting, epigastric 
tenderness, blurring of vision and tinnitus. Adults 
develop early respiratory alkalosis before the 
development of metabolic acidosis, hypocalcaemia 
and hyponatremia or hypernatraemia. A fall or rise 
in serum blood glucose may occur. 
Hypoprothrombinaemia rarely occurs, as do 
gastrointestinal bleeds. Standard treatment of choice 
includes gastric lavage for very large overdoses, 
(>500mg/kg) or use of activated charcoal if the 
patient presents within 1 hr of overdose, and urinary 
alkalinisation. Salicylate levels of more than 700 mg/1, 
progressive acidosis and deteriorating conscious level 
are indications for haemodialysis. 
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A 72-year-old man is admitted to the Emergency 
Department with nausea, vomiting, abdominal cramps 
and diarrhoea. He has recently suffered from a 
respiratory tract infection for which he was given a 1 - 
week course of clarithromycin. Other history of note 
includes a trip to a wedding buffet 18 h previously. 
Medication of note includes fluticasone 250 two puffs 
bid, theophylline tablets and ipratropium inhaler PRN. 
He currently smokes 10 cigarettes per day. While in the 
Department he suffers a run of supraventricular 
tachycardia (SVT). 
Investigations reveal: 



Na 



K + 



Creatinine 



139mmol/l 



3.1 mmol/1 



145 lumol/1 



Potassium replacement is commenced. 

Which of the following is the most appropriate next 

step? 






Switch antibiotics to ciprofloxacin 
Verapamil IV 
Propranolol IV 
Sotalol IV 
Activated charcoal 



•A 
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Verapamil IV 

This man has theophylline toxicity, most likely as a 
result of his course of clarithromycin. Macrolide and 
quinolone antibiotics are known to increase plasma 
theophylline levels. In contrast, rifampicin leads to 
decreased theophylline levels. Management of 
overdose includes aggressive iv correction of 
hypokalemia, iv diazepam for overdose -induced 
seizures. Large overdoses may be given activated 
charcoal. In patients with resistant vomiting or 
recurrent seizures, charcoal haemoperfusion may be 
considered. Theophylline induced fits are 
particularly dangerous and carry a mortality of up to 
30% in some case series. He may have some 
reversible airways disease, so that verapamil would 
be a better choice than beta blockade for termination 
of his SVT. 
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A 52-year-old woman is brought to the Emergency 
Department by ambulance after being discovered by a 
male friend. On examination she has a GCS of 8, blood 
pressure (BP) 90/55 mmHg and a supraventricular 
tachycardia (SVT) with a rate of 130 bpm. There are a 
number of bottles of amitriptyline 75 mg tablets found 
empty in the house. 
Investigations: 



PH 


7.15 


pa(C0 2 ) 


6.2 kPa 


pa(0 2 ) 


6.1 kPa 



She is intubated and ventilated and admitted to the ICU. 
Which of the following other measures is most 
appropriate in the management of this tricyclic 
overdose? 






Verapamil IV 
Sodium bicarbonate IV 
Propranolol IV 
Flecainide IV 
Flumazenil IV 
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Sodium bicarbonate IV 

Death may follow as little as 1000 mg of tricyclic 
antidepressant overdose. QRS prolongation to >100 
ms is an early sign of significant toxicity, QRS 
prolongation >160 ms is associated with risk of 
ventricular arrhythmias. Most Class 1 anti- 
arrhythmics are not effective in tricyclic overdose, 
phenytoin or lidocaine iv are probably most effective, 
but are second choice agents, management of choice 
is correction of acidosis with sodium bicarbonate. 
Magnesium sulphate is also considered for the 
management of ventricular arrhythmias, particularly 
torsades. Where there is hypoventilation or 
significant acidosis, ventilation is also recommended. 
Coma associated with tricyclic overdose may persist 
for as long as 24-48 h. 
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A 34-year-old man is admitted to the Emergency 
Department after being found by his estranged wife 
having drunk a quantity of paraquat and ingested an 
unknown quantity of codeine phosphate tablets. It is 
thought that he took the overdose some 3 h previously. 
On examination in the department his BP is 1 12/74 
mmHg, pulse is 74/min and regular, he is drowsy due to 
having taken the codeine phosphate tablets. 
Which one of the following is an important step in the 
management of paraquat overdose? 

Gastric lavage with installation of Fuller's Earth 
within 6 h 






Dexamethasone IV bolus 

Cyclophosphamide IV 

Repeated installation of activated charcoal 



Pulmonary fibrosis develops within 72 h of paraquat 
ingestion 
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Gastric lavage with installation of Fuller's Earth within 6 
h 

Gastric lavage is indicated in patients who present 
within 6 h of overdose provided there is no evidence 
of corrosive injury; Fuller's Earth is the preferred 
installant. Plasma levels of paraquat of above 0.1 
mg/1 at 24 h are associated with a poor prognosis; 
ingestion of more than 10 g is associated with a 
mortality of 100%. Death has been associated with as 
little as 3 g of ingested paraquat. The cause of death 
is usually progressive pulmonary fibrosis, which 
begins during the second week of ingestion. Often the 
oliguric renal failure, which develops within 12 h of 
ingestion, is beginning to resolve at this stage. There 
is no clinical evidence to support the use of either 
dexamethasone or cyclophosphamide in reducing 
rates of fibrosis therefore neither is currently 
recommended as a treatment option. 
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A 45 -year-old man with hypertension and dyslipidaemia 
is diagnosed with early type 2 diabetes and commenced 
on glitazone therapy. He has suffered from psoriasis for 
many years, which has been resistant to treatment and 
his dermatologist elects to commence ciclosporin 
therapy. He is warned about the potential for drug 
interactions with ciclosporin and told to carry a card, but 
you warn him about a few of the common interactions he 
should be concerned about. 

Which of the following statements fits best with 
ciclosporin drug interactions? 

a 



♦ 



Orange juice increases ciclosporin levels 
Verapamil increases ciclosporin levels 
Clarithromycin decreases ciclosporin levels 
Grapefruit juice may decrease ciclosporin levels 
Amiodarone decreases ciclosporin levels 
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Verapamil increases ciclosporin levels 

Concomitant use of grapefruit juice is known to 
increase ciclosporin levels. Various agents are known 
to interfere with cytochrome P450 3A4 metabolism 
and hence the metabolism of ciclosporin. Examples of 
agents that increase cyclosporin levels include 
macrolide antibiotics, conazole antifungals, diltiazem, 
nicardipine, verapamil, metoclopramide, oral 
contraceptives, danazol, methylprednisolone (high 
dose), allopurinol, amiodarone, ursodeoxycholic acid 
and protease inhibitors. Examples of agents that 
decrease ciclosporin levels include barbiturates, 
carbamazepine and phenytoin, rifampicin, octreotide, 
orlistat, hypericum perforatum (St John's wort) and 
ticlopidine. In addition, ciclosporin may increase the 
risk of rhabdomyolysis with hydroxy -methylglutaryl 
coenzyme A (HMG-CoA) reductase inhibitors 
metabolized through the 3A4 enzyme system. 
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A 62-year-old hypertensive man, who takes nifedipine 
modified release 60 mg daily, is admitted after suffering 
a stroke. Electrocardiogram (ECG) on admission reveals 
atrial fibrillation. Unfortunately he develops severe 
epilepsy following his vascular injury and is started on 
phenytoin therapy. 

Which one of the following would be a significant 
concern with respect to interactions with nifedipine 

and his past medical history? 

#-» 

Digoxin levels may be decreased with concomitant 
nifedipine use 

Phenytoin is likely to reduce effectiveness of 
nifedipine 

Phenytoin is likely to improve effectiveness of 
nifedipine 
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Phenytoin is likely to reduce effectiveness of nifedipine 

Nifedipine is metabolised by CYP3A4, phenytoin is 
known to induce CYP3A4 and hence effectiveness of 
nifedipine may be reduced with co-administration. 
Nifedipine administration can lead to reduced 
digoxin clearance and hence, when the two drugs are 
used together digoxin levels may need to be reduced. 
As with other drugs metabolised by the CYP3A4 
system, nifedipine levels are increased by 
concomitant use of grapefruit juice. Carbamazepine 
levels may be altered by co-administration with 
nifedipine and as such the usual aggressive up- 
titration of carbamazepine dose because of auto- 
induction of CYP may require revisiting. 



• 



Carbamazepine does not alter nifedipine levels 
Grape juice reduces nifedipine levels 




ANGELS TEAM 




PasTest 2012 . . . MRCP 2 . . . Therapeutic & Toxicology 



No.: 178 

A 28-year-old man with a long history of alcohol abuse 
is admitted having taken a large quantity of vodka and an 
unknown number of paracetamol tablets. Other past 
history of note includes epilepsy, although his 
medication history is unknown. His paracetamol level 
some 5 h later is 100 mg/1. 

Which one of the following statements fits best with 
the management of this patient? 



He should be treated with oral methionine 



^» 

He should be considered high-risk with respect to 
the treatment nomogram 



Vitamin K should be administered 



Carbamazepine is not associated with high-risk 
status in paracetamol overdose 

Phenytoin is not associated with high-risk status in 
paracetamol overdose 
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He should be considered high-risk with respect to the 
treatment nomogram 

This man has a history of alcohol abuse and epilepsy 
and is likely to have undergone enzyme induction 
because of his alcohol or an antiepileptic such as 
phenytoin or carbamazepine. Other groups 
associated with high-risk status in paracetamol 
overdose include those taking rifampicin and patients 
with malnutrition or anorexia nervosa. Management 
involves assay of paracetamol levels at more than 4 h 
post overdose and assessment of these with respect to 
the high-risk or normal intervention curves. Those 
where intervention is indicated should be given iv N- 
acetylcysteine. Alternatively oral methionine may be 
given between 10-12 h after overdose. Patients should 
be monitored with full blood count, clotting studies, 
liver function tests, U&E and glucose. Prothrombin 
time is the best indicator of prognosis with respect to 
liver failure. 



No.: 179 
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A 42-year-old woman with a known history of manic- 
depressive psychosis is admitted unconscious after 
having been found fitting in the street. Her husband is 
contacted and reports that they had a serious argument 
some 7 h ago. On examination to the Emergency 
Department she is hypertonic and has a GCS of 8. Her 
blood pressure is 95/55 mmHg and pulse is 105/min. 
Lithium level is measured at 3.2 mmol/1. She is intubated 
and ventilated. 

Which of the following initial interventions would be 
most appropriate in this case? 

5% dextrose should be started IV 

Normal saline should be started IV 

Hypertension is a common feature of severe 
overdose 

Non-steroidal anti- inflammatory drugs may be 
useful 

Osmolality is likely to fall after overdose 
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Normal saline should be started IV 

Activated charcoal is not effective after lithium 
overdose, although gastric lavage can be considered 
in some patients, European guidelines recommend 
within the first l-2hrs, although anecdotal reports 
suggest benefit up to 6-8hrs. Where levels are above 3 
mmol/1, the use of normal saline with or without 
furosemide if needed to induce diuresis should be 
considered, although careful monitoring of fluid 
balance is necessary. Where levels of lithium are 
above 4 mmol/1, dialysis is often required. Fits, coma 
and hypertonicity are features of severe overdose, as 
are hypotension and cardiac arrhythmias. Serum 
sodium and osmolality should be monitored, as they 
are likely to rise after a large overdose. 
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A 28-year-old woman has been given a course of iron 
supplements to correct iron deficiency anaemia, which 
has occurred after the birth of her second baby. She is 
known to be suffering from post-natal depression and 
presents to the Emergency Department having taken 28 
iron sulphate tablets some 5 h previously. She is 
complaining of abdominal pain and vomiting and asks 
for assistance. On examination she looks unwell, but is 
maintaining her airway, she has a blood pressure of 
90/60 mmHg and pulse 95/min regular. While in the 
Department she becomes drowsier and suffers profuse 
diarrhoea. 

Which one of the following would be an appropriate 
initial intervention in this case? 
<? 






Administration of IV desferoxamine 
Administration of activated charcoal 
Administration of oral penicillamine 
Haemodialysis 
Exchange transfusion 



No.: 180 

Administration of IV desferrioxamine 

Ingestion of large amounts of iron may lead to acute 
circulatory collapse accompanied by hypotension as 
in this case. IV desferrioxamine at the rate of 15 
mg/kg/h is an initial treatment of choice, and starting 
it as early as possible is important. If hypotension/ 
circulatory collapse is not present then it may be 
given IM at the rate of 2 g every 6-12 h. Even after 5 
hrs, gastric lavage is indicated with instillation of 
desferrioxamine into the stomach to reduce further 
iron absorption. Activated charcoal is not used as it is 
a very poor adsorber of iron In severe cases of 
overdose haemodialysis may be indicated and rarely 
exchange transfusion In children, as little as 1-2 g of 
iron may prove fatal. Patients alive 72 h after 
ingestion usually survive. Late sequelae associated 
with iron overdose may include gastric fibrosis and 
pyloric obstruction 



No.: 181 






You attend a fire at a large chemical factory as the first 
response doctor. The factor manufactures various types 
of polyurethane foams. A 45 -year-old man is removed 
from the main part of the factory complaining of chest 
tightness and dizziness. You examine him and there are 
signs of pulmonary oedema. A tight- fitting facemask and 
high-flow oxygen are applied. He quickly deteriorates 
and suffers a respiratory arrest. He is intubated and 
ventilated. 

Given the likely cause for his deterioration, which of 
the following actions would be the most appropriate 
next step? 



♦ 



Give flirosemide 80 mg I V bolus 

Give di cob alt edetate IV 300 mg 

Give sodium nitrate IV bolus 

Give IV adrenalin 

Start an IV glyceryl trinitrate (GTN) infusion 
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Give dicobalt edetate IV 300 mg 

This man is involved in a fire at a polyurethane 
foams factory. Presentation with this clinical scenario 
may fit with cyanide poisoning, either through 
inhalation or through substantial skin contamination 
Dizziness and confusion may be rapidly followed by 
chest tightness, pulmonary oedema, paralysis and 
eventual cardiovascular collapse. Treatment of choice 
is dicobalt edetate 300 mg IV bolus which may be 
repeated three times depending on response. 
Alternatives include sodium thiosulphate and sodium 
nitrite. Patients should not be resuscitated via mouth 
to mouth due to the possibility of contamination of 
the rescuer and ET tube placement for ventilation is 
recommended. Metabolic acidosis is an indicator of 
severe cyanide toxicity, as the poison acts by 
irreversibly blocking mitochondrial energy transport. 
Time to delivery of dicobalt edentate is crucial with 
respect to patient survival. 
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A 22-year-old medical student is brought to the 
Emergency Department by ambulance. She was found 
collapsed in her bedroom the morning after a university 
freshers ball. On examination she is drowsy and 
confused. Her temperature is 39.2l°C, blood pressure 
(BP) 145/80 mmHg. On further questioning, her friends 
admitted that she avoids alcohol but does take ecstasy. 
Investigations revealed: 



Na + 


148 mmol/1 


K + 


5.6 mmol/1 


Creatinine 


210 lumol/1 


Urea 


19.1 mmol/1 


ALT 


42U/1 


Bilirubin 


48 Vmol/1 


PT 


12.1 s 


Urine 


blood+++ on dipstick, microscopy 
no red cells 



Given the likely diagnosis, which one of these selected 
clinical features is most associated with a poor 
prognosis in her case? 






Creatinine 210 ^imol/I 
Temperature 39.2°C 
ALT 42U/1 
Potassium 5.6 mmol/1 
BP 145/80 mmHg 



•A 
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Creatinine 210 ^mol/1 

This woman is suffering from ecstasy toxicity. Poor 
prognostic indicators in ecstasy overdose include 
hyperpyrexia (>42°C), rhabdomyolysis (as evidenced 
here by n^oglobinuria), renal failure and liver 
failure. Most deaths from ecstasy are due to 
hyperthermia and complications of hypertension and 
DIC such as cerebral infarction or haemorrhage. 
Management of the hyperpyrexia is with rapid 
convection cooling, in an attempt to reduce core 
temperature to below 38.3°C. Agitation is managed 
with use of benzodiazepines, IV rehydration is used 
to manage rhabdomyolysis, and IV agents such as 
nitroprusside, which can be easily titrated, are 
optimal in the management of hypertension. 
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A 24-year-old homeless man well-known to the 
Accident and Emergency department is admitted by 
ambulance after having a convulsive seizure in the street. 
On examination he is postictal and cannot be woken up. 
You arrange a toxicology screen that demonstrates 
ethylene glycol levels of 8.2 mmol/1. He also has a 
metabolic acidosis with a pH of 7.2 and bicarbonate 
levels of 10 mmol/1. 

Which of the following represents an important early 
treatment for him? 






a 



Methanol infusion 

8.4% sodium bicarbonate via a central line 

Forced diuresis 

4-methylpyrazole should not be administered 

IV furosemide 
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8.4% sodium bicarbonate via a central line 

Ethylene glycol toxicity is caused by its metabolites. 
The compound is metabolised by alcohol 
dehydrogenase; as such competitive inhibition of 
alcohol dehydrogenase via ethanol infusion or using 
4-methylpyrazole represents the most appropriate 
treatment. 4-methylpyrazole may be preferable 
where it is available, as it does not cause intoxication. 
Ethylene glycol overdose is often associated with 
severe acidosis, which may be corrected using sodium 
bicarbonate, given via a central line. Dialysis should 
be considered an option in severe overdose (>8 
mmol/1), where there is severe acidosis or where there 
is developing oliguria or renal failure. As little as 30 
ml of ethylene glycol may be fatal in adults. 
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You review a 58-year-old man with severe hypertension 
who has presented to the Emergency Department with 
intractable headache, diplopia, nausea and vomiting. On 
examination his blood pressure is 195/115 mmHg and he 
has papilledema, diplopia, nausea and vomiting. You 
begin an infusion of labetalol but he is still hypertensive. 
You consider trying a sodium nitroprusside infusion. 
Which one of the following best corresponds to a 
known feature of sodium nitroprusside? 

It is suitable for treatment of hypertension 
associated with coarctation of the aorta 

It may be used in patients suffering from Leber's 
optic atrophy 

It should not be used in patients with vitamin B12 
deficiency 

Blood pressure begins to fall after 5-10 min of 
infusion 

a 

Overdose is not associated with cyanide 
accumulation 
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It should not be used in patients with vitamin B12 
deficiency 

Sodium nitroprusside is a potent short -acting 
vasodilator, which acts via the nitric oxide pathway 
to increase cGMP within smooth muscle cells. Side 
effects include nausea, sweating, headache and 
twitching; overdose may be associated with 
accumulation of cyanide. Cobalamin plays a role in 
cyanide metabolism and B12 levels tend to fall as 
cyanide levels rise, thus its use is not recommended in 
B12 deficiency states. It is light sensitive and 
degrades to cyanide if exposed to sunlight; as such it 
is delivered from a covered infusion bag. Sodium 
nitroprusside has a rapid hypotensive effect that 
begins to appear within 30-60 s of commencing the 
infusion. Indications include hypertensive 
emergencies, dissecting aortic aneurysm, acute 
cardiac failure and acute ventricular septal defect 
(VSD) and mitral regurgitation. Contraindications 
include Leber's optic atrophy, severe liver disease 
and vitamin B12 deficiency. 
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A 5 8 -year-old man who takes warfarin for chronic atrial 
fibrillation has returned from a holiday in the Seychelles. 
While there he has acquired a diarrhoeal illness and has 
been prescribed metronidazole. He is admitted with 
bruising and bleeding from his gums when he cleans his 
teeth. His international normalised ratio (INR) is 
measured at 8.1. 

Which of the following is the best way to manage 
him? 

Observation 

5mg IV vitamin K 

2.5mg oral vitamin K 

Fresh frozen plasma (FFP) 

Prothrombin complex 
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2.5mg oral vitamin K 

Interactions between warfarin and antibiotics, 
leading to an increase in INR are a relatively 
common occurrence. Even though an INR of 8.1 is 
significantly elevated, partial reversal of anti- 
coagulation with either 0.5-lmg of IV vitamin K or 
2.5-5mg of oral vitamin K is recommended. Warfarin 
is also omitted, if INR is >0.5 above target 24hrs 
later, then a further small dose of vitamin K should 
be given. If INR is between 5 and 8 and there is no 
significant bleeding, then warfarin should simply be 
omitted. If urgent intervention is required, 
prothrombin complex or FFP can be given to rapidly 
reverse the effects of warfarin. 



No.: 186 

A 39-year-old woman with a history of manic-depressive 
disorder visits her GP for review. She is currently treated 
with lithium therapy. The GP has been monitoring her 
blood pressure for the last few months; it is 155/105 
mmHg in the clinic and he is keen to commence 
pharmacotherapy. 

Which of the following agents is likely to carry least 
risk for her? 

Bendroflumethiazide 

Acetazolamide 






♦ 



Amlodipine 

Enalapril 

Valsartan 
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Amlodipine 

ACE inhibitors and ARBs lead to increased lithium 
concentration; use of thiazide diuretics may result in 
paradoxical salt and water retention and possible 
lithium intoxication. Osmotic diuretics and carbonic 
anhydrase inhibitors like acetazolamide lead to 
decreased lithium concentration and may hence lead 
to increased symptoms of bipolar disorder. Calcium 
channel blockade may lead to a syndrome of ataxia, 
confusion and sleepiness, which is reversible on 
stopping the drug, although out of the options given, 
it is amlodipine that potentially carries least risk as 
anti-hypertensive therapy. 
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A 17-year-old girl with a long history of epilepsy is 
admitted to the Emergency room after taking a 
carbamazepine overdose following a row with her 
boyfriend. You understand that she took almost a full 
month's worth of her tablets around 2 hours earlier. On 
presentation to the Emergency room she is drowsy and 
vomiting. Additionally she is complaining of slurred 
speech and blurred vision. On examination her blood 
pressure is 90/50 mmHg, Pulse 61/min, there is obvious 
nystagmus, dystonia and athetosis. You are told that she 
suffered a grand mal seizure during the ambulance 
journey. 
Investigations; 



Hb 


13.0 g/dl 


WCC 


4.9 xl0 9 /l 


PLT 


295 xl07l 


Na + 


139mmol/l 


r 


4.8mmol/l 


Urea 


7.9 mmol/1 


Creatinine 


110 umol/1 


121eadECG 


QRS prolongation 



You commence activated charcoal and IV normal saline. 
Which of the following would be the most 
appropriate management step in the event of further 
seizures? 

IV sodium bicarbonate if further seizures 



• 



Intubation and ventilation if further seizures 

IV phenytoin if further seizures 

IV diazepam if further seizures 

IV Sodium valproate if further seizures 
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IV diazepam if further seizures 

This patient has presented 2 hours after a major 
overdose; gastric lavage is now only indicated if 
patients present during the first hour post tablet 
ingestion. Activated charcoal is however indicated in 
this case, and may be given by NG tube if necessary. 
She is likely to be at risk of further seizures, IV 
diazepam being the management of choice in this 
case. Further fits despite diazepam, or deteriorating 
conscious level, may necessitate intubation for airway 
protection. IV fluid replacement is recommended if 
there is significant hypotension. Over the longer-term 
carbamazepine may precipitate renal failure, and 
patients should be monitored closely with respect to 
fluid and electrolyte balance. 
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A 16 -year-old girl is bought to the casualty department 
by blue light ambulance accompanied by her parents 
who are very concerned about her health. The problems 
began just under a week ago when the patient was 
complaining of anorexia and nausea and had some 
vomiting. It was thought that she had a mild 
gastrointestinal infection, but over the next few days she 
started to complain of pain in her right upper abdomen 
and feeling very weak. The parents returned home from 
work an hour ago to find the patient unconscious, and 
immediately summoned an ambulance. The patient was 
previously medically fit and is not on any medications. 
She has no known allergies. She has just finished her 
GCSE examinations and is currently awaiting the results. 
On examination, she has a blood pressure of 80/40 
mmHg, a pulse of 100/min, fullness and a response to 
pain in the right upper quadrant of her abdomen but no 
focal neurological signs. Urgent blood tests show raised 
deranged liver function tests characterised by a raised 
AST, a raised ALT and a raised ALP. Her coagulation 
tests show a raised APTT and a raised PT but her 
sodium, potassium, urea and chloride levels are all 
normal. 
What would be the most likely cause of these results? 






Paracetamol overdose 
Alcohol overdose 
Aspirin overdose 
Viral hepatitis 
Wilson's disease 



•A 



No.: 188 
Paracetamol overdose 

Paracetamol is one of the most widely used and easily 
obtainable drugs available. Although it has an 
excellent safety profile when taken in therapeutic 
doses, it also has the potential to cause life- 
threatening hepatotoxicity when taken in overdose. If 
a patient presents sufficiently early (i.e. within 15 
hours of an overdose) the management strategy is 
straightforward and is guided by the plasma 
paracetamol concentration , treatment is with N- 
acetylcysteine given intravenously. However, if the 
patient presents later, the management is more 
complex and the patient may need to be transferred 
to a specialist unit. This should occur if there are 
signs of increased intracranial pressure or 
encephalopathy, PT>100s, renal impairment, 
(creatinine 300 fyimol/1 or greater), or blood pH < 7.3. 
Acute alcohol overdose does not have such a marked 
effect on liver enzymes and coagulation studies. 
Aspirin overdose presents with different clinical signs 
and symptoms, much earlier and there are always 
marked electrolyte disturbances. Physical findings in 
patients with hepatitis vary according to the type of 
hepatitis and time of presentation, with some patients 
being entirely asymptomatic. Wilson's disease is an 
autosomal recessive inherited disease of copper 
metabolism, with liver disease being the most 
common initial manifestation in children and 
neuropsychiatric symptoms being commoner in older 
individuals. 
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You are asked to review a 73 -year-old man who 
complains of failure to maintain his erection during 
sexual intercourse over the past 2 months. He has a 
history of psychiatric disorder for which he is treated 
with lithium, type 2 diabetes diagnosed some 3 years 
earlier, managed with diet and metformin, and angina for 
which atenolol was recently added, and angiotensin- 
converting enzyme (ACE)-inhibition for blood pressure 
and renoprotection. Blood pressure is 145/85 mmHg, 
recent haemoglobin Ale (HbAlc) was measured at 
75.96 mmol/mol (9.1%). 

Which of the following would represent the most 
likely cause of his deteriorating sexual function over 
the past 2 months? 

Vascular disease 

Lithium therapy 

Beta-blockade 

Metformin therapy 

ACE inhibitor therapy 
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Beta-blockade 

It is likely that he has some pre-existing vascular 
disease affecting the penis, but the acute cause of his 
deteriorating sexual function is likely to be the beta- 
blocker therapy. There may of course in addition be 
a psychogenic component to his disease, related to his 
manic-depressive disorder. There is potential to 
substitute another anti-hypertensive for the beta 
blocker, for example a calcium channel antagonist or 
cardioselective beta blocker such as bisoprolol, less 
likely to lead to problems with impotence. 



No.: 190 






A 24-year-old man presents to the clinic. He has a 2-year 
history of rheumatoid arthritis, has been attending the 
hospital clinic for 6 months and is taking weekly 
methotrexate with folic acid coverage and diclofenac. 
For the past few days he has had a sore throat. On 
examination he is thin and looks anaemic; there are joint 
changes consistent with severe active rheumatoid 
arthritis. There is clear evidence of severe pharyngitis. 
Investigations reveal: 



Hb 


10.2 g/dl 


WCC 


0.5 1071 


Platelets 


45 1071 
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Side-effects of methotrexate 

Methotrexate even when used weekly may be 
associated with neutropenia. Few researchers have 
attempted to estimate the incidence of neutropenia, 
although one paper from the journal of postgraduate 
medicine puts it at around 1 in 58 patient years of 
therapy. Methotrexate should be discontinued at least 
temporarily, and Granulocyte colony-stimulating 
factor (GCSF) has been investigated as a therapy to 
allow more rapid recovery of white count. His dose 
should of course be reviewed, as should compliance 
with therapy. 



Which of the following diagnoses fits best with this 
clinical picture? 

Chronic myeloid leukaemia 






Acute myeloid leukaemia 
Felty's syndrome 
Side-effects of methotrexate 
Side-effects of diclofenac 
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A 27-year-old male was brought to the emergency 
department after he had couple of seizures while he was 
dancing at a night club. His girlfriend said that he was in 
perfect health up until this incident. On examination his 
pulse was 130/min and regular. Blood pressure was 
200/1 10 mmHg. Temperature was 38I°C. He was 
euphoric, restless, and anxious. He was tremulous and 
had few myoclonic jerks. Right fundus revealed a sub- 
hyaloid haemorrhage. Mild meningeal signs were 
evident. On chest auscultation, bibasal crepitations were 
heard. 
Investigations revealed: 



White cells 


11 1071 


Blood urea 


18mmol/l 


Creatinine 


280 umol/1 


Urine analysis 


Normal constituents 



What is the most likely diagnosis? 

Metabolic encephalopathy 






<? 



Post-ictal confusion 
Cocaine overdose 
Pneumococcal meningitis 
Mycoplasma meningoencephalitis 
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Cocaine overdose 

The above scenario depicts the clinical features of 
psychotomimetic drugs overdose in general, and 
cocaine in particular. Cocaine is snorted (inhaled 
intranasally), smoked or injected intravenously or 
intramuscularly. The relatively pure and inexpensive 
form of the free alkaloid base (crack) is smoked. 
It causes a sense of wellbeing, euphoria, loquacity, 
and restlessness. It blocks the presynaptic uptake of 
biogenic amines. As a result it causes 
vasoconstriction, hypertension, tachycardia, 

generalised tremors, myoclonus, seizures, coma and 
death It is the intense vasoconstriction and 
hypertension which leads to extensive white matter 
damage and posterior leukoencephalopathy. 
Spontaneous subarachnoid haemorrhage, or 
intracerebral haemorrhage or, rarely, ischaemic 
stroke can follow intranasal use or smoking of 
cocaine and is the most likely cause in the present 
patient. The clue is the clinical setting, the age group 
and circumstantial evidence. Renal failure is likely to 
be due to rhabdomyolysis. Urine dipstick findings are 
positive in only 50% of patients with rhabdomyolysis; 
therefore, a normal urine dipstick test result does not 
rule out this condition. 
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A 45 -year-old bartender was admitted with a febrile 
illness and productive cough of one week's duration. X- 
ray of the chest revealed right- sided basal pneumonia 
and he was started on a cephalosporin. On the third day 
he was found to have repeated vomiting, following 
which he became confused. 
On examination temperature was 39l°C, pulse was 
120/min. Blood pressure was 130/80 mmHg. He was 
unco- operative and was plucking at his clothes and 
pointed in several directions as if he were seeing objects 
that were not present. He was tremulous and his ankle 
jerks were absent. 

The patient was given chlordiazepoxide by the medical 
registrar for alcohol withdrawal. The next day, he 
became drowsy and unsteady. The consultant physician 
saw him and found that the extra-ocular movements 
were restricted on lateral gaze, and a horizontal 
nystagmus was elicited. He was disoriented and 
confused and had gait ataxia. The consultant physician 
considered a new diagnosis. 
What is the most likely diagnosis? 
(^ 






Benzodiazepine toxicity 

Encephalitis 

Wernicke's encephalopathy 

Central pontine myelinolysis 

Brain stem infarction 
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Wernicke's encephalopathy 

Alcohol abuse is common in persons who have easy 
access to it as shown by high rates among those 
employed in the alcohol trade, among other factors 
such as cultural and genetic ones. The patient 
depicted above has features of delirium tremens 
initially. Laboratory parameters that are useful in 
confirming alcohol abuse in individual cases are the 
mean corpuscular volume and gamma glutamyl 
transferase, both of which are raised in problem 
drinkers. The patient then developed features of 
Wernicke's encephalopathy. This often has an abrupt 
onset with drowsiness, disorientation, and an 
impaired ability to register and recall recent events. 
Physical examination reveals horizontal nystagmus, 
evidence of external ocular palsies, ataxia and 
peripheral neuropathy. Poor nutrition, associated 
with chronic alcoholism, prolonged vomiting, 
diarrhoea and severe starvation are predisposing 
causes. Immediate treatment with thiamine 50 mg 
intravenously is essential to minimise permanent 
damage, and given his profession, it might have been 
prudent to suspect impending Wernicke's and have 
empirically started this treatment earlier. 
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A 30 -year-old farmer was admitted with blurring of 
vision for the past 10 h; 4 h ago he noticed double vision 
and 2 h ago he noticed weakness of his limbs. His wife 
noticed that his voice had become hoarse and he was 
choking on and off. 

She remembered that her husband had initially vomited 
several times after having had his favorite home -cured 
ham, a day ago. 

On examination he was alert and had a hoarse and nasal 
voice. BP was 125/72 mmHg, pulse 82/min, respiratory 
rate 1 8/min. A right-sided ptosis and bilateral lateral 
recti weakness was evident. Pupils were 3 mm and 
unreactive to light on both sides. Facial expression was 
normal and the gag reflex was also normal. He had a 
generalised weakness of his limbs and tendon reflexes 
were absent. Sensation was intact. 
What is the most likely diagnosis? 



♦ 



Guillain-Barrl© syndrome 

Lambert-Eaton syndrome 

Myasthenia gravis 

Botulism 

Lafora body disease 



•A 
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Botulism 

Botulism is a rare form of food-borne disease caused 
by the exotoxin of C. botulinum. It usually occurs 
from consumption of home-preserved food and 
vegetables. The toxin acts at the presynaptic endings 
of the neuromuscular junction and interferes with the 
release of acetylcholine. Symptoms usually appear 
within 12-36 h of ingestion of the contaminated food. 
In most patients the initial symptoms are anorexia, 
nausea and vomiting. This is followed by blurred 
vision, diplopia due to occulomotor muscle weakness. 
Pupils are often unreactive, differentiating this 
disease from myasthenia gravis, and mydriasis may 
be present. Subsequently the patient develops bulbar 
involvement followed by progressive weakness of the 
face, neck, trunk, limbs and respiratory muscles in 
quick succession. It is not unusual for the gag reflex 
to be retained as in the present scenario. Clinical 
diagnosis is confirmed on repetitive nerve stimulation 
test which shows a progressive increase in amplitude 
of the potentials. Treatment is by the use of the 
trivalent antiserum and guanidine hydrochloride. 
Differentiation from Guillain Barr^O syndrome (or 
the related cranio-bulbar inflammatory 

polyneuropathy, Miller Fisher syndrome) would be 
aided by results of NCS/EMG (GBS showing 
conduction block and botulism showing 
abnormalities of neuromuscular transmission) and 
also CSF examination (which would show an elevated 
protein in GBS but would be normal in botulism). 
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A 16 -year-old girl was admitted with history of 
breathing difficulty for the past one hour. She was taking 
capsule carbamazepine 800 mg daily for recently 
diagnosed epilepsy with generalised tonic-clonic 
seizures. Her mother confessed that her daughter had 
been a difficult child and would have aggressive 
outbursts and would often speak to imaginary people. 
The psychiatrist had started her on haloperidol. 
She had been admitted to the surgical unit a couple of 
months previously for suspected appendicitis and then 
discharged the following morning as the pain had 
spontaneously improved. On examination she was 
anxious, unco- operative and disoriented. Respiratory rate 
was 28/min, pulse was 130/min and blood pressure was 
180/106 mmHg. Cranial nerves were normal. Limbs 
were profoundly weak (2-3/5). Tendon reflexes were 
absent and plantars were mute. 
Investigations revealed: 



Hb 


13 g/dl 


WCC 


10 109/1 


Na + 


119mmol/l 


r 


4.0 mmol/1 


Urea 


3 mmol/1 


Glucose 


6.0 mmol/1 


pa0 2 


18kPa 


paC0 2 


9kPa 


PH 


7.2 



She was shifted to the intensive therapy unit and 

intubated. 

Given the suspected diagnosis, which one of the 

following therapies is she most likely to respond to? 

Further carbamazepine 






Intravenous aciclovir 
Intravenous dextrose infusion 
Intravenous phenytoin infusion 
Intravenous fiirosemide 
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Intravenous dextrose infusion 

Abdominal pain with no tenderness with low sodium, 
peripheral neuropathy and epileptic seizures made 
worse by certain drugs like carbamazepine raises a 
strong possibility of acute intermittent porphyria. It 
is an autosomal dominant condition. Signs include 
tachycardia, hypertension and lower motor neurone 
weakness mimicking Guillain-Barr^© syndrome 
(axonal polyneuropathy). 

Diagnosis is by Ehrlich's test: add one volume of 
Ehrlich reagent to one volume of urine, the sample 
turns red. Add two volumes of chloroform and the 
red colour stays in the upper (aqueous) layer. 
Urinary delta aminolevulonic acid and 
porphobilinogen are both raised. Erythrocyte 
porphobilinogen deaminase levels are decreased. 
Death can occur from respiratory paralysis, and 
autonomic instability is the underlying cause of 
sudden death in some of the patients. Certain drugs 
like barbiturates, sulphonamides, carbamazepine, 
mephenytoin, valproic acid, alcohol, griseofulvin, 
synthetic oestrogens and progesterone, ergots etc are 
unsafe. High doses of glucose (400 g/day) can inhibit 
heme synthesis and are useful for treatment of mild 
attacks. The patient should receive a high- 
carbohydrate diet during an acute episode. If the 
patient is unable to eat, intravenous glucose should be 
administered. Correction of sodium should not be 
rapid and should take account of the fact that rapid 
elevation in sodium can cause significant neurological 
symptoms. Case reports exist of central pontine 
myelinolysis where sodium has been corrected too 
rapidly. 

If conservative measures with high glucose intake are 
unsatisfactory, or if the clinical picture is 
deteriorating with for example risk of neuronal 
damge, IV haematin infusion should be started and 
continued over 3-4 days. Given the neurological signs 
in this case, haematin treatment is thus also 
warranted. 
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A 27-year-old lady was admitted in a comatose state. 
She was found lying unconscious on the floor of her 
apartment by her boyfriend. 

She had recently been fired by her employer for being 
irresponsible in her job. She was taking regular 
amitriptyline at night prescribed by her GP for low mood 
and trouble sleeping. 

On examination she was comatose and receiving oxygen 
by mask. Her pulse was 130/min and blood pressure was 
110/70 mmHg. Her pupils were 8 mm and unreactive to 
light. The fundi were normal. Her eyes were divergent 
and the oculocephalic reflex was sluggish. Painful 
stimuli led to decortication of the upper limbs. Tendon 
reflexes were brisk and plantar s were extensors on both 
sides. The bladder was hill and had to be catheterised. 
Electrocardiogram (ECG) revealed a wide QRS 
tachycardia. While she was being examined she had a 
generalised seizure. An urgent computed tomography 
(CT) of the head was normal and cerebrospinal fluid 
(CSF) study revealed 5 lymphocytes, 350 mg/1 protein 
and 5.5 mmol of glucose with a random glucose of 6.5 
mmol/1. Blood gases were abnormal showing metabolic 
acidosis. 

What one of the following represents the most 
important intervention for her? 

a 



♦ 



Dimercaprol 
Treat her acidosis 
Amiodarone 
Physiostigmine 
Charcoal haemoper fusion 



: 
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Treat her acidosis 

The clinical features here reflect a tricyclic anti- 
depressant overdose and include anticholinergic 
effects like mydriasis, urinary retention, agitation, 
hallucination, tachycardia and hypertension Other 
central nervous system features are hyper-reflexia, 
absent brainstem reflexes and respiratory depression 
Cardiovascular features may include 

tachyarrhythmia or heart block. Prolongation of the 
QRS complex (greater than 100 ms) correlates with 
the risk of cardiac arrhythmias and seizures. 
Treatment includes protection of the airway, 100% 
oxygen and cardiac monitoring. Gastric lavage could 
be considered for patients presenting within the first 
hour, although evidence says that using activated 
charcoal (50-1 OOg) repeated 2-4 hourly is as effective 
as gastric lavage for patients presenting later. Clearly 
in this case, her GCS would preclude her taking oral 
activated charcoal. Treat convulsions with diazepam 
Arrhythmias should be treated with sodium 
bicarbonate in the first instance, and QRS 
prolongation drives its use here. Oxygen, phenytoin 
and lignocaine may be considered for patients with 
refractory arrhythmia. 
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A 50 -year-old farmer was admitted with nausea and 
vomiting and diarrhoea. He had used some spray in his 
potato field about 6 h ago. On examination he was 
drowsy, agitated and profusely salivating. Pupils were 
small. Limbs were weak and flaccid. A plantar response 
could not be elicited. Cyanosis was evident and 
auscultation of the lungs revealed coarse crackles all 
over. 
Further investigations revealed: 



wcc 


12 10 9 /1 


Glucose 


15 mmol/1 


Urine glucose 


++ 


Urea 


6.0 mmol/1 


Na + 


130 mmol/1 


r 


3.6 mmol/1 



What initial step would you take in the management 
of this patient? 

Wash contaminated skin with soap and water 

Perform gastric lavage 



• 



Consider immediate tracheostomy 

Give edrophonium 10 mg intravenously (IV) 

Give IV immunoglobulin 
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Wash contaminated skin with soap and water 

This farmer has inadvertently exposed himself to an 
insecticide which he had sprayed in his farm. He has 
developed features of inhibition of 

acetylcholinesterase and hence accumulation of 
acetylcholine at the central and peripheral nerve 
endings including the neuromuscular junctions. Such 
an exposure is characterised by miosis which remains 
an important sign associated with hypersalivation, 
chest tightness, sweating, nausea, vomiting and 
diarrhoea. Nicotinic effects follow, and include 
muscle fasciculation and flaccid weakness of limbs 
and respiratory muscles. Respiratory failure is 
exacerbated by pulmonary oedema. Coma and 
convulsions may occur. Glycosuria and 
hyperglycemia occur. Usually there is no ketonuria. 
Reduced plasma or preferably red cell cholinesterase 
activity confirms the diagnosis. 

Treatment consists of removal of soiled clothing and 
washing the contaminated areas with soap and water. 
A clear airway and removal of respiratory secretions 
and correction of hypoxia are essential. Endotracheal 
intubation and mechanical ventilation may be used if 
necessary. Injection of atropine 2 mg every 10-30 min 
until signs of atropinisation occur is useful. 
Pralidoxime mesylate is used intravenously. This 
reactivates phosphorylated acetylcholinesterase and 
should be given to every symptomatic patient along 
with atropine. 
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A 45 -year-old patient was referred from the 
rheumatology unit. He was being treated for gout. He 
gave a history of progressive weakness of his limbs over 
2 months. He noticed that it was particularly difficult for 
him to get up from the toilet seat and to get out of his 
car. He also felt some tingling and numbness of his toes 
which was distressing at night. He was taking several 
medications which included ibuprofen, perindropril, 
colchicine, vitamin supplements and indapamide. 
On examination his pulse was 85/min, blood pressure 
was 140/90 mmHg and fundi revealed arteriovenous 
nipping. He had proximal lower limb weakness of 4/5 
and absent ankle reflexes. Plantars were flexors. His 
serum creatinine phosphokinase level was normal. 
What is the most likely diagnosis? 






♦ 



Thyroid myopathy 
Limb girdle muscular dystrophy 
Multiple sclerosis 
Colchicine toxicity 
Perindropril toxicity 
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Colchicine toxicity 

This clinical scenario suggests a myoneuropathy and 
is most likely to be caused by colchicine. This drug 
gives rise to a subacute proximal muscle weakness 
and on occasions can lead to an acute necrotising 
myopathy. 

Creatine phosphokinase may be normal or may be 
elevated. In the former situation metabolic 
myopathies should be ruled out. The muscle biopsy 
shows elements of both myopathic and neuropathic 
disease. The special features in the histopathology are 
rimmed vacuoles in the muscle fibers, on Gomori 
stain. 

The mechanism is not fully understood, but is 
attributable to probable interference of the drug with 
tubulin, a protein required for the polymerisation of 
microtubules in muscle and nerve. Weakness resolves 
when the drug is discontinued but the neuropathic 
features remain 
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A 37-year-old lady underwent resection of a carcinoma 
of her left breast two years ago. She was given 
postoperative radiotherapy of 4000 cGy. The general 
practitioner referred her for the evaluation of a painful 
left arm associated with weakness. On examination she 
was alert and anxious. The left palpebral fissure was 
slightly smaller than the right. Ocular movements were 
however full. The left pupil was smaller. Facial 
expression was normal. She swallowed well and speech 
was unremarkable. The small muscles of the left hand 
were wasted and weak. Clawing was especially severe 
for the left ring and little fingers. Hypoaesthesia to 
pinprick was seen on the ulnar border of the left hand 
and forearm. 
What is the most likely underlying diagnosis? 






Metastatic infiltration 

Radiation plexopathy 

Cervical ribs 

Syringomyelia 

Monomelic motor neurone disease 
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Metastatic infiltration 

The lesion localises to the lower brachial plexus since 
the small muscles of the hand are wasted and weak, 
and the clawing involves all fingers but 
predominantly the fourth and fifth. No fasciculations 
were mentioned. The sensory loss is in C8T1 
distribution and the associated Horner's syndrome 
points to the involvement of the Tl root. Radiation 
plexopathy usually occurs after doses of more than 
6000 cGy have been used and involves the upper 
brachial plexus. It is usually painless and associated 
with lymphoedema. MRI would be the initial 
investigation of choice. 
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A 14-year-old male was brought to the emergency 
department from the beach of Cornwall where he had 
gone for a swim. While wading in the water he 
developed a sudden agonising pain in his right sole. He 
immediately aborted his idea to swim as he became 
nauseated and vomited. The paramedic found a hot red 
swelling on his sole and a foreign body which he could 
not remove and hence rushed him to the hospital. 
On examination the patient was profusely sweating. 
Blood pressure was 90/60 mmHg, pulse rate was 42/min, 
respiratory rate was 28/min and he had drooling of 
saliva. During the evaluation he suffered a generalised 
tonic-clonic seizure. 

Which of the following is an important initial 
management step? 






♦ 



Antitoxin for Clostridium tetani 
Immersing the limb in cold water 
Hyperbaric oxygen therapy 
Local hydrogen peroxide application 
Atropine for bradycardia 
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Atropine for bradycardia 

The south-western British coast is well known for 
stings by venomous fish like rays, weaver fish etc. 
Most fish stings are inflicted on the soles of the feet of 
people wading near the shore. Fatalities are however 
rare. The sting causes immediate sharp, agonising 
pain, and the hot erythematous swelling extends up 
the limb. Local complications include tissue necrosis 
and secondary infection. This is more common if the 
spine remains embedded in the wound as was seen in 
this patient. 

Patients stung by rays or stone fish develop systemic 
symptoms with signs of autonomic stimulation and 
convulsions. 

Treatment includes immersion of the stung limb in 
warm water. The venomous spine has to be removed 
immediately. Severe hypotension may require 
atropine for bradycardia, and potentially sc or IM 
adrenalin if initial response is poor. 
Cardiopulmonary resuscitation may be needed. Help 
of a local poison centre should be sought to discuss 
the feasibility of giving antivenom. 
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A 44-year-old male patient with polycystic kidney 
disease underwent renal transplantation 3 months ago. 
He was receiving cyclosporin, prednisolone, ramipril, 
hydrochlothiazide and atorvastatin. He had also received 
tacrolimus (FK-506). He was admitted with a history of 
headache, vomiting, confusion and bilateral visual loss. 
One single generalised seizure was reported at the onset, 
2 days ago. 

On examination, his pulse was 112/min, blood pressure 
was 220/120 mmHg. He was disoriented and unco- 
operative. Bilateral papilloedema was seen with exudates 
and rounded hemorrhages. He had perception of light at 
about 10 cm. Pupils were 2.5 mm and reactive to light. 
Lateral gaze was restricted on both sides. He was 
moving all his limbs and plantar s were extensor. 
Magnetic resonance imaging (MRI) of the brain revealed 
a bilateral increase in T2 signal intensity in the white 
matter, concentrated in the posterior part of the 
hemispheres, and a corresponding reduced density on 
computed tomography (CT) scan. 
What is the best term to describe this clinical 
syndrome? 






♦ 



Toxic encephalitis 
Metabolic encephalopathy 
Ischaemic encephalopathy 



: 



Reversible posterior leucoencephalopathy 
Necrotising leucoencephalopathy 
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Reversible posterior leucoencephalopathy 

A posterior leucoencephalopathy which resembles 
hypertensive encephalopathy may follow the use of 
several drugs like cyclophosphamide, ciclosporin, 
tacrolimus, cisplatin, cytarabine, intravenous 
methotrexate etc. It presents with headache, 
vomiting, seizures and cortical blindness. It has been 
suggested that ciclosporin alters the blood-brain 
barrier and the fluid overload and hypertension 
which accompanies the use of ciclosporin underlies 
the radiological changes. The imaging characteristics 
mentioned above are due to accumulation of fluid. It 
is however devoid of any mass effect. Review of his 
immunosuppressive therapy and substitution of an 
alternative regimen is the management of choice 
here. 



"'J, 
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A 23 -year-old lady with childhood- onset epilepsy was 
admitted with history of progressive unsteadiness for the 
past 2 days. She had quarrelled with her mother over 
something trivial whilst watching her regular TV show 
just before the onset of her symptoms. She had vomited 
several times after supper that night and had gone early 
to bed, and from the next day onwards she was feeling 
unsteady. 

On examination was drowsy but oriented. Pupils were 
normal and reactive. Ocular movements were full and a 
horizontal nystagmus was noted. Speech was dysarthric 
and a coarse tremor was evident. Tendon reflexes were 
brisk and she had a wide-based gait. There is a mild 
degree of gum hypertrophy on examination of her mouth 
and teeth. 
What is the most appropriate investigation? 

Serum phenytoin level 

Magnetic resonance imaging (MRI) of the brain 

Positron emission tomography (PET) scan 

Cerebrospinal fluid (CSF) examination 

Electroencephalography (EEG) 






•A 
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Serum phenytoin level 

Phenytoin is widely used for the control of seizures 
especially when there is a history of uncontrolled 
flurry of attacks, and her gum hypertrophy raises the 
possibility that this is what she is taking. In overdose 
the absorption from the gastrointestinal tract may be 
delayed and continue for as long as 60 h. Nausea and 
vomiting occur within 1-2 h of a substantial ingestion 
of phenytoin The level of consciousness may be 
relatively preserved, unlike barbiturate poisoning 
where a profound depression of the level of 
consciousness would be expected. Horizontal 
nystagmus is the sine qua non of phenytoin toxicity in 
this group of patients. Nystagmus occurs with a 
concentration of at least 20 mg/1 (80 mmol/1) and 
ataxia occurs at levels of 30-40 mg/1 (120-160 mmol/1. 
Gastric lavage and activated charcoal should be 
considered if the patient presents within 1 h of a 
significant overdose. Phenytoin is highly protein 
bound and hence haemodialysis, peritoneal dialysis 
or plasmapheresis is not of value. Other MRCP 
phenytoin questions have focused on protein binding 
of phenytoin in patients with renal impairment. In 
this case the free fraction of phenytoin increases, 
leading to normal total phenytoin levels but 
symptoms of toxicity. 
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A 50 -year-old Asian male had recently been diagnosed 
as having pulmonary tuberculosis and was started on 
quadruple anti-TB therapy. He seemed withdrawn 
however, and had insomnia. He had attempted suicide on 
several occasions in the presence of friends by trying to 
stab himself, though had been rescued every time. He 
had been referred urgently to the psychiatrist. However 
he was brought to the emergency department in a 
comatose state with ongoing generalised convulsions and 
vomiting. 

On examination temperature was 38l°C, pulse was 
120/minute, blood pressure was 90/50 mmHg. 
Blood tests revealed: 



Sodium 


140 mmol/1 


P tassium 


3.3 mmol/1 


Chloride 


95 mmol/1 


Bicarbonate 


20 mmol/1 


PH 


7.2 


Urea 


18 mmol/1 


Creatinine 


440 lumol/1 



Given the overall clinical picture, what is the most 
likely cause of his acute symptoms and signs? 



♦ 



Tuberculous meningitis 
Fungal meningitis 
Overdose of isoniazid 
Overdose of ethambutol 
Overdose of pyrizinamide 



•A 



No.: 202 

Overdose of isoniazid 

This patient has taken an overdose of isoniazid, 
possibly in combination with rifampicin. He has 
presented with refractory convulsions and metabolic 
acidosis with an increased anion gap and coma. This 
is calculated as ([Na] + [K]) - ([d ] + [HC0 3 ]). Its 
normal value is 10-14 mmol/1. In this patient it is 28.3 
mmol/1. The renal failure is probably due to 
rhabdomyolysis. 

Pyridoxine is a specific antidote for isoniazid 
overdose. Convulsions should be controlled by 
intravenous diazepam (0.1-0.2 mg/kg) and 
pyridoxine, which act synergistically. Thiopentone 
should be considered for refractory convulsions. 
Since isoniazid has poor protein binding and a low 
volume of distribution it is easily removed by 
haemodialysis. 
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No.: 203 

An 18-year-old male was admitted with history of being 
confused since a couple of hours before. His mother 
confessed that her son was trying to lose weight and had 
joined a local gym. He was consuming a powder which 
she recalled as being called Cherry Meth. This is mixed 
with water and he had told her that it tasted like seaweed. 
On examination he was agitated, but drowsy. His pulse 
was4 5/min and blood pressure was 90/70 mmHg. The 
rest of the physical examination was unremarkable. 
However he gradually lapsed into coma during the 
period of observation and had Cheyne-Stokes breathing. 
Respiration became progressively depressed and he was 
intubated and ventilated. Supportive treatment was 
started. Surprisingly he regained consciousness 
spontaneously and pulled out the endotracheal tube 
within 3 h. 
Further investigation revealed: 



Blood glucose 10.5 mmol/1 




Sodium 


150 mmol/1 


Potassium 


2.8 mmol/1 


pH 


7.3 


Bicarbonate 


23 mmol/1 


Base deficit 


-2 


Urea 


6.0 mmol/1 


Creatinine 


120 lumol/1 


Alanine aminotransferase (ALT) 


34U/1 


Ammonia 


25 umol/1 



What is the most likely diagnosis? 

Urea cycle disorder 



♦ 



Metabolic encephalopathy 
Gammahydroxybutric acid overdose 
LSD overdose 
Dextropropoxyphene overdose 



No.: 203 

Gammahydroxybutric acid overdose 

Gammahydroxybutric acid (GHB) is sold illegally for 
bodybuilding, weight loss, and as a replacement for 
L-tryptophan.lt is in a powder form and dissolved in 
water. Its taste is similar to that of seaweed. It is 
popularly known as Liquid X, Cherry Meth, Easy 
Lay, Scoop and GBH. 

Dependent on the dose, patients develop 
gastrointestinal effects, euphoria, drowsiness, 
Cheyne-Stokes respiration, coma, decreased cardiac 
output and severe respiratory depression. Fatalities 
have been reported, usually in malicious overdose 
when taken with other substances. 

Patients recover quickly often within 1-2 h and they 
may have rapid reversal of coma and may remove the 
endotracheal tube themselves. Metabolic acidosis, 
hyperglycaemia, hyperkalemia, and hypernatraemia 
can occur. Supportive care includes activated 
charcoal for up to 1 h after ingestion, so it is a little 
outside the time window here. For a couple of hours, 
monitoring of blood pressure, heart rate, respiratory 
rate and oxygenation should be done. Naloxone has 
shown benefit in animals. Diazepam is the drug of 
choice for treating convulsions. 

1^ /j£P f / 
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No.: 204 

A 28-year-old car mechanic who specialised in battery 
repair was admitted with history of episodic abdominal 
pain for the past 6 months. This time he had a severe 
episode and was admitted to a surgical unit for 
evaluation. He had history of anorexia, constipation and 
intermittent nausea and vomiting from the inception of 
his illness. 

He had also found it increasing difficult to use his 
gadgets, due to weakness of hands, for the past 3 weeks. 
A medical registrar's opinion was sought. On 
examination he was alert but apprehensive. Cranial 
nerves were normal. The distal muscles of his limbs 
were weak. Upper limbs were 3/5, mainly extensor 
group and in the lower limbs, ankle dorsiflexors were 
4+/ 5 . Tendon stretch reflexes were absent. Plantar s were 
flexors. Sensory system was intact. 
Further investigations revealed: 



White cell count 


8.0 1071 


Haemoglobin (Hb) 


lOg/dl 


Mean corpuscular volume 
(MCV) 


65 fl 


Mean Cell Haemoglobin 
(MCH) 


26 pg 


Mean Cell Haemoglobin 
Concentration(MCHC) 


29g/dl 


Red cells 


3.5 10 12 /1 


Fasting blood glucose 


5.5 mmol/1 


Sodium 


135 mmol/1 


Potassium 


3.6 mmol/1 


Urine analysis 


Glucose ++, 
aminoacids + 



Which of the following investigations would confirm 
the suspected diagnosis? 

♦ 



♦ 






Serum cadmium 
Serum magnesium 
Serum copper 
Serum lead 
24 h urinary copper 



No.: 204 
Serum lead 

This scenario is typical of chronic lead poisoning in 
adults. A combination of gastrointestinal symptoms 
with a pure motor polyneuropathy and 
predominantly bilateral wrist drop should raise the 
suspicion of this toxicity. There is usually a 
microcytic anaemia and proximal renal tubular 
acidosis. Moderate poisoning occurs at blood lead 
concentration of 450-750 ugm/1. Basophilic stippling 
may be seen. Because lead inhibits the conversion of 
delta-ammolevulinic acid dehydrase and 

ferrochelatase, delta-aminolevulinic acid cannot be 
converted to porphobilinogen, and iron is not 
incorporated into protoporphyrin. Hence, 
erythrocyte protoporphyrin is elevated to levels 
greater than 35mcg/dL, a finding that is also common 
in iron deficiency anemia. The most important aspect 
of management is to remove the patient from the 
source of lead poisoning. Chelation therapy with oral 
DMSA (2-3 dimercaptosuccinic acid) or intravenous 
EDTA (sodium calcium edetate) should be discussed 
with a poison centre. 
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No.: 205 

A 25 -year-old lady was brought to the emergency 
department with a history of episodic abnormal 
posturing of her torso and neck for the past few hours. 
She had a long history of behaviour problems and was 
known to have had brawls with her neighbours. Her 
mother had recently taken her to the psychiatrist and she 
has been initiated on anti-psychotic medication. 
On examination she was afebrile. Her neck was in forced 
extension, there was arching of her back and her arms 
were internally rotated. There was extension of the 
elbows and wrists. 

What is the correct description of her clinical 
picture? 



♦ 






Decerebrate rigidity 

Torticollis 

Opisthotonus 

Chorea 

Decortication 



No.: 205 
Opisthotonus 

This is the typical picture of an acute generalised 
dystonic reaction to neuroleptic drugs (eg 
phenothiazines, butyrophenones, metocloprainide 
and even atypical antipsychotic agents like 
olanzipine). 

The description given here (retrocollis, arching of the 
back, internal rotation of the arms and extension of 
the elbows) suggests and extreme dystonic reaction in 
the form of opisthotonus. Opisthotonus also occurs in 
other neurological situations including (classically) 
tetanus or hypoxic-ischaemic brain injury. Other 
rarer conditions such as Wilson's disease as a cause 
of psychiatric disorder should be considered, 
although it is unlikely but not unheard of that 
patients present at this age. 



•A 
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No.: 206 

A 13 -year-old male, the son of a farmer, was admitted 

with a history of progressive weight loss, anorexia, 

nausea and constipation for the past 4 months. He had 

recently been taking a keen interest in helping his father 

to eradicate mice from their grain storage silos. 

He also had episodes of headaches and was at times 

losing his way around his home for a few minutes, 

though subsequently would recover completely. 

He had also been aware of numbness in his toes for the 

past 2 months. 

On examination he had thickened palms and some 

transverse lines were evident on his nails. 

He was alert and co-operative. Mild weakness and 

wasting was evident in the small muscles of his feet. 

Tendon reflexes were absent and plantars were flexor. 

Diminished sensation to pinprick was seen in the distal 

feet and finger tips. 

What is the most likely diagnosis? 

(? 






Acute intermittent porphyria 
Coproporphyria 
Erythropoietic protoporphyria 
Arsenic poisoning 
Lead poisoning 



: 



No.: 206 
Arsenic poisoning 

This patient has been involved in distributing rodent 
pesticides over a period of at least 4 months. He has 
developed weight loss, gastrointestinal symptoms, 
hyperkeratosis of the palms and some transverse 
lines on the nails probably suggestive of Mees lines. 
He also has features of a sensorimotor 
polyneuropathy. 

All of these symptoms fit very well with chronic 
arsenic poisoning. There is increased risk of cancers 
in such patients. Arsenic can be detected in the hair 
and nails for months following exposure. 
Dimercaptosuccinic acid (DMSA, succimer) and 
penicillamine have been used successfully in arsenic 
poisoning. The family should of course be warned 
about the safe handling of poisons. 



"'J, 
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No.: 207 

A 49-year-old lady known to have bronchial asthma of 
10 years duration presents to the Emergency department. 
There is a history of incessant vomiting, agitation, 
polyuria and polydipsia. On examination she was 
hyperventilating and apprehensive. Blood pressure was 
90/70mmHg, pulse wasll2/minute. All her systems 
were otherwise unremarkable. 
On further questioning she admits to having taken a 
large mixed overdose of a number of tablets used for the 
treatment of her asthma and her depression. 
Further investigations of arterial blood revealed: 



PH 


7.1 


HC0 3 - 


1 1 mmol/1 


Chloride 


108 mmol/1 


paC0 2 


4.7 kPa 


pa0 2 


12kPa 


Potassium 


2.3 mmol/1 


Sodium 


135 mmol/1 


Glucose 


5.0 mmol/1 



What is the most likely explanation for the clinical 
and biochemical picture? 

Diazepam overdose 






Theophylline overdose 
Citalopram overdose 
Monteleukast overdose 
Olanazapine overdose 



•A 



No.: 207 
Theophylline overdose 

This asthmatic lady has gastrointestinal features 
associated with an agitated state, with metabolic 
acidosis, hypokalemia, tachycardia and tachycardia. 
She also has thirst and polyuria. These are the 
common features of toxicity from theophylline and 
related drugs. The other features like cardiac 
arrhythmias, hypotension, metabolic acidosis and 
convulsions indicate severe poisoning and a poor 
prognosis, particularly in the elderly. An urgent 
gastric lavage can be performed; activated charcoal 
100 g should be left in the stomach, and further doses 
of 50 g should be given orally every 4 h. Gastric 
lavage is thought to be most helpful in the first hour 
after ingestion, or if a controlled release preparation 
has been ingested. Cardiac monitoring should be 
continued. Correction of hypokalemia should be 
performed with electrocardiography (ECG) control, 
as large doses of potassium chloride may be required 
intravenously. Agitation and convulsions are treated 
with intravenous diazepam. In severe poisoning with 
a plasma level of theophylline above 60 mgl/1, 
haemoperfusion should be considered. 
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No.: 208 

A 32-year-old male with rheumatoid arthritis and bipolar 
disorder was brought with history of an acute onset of 
bilateral deafness with buzzing in his ears. He also had 
blurring of vision. These symptoms had started 3 h ago. 
He was vomiting repeatedly as he was brought to the 
emergency department. He was restless, sweating and 
was dehydrated. Respiratory rate was 34/min. His blood 
pressure was 86/50 mmHg. 

He was rou sable on shaking vigorously and would lapse 
back to severe drowsiness subsequently. 
He could localise pain with both hands, and flexed both 
lower limbs to pain. Basal crepitations could be heard on 
auscultation of his chest. 
Further investigations revealed: 



wcc 


12 109/1 


Hb 


12 g/dl 


Na + 


135 mmol/1 


r 


1.8mmol/l 


Arterial blood gases initially revealed: 


pH 


7.42 


paC0 2 


2.8 kPa 


HCCV 


22 mmol/1 


Chloride 


90 mmol/1 


and within the next hour: 


pa0 2 16 kPa 


and then within the next hour: 


PH 


7.20 


paC0 2 


2.8 kPa 


HCCV 


10mmol/l 



What is the most likely underlying diagnosis? 



• 



Renal tubular acidosis 
Encephalitis 
Salicylate poisoning 
Primary aldosteronism 
Bartter's syndrome 



No.: 208 

Salicylate poisoning 

This patient presented with bilateral deafness, 
tinnitus, visual blurring, repeated vomiting, and 
initially had respiratory alkalosis followed by severe 
metabolic acidosis with an increased anion gap. 
These features are typical of salicylate poisoning. 
Increased anion gap metabolic acidosis occurs is 
several conditions which include 

(1) diabetic ketoacidosis; 

(2) methanol overdose; 

(3) ethylene glycol poisoning; 

(4) lactic acidosis; 

(5) salicylate poisoning. 



It is calculated by the formula: 

anion gap = plasma ([sodium] 
([chloride] + [bicarbonate]) 



+ [potassium]) - 



Normal values in health range between 8 and 14 
mmol/1. In this patient the anion gap is 36.8 mmol/1. 
Urinary alkalinisation is a mainstay of management 
of salicylate poisoning, in severe cases where plasma 
concentration is >700mg/l, haemodialysis may be 
considered. Indications for haemodialysis include: 

o Renal failure 

o Congestive cardiac failure 

o Non-cardiogenic pulmonary oedema 

oComa 

o Convulsions 

o CNS effects not resolved by correction of acidosis 

o Persistently high salicylate concentrations 

unresponsive to urinary alkalinisation 

o Severe metabolic acidosis (pH below 7.2) 
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No.: 209 

A 28-year-old lady was admitted to the surgical unit with 
an acute abdomen and a provisional diagnosis of 
appendicitis. During induction of anesthesia she had 
some stiffness of the jaw muscles. However she later 
relaxed and surgery was commenced. 
Within a few minutes however, the stiffness of jaw had 
increased significantly and her limbs also became stiff. 
The surgical procedure had to be abandoned. Her body 
temperature rose to 42l°C. Her pulse was 120/min and 
thready. The blood pressure fell to 80/50 mniHg. Arterial 
blood gases revealed pC0 2 of 8.0 kPa, pH 7.1 and HC0 3 " 
28mmol/l. 
What is the most likely diagnosis? 



♦ 



Tetanus 

Tonic status epilepticus 
Acute dystonic reaction 
Malignant hyperthermia 
Tardive dyskinesia 



•A 



No.: 209 

Malignant hyperthermia 

This is malignant hyperthermia. This is a dramatic 
situation observed during general anesthesia in 
individuals who are susceptible. The patient develops 
progressively increasing muscular rigidity instead of 
muscular relaxation, as halothane or succinylcholine 
is introduced. Temperature rises steadily up to 42-43 
1°C. Respiratory and heart rates escalate. Arterial 
paC0 2 increases and creatine phospholdnase rises to 
extraordinary levels and spills into in the urine. 
Circulatory collapse and death occurs in 10% of the 
patients. 

Other members of the family may have collapsed or 
died during anaesthesia, hence a family history gives 
a clue. Some of the susceptible patients have 
musculoskeletal features such as stature, ptosis, 
strabismus, high arched palate or dislocated patellae; 
kyphoscoliosis has also been seen in some families 
(King-Denborough syndrome). Certain congenital 
myopathies also predispose to malignant 
hyperthermia. Treatment is to immediately switch 
from volatile anaesthetics at the first hint of masseter 
spasm or rise of body temperature to alternative 
agents such as propofol. Intravenous dantrolene can 
be given as a bolus, and the patient should be cooled 
and hydrated; acidosis should be corrected. 
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No.: 210 

A 6 8 -year-old male patient woke up at 8 am with right- 
sided weakness of his limbs and face. He was able to 
convey information by sign language and not able to 
speak. He was immediately brought to the emergency 
department by his wife within the next 15 min and is 
being assessed by you at 9 am. He was taking atenolol 
for his hypertension. His wife said that this was the first 
such incident ever. On examination his pulse was 76/min 
and regular. All peripheral pulses were felt except both 
dorsalis pedis ones. His blood pressure was 180/110 
mmHg. 

He was drowsy and fundi revealed grade 2 hypertensive 
changes. He has an expressive dysphasia. Ocular 
movements were full. A right-sided hemianopia was 
detected. The right-sided nasolabial fold was obliterated 
but he was able to close both eyes promptly. The right 
upper limb was 2/5 and lower limb was 3/5 . Right- sided 
tendon reflexes were sluggish with reduced muscle tone. 
The right plantar was extensor and the left was flexor. 
He had right-sided hemihypoaesthesia. There was no 
carotid bruit. S4 was audible on cardiac auscultation. 
An urgent computed tomography (CT) of the head 
revealed a dot sign in the left sylvian fissure. There was 
effacement of sulci over the left hemisphere. 
What is the correct initial therapeutic approach for 
this patient? 

• 

Lower the blood pressure to 140/90 mmHg 

Immediate intravenous thrombolysis 

Intra-arterial thrombolysis 

Intravenous loading dose of heparin followed by 
1000 u hourly 

Antiplatelet drugs 



No.: 210 
Antiplatelet drugs 

Intravenous tissue plasminogen activator (t-PA) 
therapy is advocated only to patients within 3 h of the 
onset of a stroke. Those patients who awaken from a 
night's sleep with the symptoms have to be excluded 
since we cannot estimate the time of onset of the 
stroke. Patients with any sign of haemorrhage on 
computed tomography (CT) scan are also excluded as 
are patients who have a large infarct of the middle 
cerebral artery. 

The National Institute of Neurological and 
Communication Disorders and Stroke (NINCDS) and 
stroke rt-PA stroke study gave t-PA 0.9 mg/kg within 
3 h of the onset of symptoms and this led to a 30% 
increase in the number of patients who remained 
with little or no neurological deficit when re- 
examined 3 months after the stroke. A 6% risk of 
symptomatic cerebral haemorrhage was documented. 
In the European Co-operative Acute Stroke Study 
(ECASS), t-PA was administered intravenously 
within 6 h, at a slightly higher dose of 1.1 mg/kg and 
led to improved neurological outcome but at the 
expense of a high rate of intracerebral bleed. In the 
second trial (ECASS II), t-PA was given using the 
same dose as in NINCDS trial but up to 6 h after the 
onset of stroke. Here no benefit was confirmed and 
the rate of symptomatic haemorrhage was 8.8%. 
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No.: 211 

A 66-year-old lady was admitted with a history of febrile 
illness of one week's duration. She was taking ampicillin 
for cough and right- sided pleuritic pain but had not 
completed the course. One day ago she developed severe 
headache and was confused. She was known to have had 
diabetes mellitus for the past 10 years, presently 
managed on oral medications. 
On examination there was herpes labialis. She was 
drowsy and looked ill. She was confused and had neck 
stiffness and Kernig's sign was also positive. Fundi could 
not be visualised due to hazy ocular media. The pupils 
were round and reactive to light. Basal crackles were 
heard on the back of the right chest. 
Investigations revealed: 



Hb 


10g/l 


WCC 


15 1071 


Na + 


135 mmol/1 


r 


3.6 mmol/1 


Urea 


8 mmol/1 


ALT 


44U/1 


Urine 


glucose ++, no ketones 



What is the most likely organism causing her illness? 

Cryptococcus 






Listeria monocytogenes 
Streptococcus pneumoniae 
Staphylococcus aureus 
Mycoplasma pneumonia 



No.: 211 

Streptococcus pneumoniae 

This lady has a febrile illness with sign of 
consolidation of the right base of the lung with 
leucocytosis suggestive of a community -acquired 
pneumonia, the most common of which is 
streptococcus pneumonia. She has developed signs of 
bacterial meningitis and her level of consciousness 
has deteriorated. Herpes labialis is also commonly 
associated with S pneumoniae infection. CT scanning 
should be carried out to exclude signs of raised 
intracerebral pressure before lumbar puncture to 
confirm the diagnosis of S pneumoniae meningitis. 
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No.: 212 

A 6 5 -year-old lady was admitted with a swollen left leg 
which on venous Doppler proved to be due to deep 
venous thrombosis (DVT). She was started on low 
molecular weight heparin. The next day, she had an 
episode of left-sided chest pain and coughed up blood. A 
ventilation-perflision scan demonstrated an area of low 
perfusion. Five days later, (the day after discharge), she 
developed central chest discomfort and a painful cold 
right lower limb. 
Laboratory results revealed; 



wcc 


12x1071 


PLT 


45 x 1071 


APTT 


30 seconds 



What is the likely cause of this new problem? 

Right limb DVT 



♦ 



♦ 



• 



Cardiac embolism to the right ileofemoral arteries 
Ruptured right Baker's cyst 
Heparin- induced thromb ocytopaenia/thromb osis 
Rupture of the right calf muscle 



•A 



No.: 212 

Heparin-induced thromb ocytopaenia/thromb osis 

Heparin-induced thrombosis is the most likely 
diagnosis here, although it occurs much more 
infrequently with low molecular weight heparin than 
with unfractionated heparin. It is prudent not to nriss 
this diagnosis since the treatment is to with-hold 
heparin Heparin-induced thrombocytopenia (HIT) 
with a new thrombosis is a clinical diagnosis and 
should be identified when the above clinical features 
are witnessed, failing which the patient may progress 
to a fatal thrombosis. Type 1 HIT usually occurs in 
the first 48 to 72 hours and the platelet count rarely 
falls below 100 x 10 9 /1. The platelet count should 
return to normal over the next 4 days and there is no 
increased risk of thromboembolism. Type 2 HIT is 
much rarer and usually occurs 5 to 10 days after 
treatment commencement and the platelet count 
usually drops below 100 x 10 9 /1 to about 50 x 10 9 /1. 
This case is therefore in keeping with Type 2 immune 
mediated HIT. Heparin should be stopped and 
alternative forms of anticoagulation may be required; 
for advice regarding best management a 
haematologist should be consulted. Possible 
alternative forms of anti-coagulation would include 
lepirudin, argatroban or danaparoid. 
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No.: 213 

A 34-year-old woman who is 8 weeks pregnant comes in 
after an overdose of white tablets and is unable to 
remember how many she took. She refuses to wait for 
the results of her initial blood tests and leaves hospital, 
only to come back after a few hours complaining of 
feeling faint. At this point her investigations are 
repeated. Salicylate levels are 4 mmol/1 on the initial 
sample and 1.2 mmol/1 on the subsequent one. 
Investigations: 



full blood cell (FBC), U&E, liver 
function test (LFT) 



initial ABG pH 



pa(CQ 2 ) 



HCCV 



normal 



7.6 



2.0 kPa 



24 
mmol/1 



Repeat arterial blood gas (ABG) following return : 



j*L 



pa(CQ 2 ) 



HC0 3 - 



7.3 



3.0 kPa 



12 mmol/1 



What metabolic abnormality is seen on admission 
initially? 



• 



Metabolic acidosis 

Metabolic alkalosis 

Respiratory acidosis 

Respiratory alkalosis 

Mixed Metabolic and respiratory acidosis 



No.: 213 
Respiratory alkalosis 

An increased pH suggests alkalosis; the low pa(C0 2 ) 
with normal bicarbonate suggests a respiratory 
alkalosis. On readmission, the pH is now low with low 
bicarbonate suggesting a metabolic acidosis. To 
compensate for this, hyperventilation often occurs to 
decrease the partial pressure of C0 2 in the 
circulation (i.e. a respiratory alkalosis). 
Compensation is only said to occur in the presence of 
a normal pH. At this level of aspirin overdose, 
supportive measures coupled with urinary 
alkalinisation is the management of choice; dialysis is 
usually only required for aspirin overdose when 
levels exceed 5 mmol/1. 
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No.: 214 

A 64-year-old man who is taking long-term amiodarone 
therapy for recurrent episodes of ventricular tachycardia 
presents to the clinic with symptoms of weight loss and 
heat intolerance. His medication is ramipril lOmg daily, 
aspirin 75mg, and amiodarone 200mg daily. On 
examination he is tachycardic with a pulse of 95/min and 
his BP is 105/70 mmHg. He has evidence of mild left 
ventricular failure. 
Bloods; 



Hb 


11.5 g/dl 


WCC 


5.6x1071 


PLT 


245 xl0 9 /l 


Na + 


139mmol/l 


K + 


5.0mmol/l 


Creatinine 


135 umol/1 


TSH 


<0.05 U/l 


Thyroid autoantibody 


negative 


Thyroid isotope uptake 
scan 


low uptake 


Thyroid Doppler 
ultrasound 


decreased blood 
flow 



Which of the following represents the most likely 
diagnosis? 

Grave's disease 

Multinodular goitre 

Amiodarone induced thyrotoxicosis type 1 

Amiodarone induced thyrotoxicosis type 2 

;inomn 



Thyroid carcinoma 



No.: 214 

Amiodarone induced thyrotoxicosis type 2 

Amiodarone thyrotoxicity tends to result in two 
distinct patterns of disease associated with 
thyrotoxicosis. Type 1 is related to the excess iodine 
provided by amiodarone leading to excess production 
of thyroid hormone, often in the presence of latent 
thyroid disease related to another cause. Type 2 is a 
destructive thyroiditis and this explains the findings 
here with low thyroid uptake and decreased thyroid 
blood flow on Doppler ultrasound. AIT type 2 does 
not respond well to standard therapy for 
thyrotoxicosis. It may burn itself out after a course of 
corticosteroids; hence as the amiodarone cannot be 
easily discontinued a course of corticosteroids is most 
appropriate. In this patient, as he is using the 
amiodarone for recurrent VT, thyroidectomy would 
be appropriate if he fails to respond. The alternative 
would be to stop the amiodarone and consider an 
implant able cardioverter/defibrillator. 
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A 21 -year-old man is brought to the Emergency 
department by his girlfriend. She is very concerned 
because he appears to fall asleep suddenly during normal 
activities such as driving the car, sometimes while 
walking and even whilst having sex on one occasion. On 
examination his BMI is 25, his BP is 142/60 mmHg. 
Neurological examination is unremarkable. 
Investigations; 



Hb 


13.1 g/dl 


WCC 


4.5 xlO y /l 


PLT 


231xl0 9 /l 


Na + 


140 mmol/1 


r 


4.9 mmol/1 


Creatinine 


105 umol/1 


Fasting glucose 


4.5 mmol/1 



Which of the following is the most likely diagnosis? 

Atypical epilepsy 
Obstructive sleep apnoea 
Narcolepsy 



♦ 






Syncope 

Transient global amnesia 



No.: 215 
Narcolepsy 

This patient has the typical features of narcolepsy 
with sudden falls and lapsing into sleep during 
normal activities. Unfortunately confirmation of the 
diagnosis may be difficult.. Sleep studies are essential, 
including the need to rule out obstructive sleep 
apnoea or other sleep disorders as an alternative 
cause for the symptoms seen. The falls are caused by 
loss of muscle tone associated with REM sleep during 
wakefulness. 

Modafinil is a CNS stimulant which increases 
wakefulness, vigilance and performance. Modafinil 
appears to be distinct from other stimulants such as 
methylphenidate as it does not seem to act via the 
dopaminergic system. Standard dosing is 200-400mg 
usually given as a single dose in the morning. A 
number of p450 interactions may occur in patients 
taking modafinil, so that the datasheet should be 
scanned for possible cross reactions prior to 
beginning therapy. 
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200 mmHg 



150 mmHg 




Left ventricular 

pressure 100 mmHg 



/ Expiratfbn Pulmon ary 
inspiration 



artery 
wedge 
pressure 



50 mmHg 
mmHg 
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